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CIRCULATE 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 

Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.1 
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By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.” 


Big  boys  don’t  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 

their  genes  and  what  they 
are  taught.  Schottstaedt 
observes  that  when  a 
mother  admonishes  her 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she 
is  teaching  him 
stoicism.4  Crying  is  the 
negation  of  everything 
society  thinks  of  as  manly. 
A boy  starts  defending  his 
manhood  at  an  early  age. 

Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a 
role  in  the  etiology  of  duodenal  ulcer. 
Alvarez5  observes  that  many  a man  with  an 
ulcer  loses  his  symptoms  the  day  he  shuts  up 
the  office  and  starts  out  on  a vacation.  The 
problem  is,  the  type  of  man  likely  to  have  an 
ulcer  is  the  type  least  likely  to  take  long 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here 
is  where  the  dual  action  of  adjunctive  Librax 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M., 
et  al.  (eds.) : Harrison's  Principles  of  Internal  Medicine,  ed. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff's 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice, 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163. 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B. 
Saunders  Company,  1951,  p.  384. 


bines  the  antianxiety 
action  of  Librium® 

(chlordiazepoxide  HC1) 
with  the  dependable 
antisecretory/ 
antispasmodic 
action  of 
Quarzan®  (clidinium  Br). 

Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  ax.  and 2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 

\ prostatic  hypertrophy  and  benign  bladder 

neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges,  in  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 
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Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Guest  Editorial 


Physician  - State  Health  Department  Radiation 
Hazard  Control  Program 

THE  VIRGINIA  RADIATION  CONTROL  LAW  (Chapter  25.1)  en- 
acted  March  3,  1964,  established  the  State  Health  Department  as  the 
agency  for  radiation  control,  and  authorized  the  appointment  of  a Radiation 
Advisory  Board  to  be  chaired  by  the  State  Health  Commissioner.  It  also 
established  the  right  of  entry  for  determination  of  compliance  with  the  Law 
and  provisions  for  licensing  or  registration  of  all  sources  of  ionizing  radiation. 
Rules  and  regulations  to  implement  the  Law  have  been  drafted  and  were 
presented  to  the  Board  of  Health  on  June  2,  1971,  for  preliminary  consid- 
eration. 

Section  32-414.10  of  the  Law  prevents  the  Health  Department  from  get- 
ting into  the  area  of  medical  judgment  which  determines  when  radiation  is 
to  be  used  and  how  much  is  to  be  applied.  However,  once  the  decision  is 
made  to  use  radiation  (x-rays  and  radium)  the  Health  Department’s  respon- 
sibility is  to  insure  that  it  is  used  in  the  safest  possible  manner. 

Briefly,  we  see  the  problem  as  one  of  unnecessary  exposure  to  patients, 
technicians,  physicians,  and  any  other  persons  involved  for  which  there  is 
no  return  in  terms  of  diagnostic  information.  Usually  unnecessary  exposure 
to  patients  occurs  because  the  size  of  the  x-ray  beam  exceeds  the  dimensions 
of  the  film  by  a wide  margin  and  because  aluminum  filtration,  which  removes 
the  non-penetrating  and  therefore  useless  x-ray,  is  lacking.  When  both  beam 
size  and  filtration  are  correct,  there  is  an  improvement  in  the  diagnostic  qual- 
ity of  the  films  often  accompanied  by  a dramatic  lowering  of  the  radiation 
dose  delivered  to  the  patient.  Also,  a great  many  of  the  potentially  good 
radiographs  may  lose  much  of  their  resolution  in  the  darkroom  when  there 
is  a lack  of  attention  to  important  details. 

In  January,  1970,  an  attempt  was  made  by  the  State  Health  Department’s 
Bureau  of  Industrial  Hygiene  to  register  all  x-ray  and  radium  users  in  Vir- 
ginia. As  a result  of  this  undertaking  480  medical  practitioners  registered. 
Some  medical  doctors  (105)  did  not  return  their  registration  forms  after  sev- 
eral contacts  by  mail.  Recently,  the  Bureau  has  contacted  these  physicians 
by  certified  mail  and  to  date  the  response  has  been  good. 

Approximately  30  pilot  surveys  were  conducted  in  private  physician’s  offices 
last  summer.  Though  the  receptions  were  cordial,  in  some  cases  where  serious 


discrepancies  were  uncovered  there  has  been  little  response  as  to  what  reme- 
dial safety  steps  they  have  taken.  Prompt  response  is  helpful  in  reducing 
follow-up  surveys,  thus  making  the  survey  program  as  economical  as  possible. 

The  recent  endorsement  by  The  Medical  Society  of  Virginia  of  the  radia- 
tion protection  program  is  an  encouraging  sign.  It  was  this  same  sort  of 
endorsement  by  the  Virginia  Dental  Association  which  contributed  to  our 
success  with  the  dental  radiation  safety  surveys. 

In  the  early  sixties,  the  Virginia  Dental  Society  became  concerned  with 
radiation  safety  in  the  dental  office.  With  the  cooperation  of  the  Society  and 
the  U.  S.  Public  Health  Service,  the  SURPAK  program  was  launched  by 
mail  to  determine  the  safety  of  approximately  1,500  dental  x-ray  units.  The 
program  had  shortcomings  but  it  did  gather  some  valuable  information  in  a 
relatively  short  time.  The  SURPAK  program  was  discontinued  some  years 
ago,  but  the  safety  survey  program  was  continued  with  more  comprehensive 
personal  surveys.  Today,  we  have  surveyed  approximately  90  percent  of  all 
x-ray  equipment  in  dentists’  offices  and  the  problems  of  improper  collima- 
tion  and  filtration  are  much  reduced. 

Genetic  damage  from  radiation  exposure  has  been  thoroughly  documented, 
going  all  the  way  back  to  Muller’s  experiments  with  the  fruit  fly  in  the 
1920’s.  We  also  know  that  the  Genetically  Significant  Dose  (GSD)  to  the 
male  gonads  was  determined  to  be  55  milliRads  (for  x-ray  exposure  1 Rad  = 
1 Roentgen)  in  the  U.  S.  Population  Exposure  Study  of  1964.  The  study 
was  duplicated  in  1970  and  best  estimates  are  that  despite  radiological  health 
efforts  the  GSD  has  increased  to  approximately  90  milliRads.  This  trend 
cannot  be  allowed  to  continue  without  disastrous  consequences  to  mankind 
in  future  generations. 

In  recent  years,  with  the  advent  of  national  medical  programs  and  increased 
affluence,  the  demand  for  x-ray  services  has  skyrocketed.  This  tremendous 
increase  has  dwarfed  the  effects  of  dose  reduction  from  technology  and  ra- 
diological health  programs.  Today,  95  percent  of  all  radiation  exposure  to 
the  population  comes  from  medical  and  dental  x-rays.  By  contrast,  less  than 
one  percent  comes  from  nuclear  reactors  and  radio-active  materials.  Radia- 
tion protection  efforts,  therefore,  should  center  around  medical  and  dental 
facilities  and  not  in  the  nuclear  industry  where  relatively  few  people  are 
exposed  and  where  controls  have  always  been  stringent. 

The  State  Health  Department’s  Bureau  of  Industrial  Hygiene  is  ready  to 
provide  physicians  with  a valuable  service  in  evaluating  their  x-ray  facilities. 
During  a survey,  one  can  spot  problems  and  help  technicians  in  physicians’ 
offices  produce  better  radiographs.  Also,  we  can  supply  and  install  filtration 
where  needed.  Above  all,  however,  we  can  help  physicians  provide  maximum 
safety  and  minimum  radiation  dosage  for  all  concerned,  thus  meeting  our 
responsibility  under  the  law. 

Mack  I.  Shanholtz,  M.D. 

State  Health  Cormnissioner 
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Glaucoma  and  Technique  of  Measuring 
Intraocular  Pressure 


Many  cases  of  blindness  due  to 
glaucoma  can  be  prevented  by 
early  diagnosis  and  treatment. 
Tonometry  is  the  only  reliable 
diagnostic  procedure  and  should 
be  done  by  all.  Various  methods 
of  treatment  are  discussed. 

FIRST  OF  ALL:  What  is  glaucoma?  You 
are  asked  this  frequently  by  your  pa- 
tients and  the  lay  people.  My  diagnosis 
of  glaucoma  is:  any  intraocular  pressure 

which  is  too  high  for  the  eye  to  maintain 
its  normal  physiology.  What  is  normal  ten- 
sion? This  is  a question  like  medical  students 
are  asked:  What  is  normal  blood  pressure? 
The  normal  range  of  intraocular  pressure 
in  the  average  adult  is  between  10  and  24 
millimeters  of  mercury,  as  measured  with 
a Schiotz  tonometer.  Now  this  is  your  so- 
called  ideal  range.  You  will  find  probably 
80%  of  your  normal  patients  will  have  a 
15  to  a 17  pressure.  The  amount  of  pressure 
per  se  does  not  necessarily  indicate  whether 
or  not  this  person  has  glaucoma,  because 
some  individuals  can  maintain  a pressure  of 
26  to  30  over  many  years  and  not  get  into 
trouble,  although  you  watch  these  people 
very  carefully.  Other  individuals  can  have 
a so-called  low  tension  glaucoma  where  they 

Presented  as  part  of  a Seminar  on  Practical  Man- 
agement of  Common  Eye  Problems,  sponsored  by  the 
Virginia  Society  for  the  Prevention  of  Blindness,  the 
Virginia  Academy  of  General  Practice,  and  the  De- 
partments of  Continuing  Education  and  Family  Prac- 
tice, Medical  College  of  Virginia,  Richmond,  April 
1,  1971.  This  article  is  a tape  of  the  talk. 
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RICHARD  L.  RELYEA,  M.D. 
Richmond,  Virginia 

may  have  a pressure  of  from  17  to  20  milli- 
meters of  mercury  and  actually  be  losing 
vision  with  this  pressure. 

Your  eye  actually  has  a very  delicate  bal- 
ance between  output  of  aqueous  and  ab- 
sorption of  aqueous,  the  output  of  course 
being  produced  by  the  ciliary  body,  and  the 
absorption  through  the  Trabecular  network 
and  Schlemm’s  canal  in  the  anterior  cham- 
ber. 

Now  to  discuss  briefly  the  different  types 
of  glaucoma,  just  to  go  over  the  main  gen- 
eral categories  . . . the  first  type  you  think 
of  is  the  congenital  glaucoma.  This  is  usual- 
ly seen  from  birth  up  to  two  years  of  age 
and  your  infants  with  this  congenital  glau- 
coma have  been  described  as  buphthalmos 
. . . buphthalmos  meaning  bull-eye.  These 
children  have  large,  unusually  large  eyes. 
The  cornea  may  be  clear  in  the  initial  stages; 
later  on  if  the  pressure  is  high  enough,  it 
may  get  steamy.  The  appearance  of  a steamy 
cornea  in  an  infant  up  to  two  years  of  age 
should  indicate  or  might  indicate  glaucoma. 
It  can  also  indicate  a lot  of  other  things,  but 
glaucoma  is  one  to  look  for.  These  children 
usually  get  a stretching  of  the  globe  because 
the  globe  is  immature,  the  sclera  is  soft,  the 
tissues  are  not  hardened  yet  and  so  this  in- 
traocular pressure  does  stretch  the  globe. 
In  infants  with  the  congenital  type  of  glau- 
coma this  is  usually  caused  by  a defect  in 
the  absorption  system  ...  in  the  Trabecu- 
lar network.  Glaucoma,  of  course,  can  ap- 
pear any  time  during  life.  It  can  be  picked 
up  in  the  teens,  in  the  twenties  . . . any  time 
during  life. 

A secondary  glaucoma  is  that  which  is 
caused  by  some  other  force  or  some  other 
incident  other  than  just  the  lack  of  absorp- 
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tion  or  the  over  production  of  aqueous. 
Such  causes  of  secondary  glaucoma  can  be 
trauma,  iritis,  intraocular  foreign  bodies,  in- 
traocular inflammations,  intumescent  lenses 
where  the  lens  swells  and  and  blocks  off  the 
circulation  system;  anything  which  can  ei- 
ther cause  the  eye  to  over  produce  aqueous 
or  under  absorb. 

Now,  your  primary  glaucomas,  which  of 
course,  are  the  most  common  . . . (I’m  go- 
ing to  discuss  the  common  garden  variety  of 
glaucoma  first)  . . . this  is  the  type  which 
you  see  in  the  adult  age  40  or  above.  Many 
people  are  advocating  that  we  check  pres- 
sures on  adults  3 5.  Many  ophthalmologists 
check  pressures  on  everyone.  I usually  do  a 
finger  palpation  test  which  probably  within 
5 to  10  millimeters  is  roughly  accurate  if 
you’ve  done  a lot  of  these.  I do  this  on  peo- 
ple up  to  3 5 ...  usually  3 5 and  above  I will 
do  a test  with  a tonometer. 

The  acute  type  of  glaucoma,  which  has 
already  been  discussed,  I find  to  be  fairly 
rare.  I think  perhaps  in  my  practice  I’ve 
seen  maybe  one  a year.  You  should  be  aware 
of  it,  you  should  look  for  it,  but  you  don’t 
often  run  into  it.  Tension  in  these  acute 
glaucomas  is  usually  in  the  range  of  50  to 
70  millimeters  of  mercury  or  even  higher. 
This  has  a rapid  onset,  it  can  be  within  two 
to  three  hours.  The  vision  is  quite  blurred 
usually,  especially  after  the  pressure  has  been 
up  for  an  hour  or  two  and  is  usually  uni- 
lateral. The  people  can  have  a lot  of  re- 
ferred pain  and  misleading  symptoms.  I 
remember  hearing  of  a case  when  I was  in 
Medical  School,  of  an  individual  who  came 
into  the  emergency  room  with  an  acute 
glaucoma.  He  had  nausea  and  vomiting,  his 
abdomen  was  rigid,  so  the  surgeons  got  hold 
of  him  and  they  took  him  up  and  opened 
up  his  abdomen  because  they  thought  he 
had  an  acute  abdomen.  A day  or  two  later 
they  found  out  he  had  an  acute  glaucoma, 
so  you  have  to  look  out  for  this  type  of 
thing. 

As  has  already  been  stated,  vour  eye  is 
dusky  red,  your  cornea  is  usually  steamy, 
your  pupil  is  semi-dilated  and  fixed.  These 


people  have  a mild  sensitivity  to  light  and 
sometimes  in  the  later  stages,  quite  a sensi- 
tivity to  light.  These  people  are  very,  very 
ill  when  they  come  in.  They  don’t  stay  out 
with  this  type  of  thing. 

The  chronic  simple  glaucoma  which  is 
really  the  type  for  which  we  run  the  glau- 
coma screening  clinics,  the  type  for  which 
we  do  routine  pressures,  the  type  which  is 
probably  99%  of  the  glaucoma  . . . usually 
has  very  few,  if  any,  symptoms.  This  is 
the  reason  for  the  term  "thief  in  the 
night”.  These  people  are  generally  com- 
fortable; they  see  well,  they  don’t  know 
they  have  any  disease.  They  won’t  complain 
of  anything.  This  type  usually  makes  its  on- 
set in  the  40+  individual.  There  is  a very, 
very  gradual  increase  of  intraocular  pres- 
sure over  a several  year  period.  You  may 
check  this  person  at  age  3 5 and  his  pressure 
will  be  17.  You  may  see  him  again  at  age 
40  and  his  pressure  will  be  21.  Again  at  age 
45  his  pressure  may  be  26.  These  are  the 
people  that  you  are  suspicious  of,  because 
they  have  a gradual  increase  in  pressure. 
The  eye  can  stand  this  usually  for  a pretty 
good  while  and  this  is  the  normal  healthy 
eye.  People  lose  vision  in  glaucoma  because 
the  intraocular  pressure,  the  aqueous  pres- 
sure, eventually  exceeds  the  arterial  profu- 
sion pressure  of  the  retina  which  is  approx- 
imately one-third  of  normal  systolic  pres- 
sure. You  can  see  that  a pressure  of  50  to 
70  to  80  millimeters  of  mercury  is  higher 
than  the  normal  profusion  pressure  of  the 
retina  and  this  is  the  reason  these  people  can 
lose  vision  very,  very  rapidly.  They  just 
don’t  have  any  retinal  circulation. 

Another  reason  that  the  people  don’t  have 
symptoms  is  because  the  loss  of  vision  starts 
way  out  in  the  periphery.  A lot  of  people 
don’t  notice  this  until  they  begin  to  become 
awkward.  They  will  find  they’re  bumping 
into  doors  and  walls,  etc.  One  lady  I saw  a 
few  weeks  ago  had  had  two  or  three  auto- 
mobile accidents,  where  she  had  not  seen 
a car  on  one  side.  She  didn’t  realize  she 
couldn’t  see  . . . she  thought  she  saw  fine. 
She  had  20/ 20  distance  vision.  But  her  field 
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was  down  to  about  30  degrees  and  she  just 
didn’t  have  that  important  peripheral  vi- 
sion. These  people  may  complain  of  haloes, 
which  is  one  of  your  characteristic  com- 
plaints, but  I have  found  for  a person  to 
have  haloes,  he  usually  has  to  have  a pressure 
of  3 5 to  40.  Most  people  with  pressure  un- 
der 3 5 do  not  have  haloes.  He  may  complain 
of  mild  eye  discomfort  ...  he  may  complain 
of  eye  strain.  This  is  not  a symptom  of 
glaucoma  specifically  because  many,  many 
eye  patients  come  in  complaining  of  this. 
He  may  complain  of  a mild  discomfort.  I 
saw  a school  teacher  25  years  old  who  came 
in  to  have  her  glasses  changed  . . . she  had 
a mild  strain.  Her  pressure  was  45  in  both 
eyes.  Her  eye  was  white,  it  looked  good,  she 
really  had  no  specific  complaints  ...  so  you 
really  have  to  have  your  mind  atuned  to 
this  and  be  thinking  about  it. 

As  to  the  diagnosis  of  glaucoma  . . . the 
congenital  type  is  usually  pretty  self  evi- 
dent. You  have  a large  eye,  you  have  a 
steamy  cornea,  these  children  are  usually 
brought  to  the  doctor  at  an  early  age.  You 
do  have  to  differentiate  other  corneal  con- 
ditions. This  child  can  have  interstitial  kera- 
titis, he  can  have  keratitises  of  various  other 
types,  he  can  have  cataracts,  which  may 
look  a lot  like  a steamy  cornea,  he  can  have 
intraocular  tumors  which  may  resemble  a 
congenital  glaucoma,  but  as  I said,  the  pres- 
sure here  is  the  key. 

The  acute  glaucoma  usually  presents  no 
problems  in  diagnosis,  if  you’re  thinking  of 
glaucoma.  Almost  always  the  patient  will 
complain  of  pain  in  his  eye,  although  some- 
times, he  is  so  sick  he  hurts  all  over,  and  the 
eye  is  the  last  thing  he  is  thinking  about. 

Now  the  chronic  type  of  glaucoma; 
again  in  the  diagnosis  of  chronic  simple 
glaucoma,  the  symptoms  may  be  very,  very 
mild  or  usually  none.  Really  your  only 
way  to  definitely  screen  out  the  person  who 
may  have  chronic  simple  glaucoma,  is  by 
checking  of  pressure  with  a tonometer  and 
I think  that  it  behooves  every  physician 
who  is  doing  general  medicine  or  internal 
medicine  to  have  a tonometer  in  his  office. 


This  is  a safe,  fast  procedure,  painless,  and 
I think  that  if  every  physician  did  check 
every  patient  over  forty  for  intraocular 
pressure,  we  would  pick  up  a whole  lot  more 
glaucoma  than  we  do  right  now. 

Another  one  of  the  signs  is  excavation  of 
the  optic  nerve.  Now  this  is  a misleading 
type  of  thing  because  many  many  normal 
individuals  have  what  appears  to  be  an  ex- 
cavated optic  nerve.  Sixty  percent  of  my- 
opic individuals  I have  found,  have  some 
excavation  of  the  disc.  Usually  your  indi- 
vidual with  a so-called  physiologic  excava- 
tion will  have  a bell  shaped  excavation,  with 
the  vessels  going  down  to  the  middle  of  the 
disc,  whereas  your  glaucomatous  excavation 
generally  has  a flat  bottom  and  steep  sides. 
The  characteristic  glaucomatous  excavation 
has  the  so-called  bayonetting  and  nasaliza- 
tion of  the  vessels.  Your  main  vascular 
trunk  is  pushed  nasalward  and  as  your  ves- 
sels go  over  the  lip  of  this  excavated  disc, 
you  lose  them  for  a little  ways  and  then  you 
see  them  appear  again  on  the  bottom  of  the 
disc.  This  is  the  bayonetting  of  the  vessels 
which  you  read  so  much  about.  Unfortu- 
nately by  the  time  you  see  this  type  of  disc 
excavation  usually  the  glaucoma  is  in  pretty 
advanced  stages.  To  a general  practitioner 
disc  excavation  is  not  a sign  per  se. 

The  other  thing  which,  of  course,  is  a 
good  screening  thing  to  do,  as  has  already 
been  mentioned,  is  confrontation  fields. 
Here  again,  confrontation  fields,  (and  this 
is  where  you  look  at  the  patient’s  eye  . . . 
your  right  eye,  his  left  eye,  you  have  an 
object  come  in,  a moving  finger,  etc.,  into 
various  fields  of  gaze,  and  he  should  see  it 
at  the  same  time  you  do).  This  is  again,  a 
very  gross  test.  If  you  are  interested  in  this 
type  of  thing,  tangent  screens  can  be  bought 
for  very  little,  which  give  you  a one  meter 
pattern  which  the  patients  see  and  you  can 
plot  out  the  blind  spots,  etc.,  but  this  is  not 
really  in  the  area  of  the  general  physician. 

The  narrow  anterior  chamber  which  has 
already  been  mentioned,  here  again  is  not  a 
100%  reliable  sign.  True,  most  people  with 
an  acute  glaucomatous  attack  do  have  a 
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narrow  anterior  chamber,  but  as  the  indi- 
vidual gets  older  his  chamber  tends  to  get 
narrower  anyway.  Hyperopic  individuals 
have  an  apparent  very  narrow  chamber  and 
of  course,  an  individual  can  have  a chamber 
which  by  slit  lamp  looks  like  there  is  no 
chamber  at  all  and  yet  still  have  a perfectly 
normal  pressure.  Other  people  with  a high 
pressure  in  glaucoma  can  have  an  open 
chamber  ...  so  this  is  not  a good  reliable 
sign.  It’s  another  one  that  you  can  use,  but 
not  100%. 

I repeat  for  emphasis,  everyone  should  do 
tonometry  ...  I mean  this  is  really  your 
only  reliable  diagnostic  sign. 

Now  a word  about  treatment.  What  do 
we  do  to  treat  these  glaucomas  once  the 
diagnosis  is  made?  Let  me  say  this:  diagnosis 
of  glaucoma  is  not  an  easy  thing.  I’m  sure 
that  every  ophthalmologist  has  the  patient 
whose  pressure  is  25.  He  has  a normal  field, 
he  has  a normal  disc,  or  maybe  the  disc  is  a 
little  excavated  and  it  might  be  physiologic 
or  it  might  be  glaucomatous.  His  field  is 
essentially  normal.  These  are  the  people  that 
are  in  the  gray  area  of  glaucoma  . . . these 
are  the  people  that  you  caution  that  they 
may  have  glaucoma,  that  they  have  a glau- 
coma tendency.  You  watch  them  from 
time  to  time,  you  do  their  fields  every  six 
months,  you  check  their  pressures  every 
three  to  four  months,  depending  on  how 
high  the  pressure  is.  You  look  for  either  a 
gradually  increasing  pressure  or  a gradual 
change  in  the  appearance  of  the  optic  nerve 
or  gradual  change  in  the  field. 

Under  the  treatment  of  your  congenital 
glaucomas,  surgery  is  really  about  the  only 
treatment  we  have.  Most  people  feel  that 
this  is  an  abnormality  in  the  trabecular  net- 
work in  the  anterior  chamber  and  we  try 
various  medical  procedures;  drops,  etc.,  but 
basically  we  end  up  operating  on  these  con- 
genital glaucomas  and  unfortunately  the 
surgery  is  not  100%  effective.  Most  of  your 
congenital  glaucomas  will  have  one  surgery 
which  will  lower  the  pressure  for  six  months 
and  it  will  be  back  up  again  in  a year.  You 
go  back  again  and  repeat  them  and  the  pres- 


sure is  up  again  in  another  six  months  and 
you  do  them  the  third  time.  All  this  time 
you’re  running  into  the  danger  of  hemor- 
rhages, of  cataracts,  corneal  opacifications 
and  various  things  like  that.  The  outlook 
for  congenital  glaucoma  patients  is  not  too 
good.  Some  respond,  but  most  don’t  . . . 
most  of  these  children  have  quite  low  vision 
by  the  time  they  are  about  14  years  of  age. 

The  acute  glaucomas:  The  first  thing  is 
to  try  to  medically  get  the  pressure  down. 
Most  acute  glaucomas  will  eventually  need 
surgery,  but  when  they  come  in  to  you  with 
a pressure  of  70  you  don’t  want  to  go  and 
operate  on  them  right  then  and  there  be- 
cause to  open  an  eye  with  a pressure  of  70, 
you  get  an  expulsive  release  of  aqueous 
which  is  going  to  predispose  to  all  kinds  of 
things  happening:  hemorrhages  within  the 
eye,  losing  your  lens,  losing  your  iris, 
various  things  like  that.  So,  we  treat  these 
people  first  of  all  with  osmotic  agents,  pri- 
marily glycerine,  or  mannitol;  Diamox,  or 
other  carbonic  anhydrase  inhibitors;  the 
miotics  are  relatively  effective  in  this  type 
of  person,  although  sometimes  a miotic  has 
no  effect  whatsoever.  We  sometimes  use 
tranquilizers  in  these  people  because  they’re 
quite  tense,  as  well  they  might  be,  and  usual- 
ly you  can  get  the  pressure  down  by  a com- 
bination of  these  things.  Generally  the 
pressure  will  come  down  to  normal  levels. 
Now  the  individual  that  has  had  an  attack 
of  acute  glaucoma  is  going  to  have  another 
attack  of  acute  glaucoma.  He  may  have  it 
the  next  day,  he  may  have  it  next  year,  but 
these  are  the  people  that  once  you  get  the 
pressure  down,  you  plan  to  operate  on  them, 
because  as  I said,  this  is  usually  your  angle 
closure  type  of  glaucoma  and  whatever  pre- 
cipitates their  first  attack  of  glaucoma  is 
going  to  precipitate  another  attack. 

Although,  as  I said,  once  you  get  the  pres- 
sure down,  then  you  can  schedule  this  as 
an  elective  procedure  and  not  have  to  do  it 
in  the  middle  of  the  night. 

In  your  chronic  simple  glaucoma,  sur- 
gery is  usually  a last  resort,  because  gen- 
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erally  speaking,  these  people  respond  very 
well  to  medical  therapy.  Of  course,  the  first 
thing  that  we  think  of  are  the  miotic  drops. 
Pilocarpine  is  the  main  one  that  is  used. 
Carbachol  is  another  one  . . . these  are  two 
of  your  short  acting  miotic  drops  which 
have  to  be  used  four  times  a day.  Eserine 
sulphate  is  used  . . . eserine  has  an  activity 
of  about  12  hours  and  then  we  have  the 
cholinesterase  inhibitors  such  as  Phospho- 
line  Iodide,  Humorsol  and  D.F.P.  These  are 
long  acting  miotics  which  give  you  an  ex- 
tremely pinpoint  pupil.  Now,  what  if  the 
miotic  doesn’t  work?  Here  again  we  start 
with  1%  Pilocarpine  or  2%  depending  on 
the  amount  of  pressure,  check  the  patient 
again  and  if  this  has  dropped  the  pressure 
fine,  and  if  it  hasn’t  dropped  the  pressure, 
you  go  up  to  4%  or  6%  Pilocarpine.  I 
think  Pilo  is  made  now  in  an  8%  solution. 
Then  we  add  on  one  of  the  carbonic  anhy- 
drase  inhibitors  . . . usually  Diamox.  Dia- 
mox  is  very  popular,  although  there  are  two 
or  three  others,  Daranide  particularly  or 
Oratrol  is  another  one,  and  these  drugs  have 
the  effect  of  lowering  the  production  of 
aqueous.  You  see,  you  hit  it  from  the  other 
side.  Pilocarpine  opens  your  filtration  sys- 
tem and  aids  with  absorption  and  the  Dia- 
mox or  whatever  you  use  cuts  down  on  the 
production  of  aqueous  so  you  get  at  it  both 
ways.  If  these  patients  are  on  maximal  med- 
ical therapy  and  they  get  to  the  point  where 
they  are  using  8%  Pilocarpine  and  using 
Eserine  and  taking  four  Diamox  tablets  a 
day,  and  their  pressure  is  still  running  28 
mm,  and  are  beginning  to  lose  field,  then 
these  are  the  people  who  eventually  have  to 
come  to  surgery. 

The  surgery  in  glaucoma  is  primarily  the 
filtration  type  of  surgery.  Of  course,  there 
are  many,  many  techniques  to  do  this  fil- 
tration type  surgery.  Basically  what  we  do 


is,  we  go  into  the  anterior  chamber  angle 
under  the  conjunctiva  and  establish  some 
sort  of  permanent  shunt.  This  is  done  either 
by  scratching  it  with  a knife,  or  is  done  by  a 
trephine  operation  making  a small  hole  at 
the  limbus,  and  when  the  fluid  starts  to  fil- 
ter out  it  comes  under  the  conjunctiva  and 
is  absorbed  by  the  conjunctival  circulation. 

Glaucoma  surgery  is  effective  in  approx- 
imately 8 5 to  90%  of  your  patients,  with 
good  control.  Sometimes  your  filter  will 
close  up,  and  you  have  to  go  back  and  do  it 
again.  But  the  funny  thing  is  that  surpris- 
ingly, we  put  a hole  in  the  eye  that  seeming- 
ly you  could  drive  a Mack  truck  through 
and  yet  the  pressure  usually  stabilizes  back 
at  12  to  14  to  15  millimeters  of  mercury. 
This  shows  you  how  adaptable  the  eye  is. 
You  have  a great  big  hole  for  all  this  fluid  to 
come  through  and  yet  the  eye  will  stabilize 
its  pressure. 

There  are  other  surgical  techniques  which 
are  directed  at  decreasing  the  production  of 
aqueous.  These  techniques  are  directed  at 
the  ciliary  body  itself.  You  can  detach  the 
ciliary  body,  you  can  cauterize  the  ciliary 
body,  but  these  are  done  in  your  over  se- 
cretion types  of  glaucoma,  where  you  want 
to  cut  down  on  the  production  of  aaueous. 

In  summary,  I just  want  to  make  one 
repetitive  statement  and  that  is:  the  per- 
centage of  blindness  has  been  mentioned; 
2%  of  the  population  over  age  40  has  glau- 
coma, a large  number  of  individuals  in  this 
country  are  blind  due  to  glaucoma  and  this 
can  be  prevented,  or  most  of  it  anyway, 
bv  early  diagnosis  and  adequate  treatment. 
There  are  not  enough  eye  people  to  go 
around  so  it  falls  on  the  general  practitioner 
and  the  internist  to  aid  in  the  early  diag- 
nosis. 

Libbie  and  Old  Richmond  Avenue 
Richmond,  Virginia  23226 
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Important  Steps  in  an  Ocular  Examination 


The  details  of  examination  of  the 
eyes  are  described  as  well  as  the 
significance  of  various  symptoms 
and  signs  of  eye  disease. 


HERE  ARE  TWO  IMPORTANT 
STEPS  in  examining  the  eyes. 

First — listening , that  is,  taking  a careful 
history. 

Second — looking . More  is  missed  by  not 
looking  than  not  knowing. 

Under  the  first — to  elicit  symptoms  re- 
lated to  the  eyes,  one  might  ask,  "Have  you 
had  any  trouble  with  your  eyes?5’  If  the 
answer  is  yes,  a leading  question  like  "How 
do  your  eyes  bother  you?”  might  be  used. 

It  is  then  necessary  to  inquire  specifically 
regarding  certain  symptoms,  such  as  changes 
in  vision,  pain,  red  or  sore  eyes,  double  vi- 
sion, crossed  or  wall  eyes,  trauma  to  the  eyes 
or  head,  headache  or  eye  strain. 

The  patient’s  general  health  is  relevant 
particularly  concerning  diseases  such  as  dia- 
betes, hypertension  and  anemia. 

The  family  history  is  important,  espe- 
cially with  regard  to  the  abiotrophic  dis- 
eases, which  may  be  absent  at  birth  and  for 
variable  times  thereafter.  They  become 
manifest  as  genetically  predetermined  dis- 
eases later  in  life.  Retinitis  pigmentosa,  cat- 
aracts, primary  glaucoma  and  senile  macula 
degeneration  fall  into  this  category. 

Provocative  tests,  such  as  ones  used  for 
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suspected  glaucoma  may  permit  diagnosis 
years  earlier  than  usual.  This  is  similar  to 
uric  acid  levels  and  glucose  tolerance  tests 
by  which  means  the  diagnosis  of  gout  and 
diabetes  may  be  established  before  they  be- 
come clinically  evident.  The  advantage  is 
obvious. 

Age  is  also  an  important  factor.  Senile 
lens  changes  are  expected  in  the  aged,  but 
not  in  children.  It  is  vital  to  establish  the 
diagnosis  of  strabismus  in  children  at  the 
earliest  possible  age,  since  the  treatment  of 
this  condition  must  be  begun  as  early  as 
possible. 

It  can  be  very  helpful  to  recognize  that 
myopia  is  first  noticed  at  the  age  of  eight  or 
nine  years,  becomes  progressively  worse  dur- 
ing the  teen  years  and  levels  off  in  the  third 
decade. 

Age  is  to  be  considered  when  a person 
reaches  the  time  in  life  when  his  arms  be- 
come too  short,  that  is  when  presbyopia  sets 
in  around  the  magic  age  of  40.  This  is  very 
disturbing  to  the  patient  who  has  always 
had  good  vision,  has  never  worn  glasses  and 
who  "suddenly”  realizes  he  can’t  see  well 
enough  to  read  the  paper. 

Occupation  should  be  noted.  Small  re- 
fractive errors  may  bother  an  accountant 
but  be  ignored  by  a housewife.  Consider- 
ing industrial  injury,  one  should  make  a 
careful  record  of  the  time  and  circumstances 
of  the  injury,  any  previous  treatment  and 
a vital  step  is  to  record  the  visual  acuity  be- 
fore beginning  treatment. 

Practically  all  of  the  signs  and  symptoms 
of  ocular  disease  fall  into  one  or  more  of 
the  following  five  categories: 

1.  A change  in  vision 

2.  Pain 
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3.  A change  in  appearance  of  the  lids, 
eyes  or  orbit 

4.  Diplopia 

5.  Discharge 

Consider  changes  in  vision.  What  is  the 
nature  of  onset  and  duration  of  the  visual 
change?  Is  it  a recent  change?  Was  it  acci- 
dently discovered  by  covering  one  eye?  Has 
there  been  a gradual  loss  of  sight  over  a 
period  of  months  or  years?  Is  there  a dif- 
ference in  the  acuity  of  the  two  eyes?  Is 
there  any  proof  that  the  vision  was  good 
and  equal  previously  such  as  a military  serv- 
ice record? 

Does  the  patient  complain  of  distortion, 
dazzling,  changes  in  color  vision,  halos, 
spots,  field  defects  or  night  blindness? 

Distortion  can  be  caused  by  lens  changes 
or  macula  disease. 

Dazzling  is  often  associated  with  corneal 
scars,  foreign  bodies,  lens  or  pupil  changes. 

Color  changes  may  be  associated  with 
chorioretinal  lesions  or  ingestion  of  drugs. 

Halos  may  come  from  corneal  edema. 

Spots  can  be  caused  by  vitreous  floaters, 
retinal  detachment  or  migraine.  The  dark 
floating  shadows  of  vitreous  floaters  are  in- 
nocuous whereas  the  lightning  flashes  and 
the  soot  storm  of  retinal  detachment  are 
very  serious.  The  dancing  scotomata  of 
migraine  point  to  an  extraocular  cause. 

Visual  field  defects  may  be  due  to  hys- 
teria or  an  organic  lesion  involving  the  ret- 
ina, optic  nerve,  chiasm,  optic  tract  or  brain. 

Night  blindness  is  an  early  symptom  of 
retinitis  pigmentosa. 

When  the  patient  complains  of  pain,  it 
behooves  us  to  determine  the  type  of  pain. 
Is  it  headache,  eyeache,  burning,  itching, 
photophobia,  pulling,  tired  eyes  or  pressure? 

Headache  is  the  most  common  symptom 
we  deal  with,  next  to  changes  in  vision. 

Morning  headache  which  disappears  early 
in  the  day  is  seldom  caused  by  eye  disorders. 
Late  afternoon  or  evening  headache,  asso- 
ciated with  exacting  eye  work  during  the 
day,  which  is  relieved  by  rest  or  sleep  is  fre- 
quently due  to  eye  disorders. 

Eyeache  is  commonly  associated  with 
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muscle  imbalances.  It  also  occurs  with  in- 
flammatory lesions  of  the  episclera,  iris  and 
choroid  and  is  the  important  sign  in  in- 
creased intraocular  pressure.  Eye  pain  from 
glaucoma  can  be  agonizing  and  may  be  as- 
sociated with  nausea  and  vomiting. 

Burning  and  itching  often  accompany 
eye  strain  or  they  may  be  secondary  to  in- 
flammatory conditions  of  the  lids  or  con- 
junctiva. Itching  is  frequently  secondary 
to  allergy. 

A pulling  sensation  may  be  due  to  adjust- 
ment to  new  glasses,  particularly  if  a recent 
change  has  been  made  in  astigmatic  cor- 
rection, or  the  patient  may  be  wearing  his 
first  bifocals.  Pulling  is  a common  com- 
plaint with  myopes  when  they  read  with 
stronger  minus  lenses  because  more  accom- 
modative work  is  required. 

Photophobia  may  be  due  to  a deficiency 
in  iris  or  choroidal  pigment,  as  occurs  in 
albinos.  Photophobia  is  a common  com- 
plaint in  the  neurasthenic  patient.  Painful 
photophobia  occurs  with  iritis,  keratitis  and 
foreign  bodies.  In  the  elderly  patient  photo- 
phobia may  signal  incipient  cataracts. 

Under  changes  in  appearance  there  may 
be  swelling,  a mass  (visible  or  palpable) , 
displacement  or  discoloration.  Swelling  can 
be  localized  as  with  a stye  or  chalazion  or 
it  may  be  generalized  with  allergies,  blepha- 
ritis, myxedema  or  malignant  exophthal- 
mus. 

Masses  occur  at  different  sites.  A tender 
swelling  alongside  the  nasal  bone  at  the  in- 
ner canthus  may  indicate  involvement  of 
the  lacrimal  drainage  system.  A mass  on  the 
lid  border  may  be  a simple  papilloma  or  a 
basal  cell  epithelioma. 

Displacement  of  the  globe  can  be  associ- 
ated with  retro-orbital  masses,  orbital  frac- 
tures or  phthisis  of  the  globe.  The  eyelids 
may  droop  as  in  myasthenia  gravis  or  be 
abnormally  elevated  as  in  hyperthyroidism. 

Discoloration  can  be  a simple  black  eye, 
hemorrhage,  corneal  edema,  or  pus  or  blood 
in  the  anterior  chamber.  The  sclera  may  be 
yellow  from  a liver  disease  or  antimalarial 
drugs.  Argyrol  causes  a dusty  grey  appear- 
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ance  to  the  conjunctiva  after  prolonged 
usage.  A patient  with  glaucoma,  using 
epinephrine  drops,  may  have  small  black 
specks  imbedded  in  the  lower  conjunctival 
sac.  These  are  due  to  the  conversion  of 
epinephrine  to  melanin  in  the  conjunctiva. 
They  are  harmless. 

When  diplopia  is  considered,  one  must 
differentiate  between  whether  the  patient 
actually  sees  two  images  or  one  blurred  im- 
age as  is  common  in  undercorrected  myopes. 
Myopes  often  say  they  see  double  but  mean 
that  things  look  blurred. 

When  diplopia  is  present  it  should  be 
evaluated  as  to  whether  it  is  constant  or  in- 
termittent, binocular  or  monocular,  hori- 
zontal or  vertical  and  whether  or  not  it  oc- 
curs only  in  certain  positions  of  gaze. 

Monocular  diplopia  is  a rare  bird,  It  is 
seen  in  patients  with  dislocated  lenses,  in 
some  types  of  macula  disease  and  it  is  often 
part  of  the  unusual  symptom  complexes  of 
malingering,  hysteria  and  some  neuroses. 

A discharge  from  the  eye  or  eyes  should 
be  studied  as  to  type  and  amount,  whether 
it  is  acute  or  chronic  and  whether  it  is  asso- 
ciated with  crusting  or  granulation  of  the 
lid  borders. 

A watery  discharge  without  redness  or 
pain  may  be  simple  epiphora  or  it  may  in- 
dicate a blocked  tear  duct. 

A watery  discharge  accompanied  by  pho- 
tophobia and  or  burning  is  often  due  to 
viral  or  chemical  conjunctivitis. 

Purulent  discharge  is  associated  with  bac- 
terial infection  and  can  be  copious  as  in 
gonorrheal  conjunctivitis. 

A stringy  discharge  suggests  allergy  and 
it  may  contain  numerous  eosinophiles. 

So  much  for  some  important  steps  in  ob- 
taining an  ocular  history. 

At  the  beginning  of  the  physical  exami- 
nation of  the  eyes,  it  is  helpful  to  note  the 
patient’s  body  build.  For  instance  diabetics 
are  frequently  obese.  Note  the  structure  of 
the  head,  the  face  and  the  placement  of  the 
eyes.  If  you  suspect  a patient  as  having 
Marfan’s  syndrome,  look  for  dislocated 
lenses  in  one  or  both  eyes. 


By  far  the  single  most  important  exami- 
nation of  the  eyes  is  the  visual  acuity.  This 
is  a test  of  macula  function  and  should  be 
part  of  every  routine  examination  on  all  pa- 
tients able  to  give  reliable  subjective  re- 
sponses. 

Visual  acuity  is  easily  determined  with  a 
Snellen  or  similar  test  chart  placed  twenty 
feet  from  the  patient  and  illuminated  dif- 
fusely by  80  to  100  foot  candles,  or  watts. 

The  acuity  should  be  recorded  in  each 
eye,  with  and  without  glasses. 

The  "E”  game,  or  tumbling  E can  be  used 
to  test  vision  in  pre-school  children  or  il- 
literates. 

20/20  vision  indicates  normal  macula 
function.  It  does  not  indicate  normal 
healthy  eyes! 

If  the  patient  cannot  see  20/20  and  his 
acuity  is  improved  by  looking  through  a 
pinhole,  he  probably  needs  glasses. 

External  examination  should  include 
everting  the  upper  lid.  This  can  be  done 
easily  by  having  the  patient  look  down  and 
turning  the  lid  over  the  finger  tip  on  a cot- 
ton tipped  applicator.  When  the  lid  is 
everted  the  tarsal  plate  will  present  as  a con- 
cave elevation.  This  is  occasionally  mistaken 
for  an  abnormality. 

If  a foreign  body  is  suspected,  it  helps  to 
put  a drop  or  two  of  0.5%  pontocaine  in 
the  eye,  wait  a half  a minute,  then  pro- 
ceed. The  patient,  even  a child,  will  be  more 
cooperative  because  the  eye  will  stop  hurt- 
ing. Care  should  be  taken  not  to  exert  pres- 
sure on  the  globe  if  a penetrating  injury  is 
present  or  suspected. 

Much  can  be  learned  from  looking  at  the 
conjunctiva  closely.  Look  for  defects,  for- 
eign bodies,  inflammation,  discharge,  dry- 
ness, color  changes  or  changes  in  clarity  or 
abnormal  pigmentation. 

Look  at  the  cornea  for  clarity,  a lustrous 
light  reflex  or  for  edema,  vascularization  and 
opacities. 

Look  at  the  sclera  outside  the  limbus  for 
ciliary  flush  or  for  intrascleral  nerve  loops 
which  are  sometimes  mistaken  for  foreign 
bodies. 
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Look  at  the  anterior  chamber.  Is  it  clear 
and  of  normal  depth?  Do  you  see  blood  or 
pus  in  it?  A flat  anterior  chamber  suggests 
a penetrating  injury. 

Look  at  the  iris.  Are  they  the  same  color 
in  both  eyes? 

Is  the  pupil  size  equal?  Do  they  react  to 
light,  directly  and  counsensually?  Do  they 
react  to  accommodation?  Remember  that 
the  light  reflex  is  lost  in  the  Argyll-Robinson 
pupil  of  syphilis. 

Are  there  vessels  on  the  iris  which  carry 
blood  as  occurs  in  diabetes  and  with  long 
standing  iritis. 

Check  the  position  of  the  eyes.  Ductions, 
which  are  monocular  rotations;  versions, 
which  are  conjugate  eye  movements  and  ver- 
gences,  which  are  disjunctive  eye  movements 
(convergence  and  divergence)  should  be 
determined. 

Note  the  size  of  the  eye  ball.  Is  there  mi- 
crophthalmus  or  enophthalmus  or  is  the 
patient  exophthalmic  or  bug-eyed? 

Are  the  eyes  straight? 

The  cover-uncover  test  to  determine  stra- 
bismus is  very  revealing  and  not  difficult.  A 
later  paper  today  will  cover  this  aspect  of 
examination  more  fully. 

If  there  is  a viscid  mucoid  or  purulent  dis- 
charge from  the  lacrimal  punctum,  pressure 
over  the  lacrimal  sac  will  confirm  disease  of 
the  lacrimal  drainage  system  by  causing  a 
reflux  of  this  material  into  the  cul-de-sac. 

For  those  physicians  who  are  presbyopic, 
it  may  be  necessary  for  them  to  wear  a mag- 
nifying loupe  to  adequately  visualize  small 
details. 

Next,  a fundus  examination  should  be 
done. 

It  is  very  helpful  to  hold  the  ophthalmo- 
scope as  close  to  your  eye  and  as  close  to  the 
patient’s  eye  as  practicable.  This  may  be 
aided  by  resting  the  middle  finger,  holding 
the  scope,  against  the  patient’s  cheek  to 
steady  the  hand  and  the  instrument. 

If  you  will  rotate  a +10  or  +12  lens  into 
the  head  of  the  scope  you  will  first  see  de- 
tails of  the  anterior  segment.  Then  as  the 


plus  lenses  are  reduced  the  focus  will  extend 
posteriorly  through  the  anterior  chamber, 
the  lens,  the  vitreous  until  the  retina  comes 
into  view. 

The  optic  nerve  head  should  be  examined 
for  size,  color,  irregularity,  elevation  (chok- 
ing), cupping  and  atrophy.  The  degree  of 
choking  or  cupping  can  be  estimated  by  the 
strength  of  the  lens  necessary  to  see  the  disc, 
compared  to  that  necessary  to  see  the  sur- 
rounding retina  and  vessels. 

The  vascular  system  should  be  evaluated. 
In  the  normal  eye  venous  pulsation  can  be 
seen  where  the  large  vessels  emerge  from 
the  nerve  head. 

The  macula  should  be  observed  for  pig- 
ment disturbances,  exudates,  holes,  cysts, 
hemorrhage  and  the  like. 

Part  of  the  periphery  of  the  retina  can 
be  seen  by  asking  the  patient  to  look  up, 
down,  right  and  left;  however,  the  far 
periphery  is  not  visible  unless  special  instru- 
ments and  technics  are  used. 

Visual  field  examination  should  be  done. 

Confrontation  visual  field  testing  is  easy 
and  can  be  very  revealing.  If  you  will  face 
the  patient,  at  arms  length,  cover  his  right 
eye  with  your  left  hand,  close  your  left 
eye,  you  can  determine  large  field  defects  by 
comparing  his  visual  field  with  yours.  The 
situation  is  reversed  to  test  his  left  eye.  Use 
a simple  test  object,  like  a pen  or  pencil,  a 
hat  pin  or  even  your  finger.  Any  restriction 
of  the  visual  field  should  be  studied  at  the 
tangent  screen,  or  perimeter,  or  both. 

There  are  several  special  examinations 
with  which  you  should  be  familiar. 

One  of  them  is  Tonometry. 

A tonometer  measures  intraocular  pres- 
sure by  measuring  corneal  impressibility. 

This  test  should  be  done  on  all  patients 
over  age  40  (since  2%  of  this  age  group 
have  glaucoma)  except  in  obviously  trau- 
matized or  infected  eyes. 

Everyone  should  be  familiar  with  the 
method  of  staining  the  cornea  and  anterior 
surfaces  of  the  eye. 

This  is  safely  accomplished  by  using  a 
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sterile  paper  strip  impregnated  with  fluo- 
rescein dye,  such  as  Ful-Glo  or  Fluor-I- 
Strips. 

Fluorescein  solution  is  unsafe  since  it  is 
frequently  contaminated  with  the  devastat- 
ing pseudomonas  aeruginosa  organism. 

Simply  moisten  the  fluorescein  strip  and 
apply  the  solution  to  the  inside  of  the 
lower  lid.  Then  examine  the  eye  with  an 
ultra-violet  light  such  as  a Wood’s  lamp. 

A few  pieces  of  equipment  are  needed 
to  properly  examine  the  eye.  One  should 
have  a flashlight,  a magnifying  loupe,  an 
ophthalmoscope,  a tonometer  and  a visual 
acuity  chart. 

One  should  also  have  a few  important 
medications  on  hand  such  as  0.5%  ponto- 
caine,  fluorescein  strips,  a mydriatic  (10% 
neosynephrine ) , a miotic  (Pilocarpine), 


Catastrophic  Accidents  i 

For  over  thirty  years  the  Statistical  Bu- 
reau of  the  Metropolitan  Life  Insurance 
Company  has  been  keeping  a detailed  and 
continuous  record  of  all  accidents  in  which 
five  or  more  people  have  been  killed — other 
than  in  military  aviation  accidents.  This 
information  on  accidents  in  the  48  con- 
tiguous United  States  has  been  assembled 
from  official  and  news  sources. 

During  the  30-year  period  1941-70  there 
were  about  3,900  such  catastrophic  acci- 
dents, which  resulted  in  over  39,300  deaths. 
The  number  of  such  accidents  increased 
from  482  during  1941-45  to  805  during 
1956-60  and  then  decreased  to  723  in  1961- 
65  and  further  to  615  in  1966-70.  The  cor- 
responding number  of  fatalities  has  shown 
a similar  trend,  with  5,841  deaths  being 


antibiotic,  steroid  and  antibiotic-steroid 
combination  drops  and  ointments. 

It  is  not  necessary  to  refer  every  patient 
with  an  eye  problem  to  an  ophthalmologist. 

Generally,  styes,  bacterial  conjunctivitis, 
superficial  trauma  to  the  lids  (not  involv- 
ing the  lid  border  or  lacrimal  canal),  super- 
ficial trauma  to  the  cornea  or  conjunctiva 
and  non-penetrating  foreign  bodies  can  be 
treated  very  successfully  by  the  family 
physician. 

Patients  with  iritis,  glaucoma,  strabismus, 
retinal  detachment,  pain  or  blurred  vision 
of  unknown  etiology,  double  vision  and 
severe  trauma  or  infection  should  be  seen 
by  an  ophthalmologist  as  soon  as  possible. 

3500  Kensington  Avenue 
Richmond,  Virginia  23  22  J 


the  Last  Three  Decades 

recorded  in  such  catastrophic  accidents  dur- 
ing 1966-70. 

During  the  decades  under  consideration, 
fires  and  explosions  took  more  lives  than  any 
other  type  of  catastrophic  accident;  they 
accounted  for  about  10,700  deaths,  or  over 
a fourth  of  the  total  involved  in  catastrophic 
accidents  of  all  kinds.  Catastrophic  motor 
vehicle  accidents  were  a close  second,  claim- 
ing 9,600  victims.  Natural  catastrophies 
killed  an  estimated  6,900  persons,  slightly 
less  than  a fifth  of  the  total,  while  civil 
aviation  accidents  were  responsible  for  about 
6,3  00  deaths,  or  one-sixth  of  the  total. 
Catastrophic  accidents  of  all  other  kinds  ac- 
counted for  slightly  less  than  a sixth  of  the 
total. 

(Statistical  Bulletin,  Metropolitan  Life, 

August  1971) 
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Differential  Diagnosis  of  the  "Red  Eye 


Although  a number  of  conditions 
can  cause  redness  in  the  eye,  the 
major  causes  of  the  painful  red 
eye  to  be  differentiated  are  acute 
conjunctivitis,  acute  iritis,  and 
acute  glaucoma. 

EDNESS  OF  THE  EYE  is  a common 
sign  of  many  ocular  diseases.  There  are 
certain  clues  as  to  the  appearance  of  the 
redness  that  help  establish  the  diagnosis,  but 
one  must  also  consider  other  symptoms  and 
signs  of  ocular  disease  such  as  pain,  photo- 
phobia or  sensitivity  to  light,  blurred  vision, 
presence  or  absence  of  discharge,  pupil  size, 
and  the  appearance  of  the  cornea  in  order 
to  establish  the  etiology  of  the  patient’s  red 
eye.  It  is  important  to  correctly  diagnose 
the  cause  of  the  patient’s  red  eye,  because 
treatment  is  different  in  each  case.  First,  I 
would  like  to  discuss  redness  as  a sign  of 
ocular  disease,  and  then  I shall  discuss  the 
disease  states  which  cause  redness  in  the  eye 
in  conjunction  with  other  signs  and  symp- 
toms that  must  be  considered  in  the  differ- 
ential diagnosis. 

The  conjunctiva  is  a thin,  transparent 
membrane  which  lines  the  posterior  surface 
of  the  lids  and  is  reflected  onto  the  globe, 
being  continuous  with  the  epithelium  of  the 
cornea.  The  conjunctiva  is  conveniently 

Presented  as  part  of  a Seminar  on  Practical  Man- 
agement of  Common  Eye  Problems,  sponsored  by  the 
Virginia  Society  for  the  Prevention  of  Blindness,  The 
Virginia  Academy  of  General  Practice,  and  the 
Departments  of  Continuing  Education  and  Family 
Practice,  Medical  College  of  Virginia,  Richmond, 
April  1,  1971. 
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divided  into  two  portions;  the  palpebral 
conjunctiva  lining  the  lids,  and  the  bulbar 
conjunctiva  covering  the  eyeball.  The  bul- 
bar conjunctiva  is  very  loosely  adherent  to 
the  underlying  sclera  and  the  blood  vessels 
in  the  bulbar  conjunctiva  stand  out  strik- 
ingly against  the  white  background  of  the 
sclera.  Almost  all  of  the  blood  vessels  in 
the  conjunctiva  arise  from  the  peripheral 
arterial  arcade  in  the  lid  and  are  located 
superficially  in  the  conjunctiva  extending  in 
to  about  four  millimeters  from  the  corneo- 
scleral junction.  These  vessels  are  bright 
pinkish-red  in  appearance  and  move  freely 
with  the  conjunctiva,  whereas  the  deeper 
episcleral  vessels  are  reddish-blue  in  color 
and  do  not  move  with  the  conjunctiva.  The 
area  within  four  millimeters  of  the  cornea 
is  supplied  by  the  anterior  ciliary  arteries, 
which  perforate  the  sclera  about  four  milli- 
meters from  the  corneo-scleral  junction  and 
split  into  a superficial  layer  and  a deep 
layer.  The  superficial  layer  near  the  limbus 
is  injected  in  superficial  disease  of  the  cor- 
nea, whereas  the  deeper  layer  is  injected  in 
diseases  of  the  iris,  ciliary  body  or  the  deep 
portion  of  the  cornea,  giving  rise  to  the 
so  called  ciliary  flush.  These  deep  vessels 
around  the  limbus  are  too  small  to  be  seen 
normally,  but  they  are  connected  with  the 
vasculature  of  the  iris  and  ciliary  body,  and 
when  there  is  intraocular  disease,  these  tiny 
vessels  dilate  to  give  a diffuse  reddish-purple 
ring  around  the  limbus. 

The  three  most  important  causes  of  the 
painful  red  eye  to  differentiate  are  acute 
conjunctivitis,  acute  iritis,  and  acute  glau- 
coma, but  before  discussing  these  in  some 
detail,  I would  like  to  discuss  some  other 
conditions  that  give  rise  to  redness  in  the 
eye. 

Generalized  hyperemia  is  a term  used  to 
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describe  redness  in  the  eye  due  to  sensitivity 
to  wind,  dust  or  other  forms  of  irritation. 
There  may  be  a mild  foreign  body  sensation 
but  no  secretion  or  discharge  as  is  present 
in  conjunctivitis.  The  generalized  hyper- 
emia is  thought  to  be  caused  by  a hyper- 
sensitivity to  noxious  agents  resulting  in 
dilatation  of  the  conjunctival  vessels.  Simple 
vaso-constrictor  drops  usually  give  tem- 
porary relief. 

Subconjunctival  hemorrhage  is  a common 
condition  that  results  in  redness  of  the  eye, 
and  one  that  is  almost  guaranteed  to  bring 
the  patient  to  the  physician.  The  subcon- 
junctival hemorrhage  may  be  only  a small 
red  area  on  the  white  of  the  eye  or  it  can 
be  massive  with  ballooning  out  of  the  con- 
junctiva. There  usually  is  no  apparent  cause 
but  sometimes  a history  can  be  obtained  of 
some  exertion  such  as  coughing,  straining, 
or  perhaps  rubbing  the  eye.  Hypertension 
or  arteriosclerosis  of  the  vessels  may  predis- 
pose to  subconjunctival  hemorrhage.  The 
condition  is  frightening  to  the  patient  but 
completely  harmless  since  the  blood  is  con- 
fined to  the  space  between  the  conjunctiva 
and  sclera  and  cannot  extend  past  the  ana- 
tomical barrier  at  the  corneo-scleral  junc- 
tion. Usually  the  subconjunctival  hemor- 
rhage will  clear  within  about  one  to  two 
weeks  and  no  local  treatment  is  required. 

Any  form  of  injury  to  the  eye  can  result 
in  redness.  Corneal  or  conjunctival  foreign 
bodies  are  the  most  frequent  cause  of  eye 
injury.  A small  foreign  body  striking  the 
eye  may  be  trapped  beneath  the  upper  lid 
causing  continued  irritation  to  the  cornea 
on  blinking,  or  it  can  become  imbedded  on 
the  corneal  surface.  In  either  case  the  con- 
junctival vessels  become  dilated  and  there 
is  an  uncomfortable  scratchy  sensation  on 
blinking  as  well  as  reflex  tearing.  Sterile 
fluorescein  paper  strips  will  stain  an  area  of 
corneal  abrasion  a brilliant  green.  Corneal 
foreign  bodies  are  more  easily  seen  if  the 
handlight  is  directed  toward  the  cornea 
from  the  side  rather  than  directly  straight 
ahead.  Perforating  wounds  of  the  cornea  or 


sclera  may  cause  very  little  reaction  in  the 
conjunctiva,  and  a small  lesion  on  the  cornea 
may  be  the  only  sign  of  an  intraocular  for- 
eign body.  Contusions  of  the  eyeball  pro- 
duced by  blunt  injury  can  result  in  a wide 
range  of  damage  to  the  eye  from  simple 
subconjunctival  hemorrhage  to  actual  rup- 
ture of  the  eyeball,  and  including  orbital 
floor  fractures,  hyphema  or  hemorrhage  into 
the  anterior  chamber,  rupture  of  the  iris 
root,  traumatic  iritis,  traumatic  cataract, 
dislocation  of  the  lens,  vitreous  hemorrhage, 
retinal  hemorrhage  and  edema  or  so  called 
commotio  retinae,  retinal  detachment,  and 
choroidal  rupture,  just  to  name  a few.  These 
patients  should  be  examined  by  an  ophthal- 
mologist. Flash  burns  due  to  ultra-violet 
irradiation  are  caused  by  careless  exposure  of 
the  eyes  to  ultra-violet  light.  For  some  rea- 
son it  is  generally  believed  that  if  you  don’t 
look  at  the  welding  arc  or  source  of  ultra- 
violet light  that  no  damage  can  occur,  but 
this  is  not  true  at  all.  Ultra-violet  light  is 
almost  completely  absorbed  by  the  cornea 
and  causes  a superficial  keratitis  which  can 
be  readily  demonstrated  with  fluorescein 
strips.  Pain  doesn’t  begin  until  about  six 
to  twelve  hours  after  exposure  and  then  it 
is  usually  quite  excruciating.  Discomfort 
may  be  relieved  by  the  use  of  a cycloplegic 
drop  such  as  5 % Homatropine  and  firm 
patching  of  the  eye.  An  antibiotic  drop 
such  as  sodium  sulfacetamide  should  be  in- 
stilled in  the  eye  to  protect  the  cornea  until 
the  epithelium  heals.  Healing  occurs  with- 
out any  residual  damage  to  the  cornea.  On 
the  other  hand  chemical  burns  can  lead  to 
permanent  damage  to  the  eye.  Acid  causes 
immediate  damage  to  the  surface  of  the  cor- 
nea whereas  alkali  penetrates  into  the  an- 
terior chamber  quite  freely  and  can  continue 
to  cause  severe  damage  to  the  eye  even  after 
thorough  irrigation.  The  best  treatment  for 
any  chemical  injury  to  the  eye  is  immediate 
continuous  irrigation  with  running  tap 
water  for  at  least  five  minutes. 

Now  I would  like  to  discuss  in  more  de- 
tail three  conditions  which  give  rise  to  pain- 
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ful  red  eyes,  namely,  acute  conjunctivitis 
or  inflammation  of  the  outer  eye,  acute  iritis 
or  inflammation  of  the  inner  eye,  and  acute 
glaucoma  due  to  sudden  increased  intraocu- 
lar pressure  from  blockage  of  aqueous  out- 
flow. It  is  so  important  to  differentiate  these 
conditions  since  treatment  is  entirely  differ- 
ent in  each  case.  Complicating  the  differen- 
tial diagnosis  of  these  three  conditions  is  a 
fourth,  acute  keratitis  or  inflammation  of 
the  cornea,  which  has  signs  and  symptoms 
of  both  acute  conjunctivitis  and  acute  iritis. 

Acute  conjunctivitis  caused  by  bacteria 
or  viruses  is  associated  with  a brilliant  red 
appearance  of  the  superficial  vessels  in  the 
conjunctiva,  whereas  conjunctivitis  due  to 
allergy  gives  a more  milky  appearance  to  the 
conjunctiva.  The  redness  in  acute  conjunc- 
tivitis is  more  marked  toward  the  lids  and 
less  marked  near  the  cornea  and  almost  al- 
ways involves  both  palpebral  and  bulbar 
conjunctiva.  There  is  always  some  discharge 
associated  with  acute  conjunctivitis,  al- 
though it  may  be  very  scanty.  Discharge 
may  be  either  purulent,  mucopurulent  or 
catarrhal  depending  on  how  severe  the  in- 
fection. Discharge  collects  during  the 
night  and  is  most  noticeable  on  awakening 
when  the  lids  may  be  actually  stuck  to- 
gether. There  is  a generalized  grittiness 
or  sandy  sensation  caused  by  rubbing  to- 
gether of  the  congested  palpebral  and  bul- 
bar conjunctiva.  Photophobia  or  sensitivity 
to  light  is  very  mild  in  acute  conjunctivitis 
and  is  usually  relieved  by  dark  glasses.  The 
common  catarrhal  type  of  conjunctivitis  is 
usually  due  to  staphylococcus  aureus,  and 
there  usually  is  a blepharitis  or  lid  inflam- 
mation associated  with  it.  Pneumococcus 
can  cause  severe  conjunctivitis  and  often 
small  petechial  hemorrhages  are  seen  in  the 
conjunctiva.  The  Koch-Weeks  bacillus  is 
responsible  for  a very  contagious  form  of 
conjunctivitis  and  the  Morax-Axenfield 
bacillus  is  responsible  for  the  type  of  con- 
junctivitis confined  to  the  exposed  angles 
of  the  eye.  Many  viruses  can  cause  con- 
junctivitis and  in  addition  to  the  redness  of 


the  eye,  there  often  is  production  of  fol- 
licles. Follicles  are  small,  pale  globular  ele- 
vations of  lymphatic  tissue  located  usually 
in  the  fornices  and  on  the  palpebral  con- 
junctiva. Viruses  are  not  the  only  causes  of 
follicles  since  this  is  basically  a non-specific 
response  to  any  irritant.  Acute  cases  of  fol- 
licular conjunctivitis  may  be  caused  by  the 
herpes  simplex  virus  or  one  of  the  various 
adenoviruses,  usually  types  3,  4,  and  7.  Type 
8 adenovirus  is  particularly  important  in 
producing  epidemic  keratoconjunctivitis,  a 
very  highly  contagious  conjunctivitis  called 
"shipyard  conjunctivitis”  during  World 
War  II  and  producing  conjunctival  conges- 
tion and  edema  as  well  as  subepithelial  cor- 
neal infiltrates  and  swelling  of  the  pre- 
auricular  lymph  nodes.  Another  type  of 
viral  conjunctivitis  is  inclusion  conjunctivi- 
tis causing  swimming  pool  conjunctivitis 
in  adults  and  ophthalmia  neonatorum  in  in- 
fants. Inclusion  conjunctivitis  in  the  new- 
born must  be  differentiated  from  the  two 
other  causes  of  ophthalmia  neonatorum, 
gonorrhea  and  staphylococcus  aureus.  Gon- 
orrhea causes  a very  severe  purulent  con- 
junctivitis which  can  lead  to  corneal  ul- 
ceration and  perforation  with  loss  of  the 
eye  if  not  treated.  The  use  of  silver  nitrate 
drops  in  the  newborn  has  largely  eliminated 
this  cause  of  ophthalmia  neonatorum,  which 
occurs  during  the  first  three  days  of  life. 

Inclusion  blennorhea  usually  begins  five 
to  nine  days  after  birth  and  staphylococcus 
conjunctivitis  of  the  newborn  usually 
doesn’t  begin  until  the  tenth  to  thirteenth 
day  following  birth.  The  time  of  onset  plus 
laboratory  studies  of  the  conjunctival  exu- 
date are  usually  sufficient  to  establish  the 
correct  diagnosis.  Another  serious  viral  con- 
junctivitis is  trachoma.  Even  though  this 
condition  is  not  seen  in  the  United  States, 
I mention  it  because  it  is  still  the  leading 
cause  of  blindness  in  the  world.  Allergic 
conjunctivitis  can  result  from  pollens  or 
other  irritants  in  the  air  with  associated  con- 
gestion of  the  conjunctiva  and  itching  and 
watering  of  the  eyes,  most  pronounced  in 
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vernal  or  spring  catarrah.  Acute  conjunc- 
tivitis usually  runs  its  course  in  about  one  to 
two  weeks.  Appropriate  antibiotic  drops 
should  be  prescribed. 

The  second  condition  to  consider  in  the 
differential  diagnosis  of  the  painful  red  eye 
is  acute  iritis  or  iridocyclitis.  In  contrast  to 
posterior  uveitis  or  choroiditis  which  results 
in  impairment  of  vision  but  no  pain  or  red- 
ness in  the  eye,  inflammation  of  the  iris  or 
ciliary  body  leads  to  severe  aching  pain  in 
the  eye  due  to  spasm  and  edema  of  the  iris 
and  ciliary  muscle  along  with  marked  red- 
ness of  the  eye  from  congestion  of  the  cir- 
cumcorneal  blood  vessels.  This  so  called 
ciliary  flush  has  a brick-red  appearance  as 
opposed  to  the  bright  red  appearance  of  the 
conjunctival  injection  in  acute  conjunctivi- 
tis, and  the  rather  purple  or  dusky  conges- 
tion associated  with  acute  glaucoma.  These 
deeper  episcleral  vessels  which  give  rise  to 
the  ciliary  flush  in  acute  iritis  are  connected 
to  the  iris  root  through  the  sclera  and  do 
not  move  with  the  conjunctiva.  The  pupil 
is  constricted  due  to  spasm  of  the  sphincter 
muscle  and  congestion  of  the  iris.  Typically 
in  acute  iritis  inflammatory  cells  are  present 
in  the  anterior  chamber  which  can  be  readily 
seen  with  the  slit  lamp  microscope.  These 
inflammatory  cells  adhere  to  the  back  of 
the  cornea  and  form  the  familiar  keratic 
participates  or  K.P.  which  tend  to  blur  vis- 
ion. In  severe  cases  an  actual  level  of  cells 
inferiorly  can  be  seen  called  a hypopyon. 
The  constricted  pupil  may  dilate  unevenly 
with  dilating  drops  due  to  the  presence  of 
posterior  synechia,  which  are  adhesions  be- 
tween the  iris  and  the  anterior  lens  surface. 
Usually  the  intraocular  pressure  is  below 
normal,  but  there  are  certain  types  of  iritis 
which  actually  can  cause  a marked  rise  in 
the  intraocular  pressure.  The  eyeball  is  very 
tender  and  painful  with  a constant  aching 
pain  present  even  when  the  eye  is  closed. 
Photophobia  is  severe  with  marked  spasm 
of  the  lids  and  reflex  tearing.  The  causes  of 
acute  iritis  and  iridocyclitis  are  still  largely 
unknown,  but  the  vast  majority  are  thought 


to  be  endogenous.  During  the  past  fifty 
years  acute  iritis  has  been  attributed  to  syph- 
ilis, tuberculosis,  focal  sepsis  in  the  teeth, 
allergy,  virus  disease,  auto-immunity  and 
even  metabolic  upset.  Other  diseases  thought 
to  cause  some  types  of  iritis  are  ankylosing 
spondylitis,  brucellosis,  sarcoidosis,  toxoplas- 
mosis and  gonorrhea.  Perforating  wounds 
near  the  corneo-scleral  junction  can  cause 
a special  form  of  anterior  and  posterior 
uveitis  called  sympathetic  ophthalmia.  This 
is  believed  to  be  an  auto-immune  phenom- 
enon with  sensitivity  to  uveal  tissue.  Sym- 
pathetic ophthalmia  rarely  occurs  before 
two  to  three  weeks  after  the  injury  and 
involves  the  non-injured  eye  some  weeks 
later.  Cortico-steroids  dramatically  changed 
the  formerly  very  poor  prognosis.  Treat- 
ment of  acute  iritis  and  iridocyclitis  consists 
of  the  use  of  Atropine  drops  to  relieve  the 
ciliary  muscle  spasm  as  well  as  dilate  the 
pupil,  and  cortico-steroids  which  have  a 
specific  anti-inflammatory  effect. 

The  third  consideration  in  the  differential 
diagnosis  of  the  painful  red  eye  is  acute 
glaucoma.  The  term  glaucoma  stems  from 
the  grey-green  color  of  a stormy  sea,  and 
was  used  to  describe  the  color  of  the  iris 
transmitted  by  the  edematous  cornea  in  this 
condition.  In  acute  glaucoma  there  is  very 
sudden  rise  in  intraocular  tension  due  to  the 
mechanical  blockage  of  the  angle  by  the  iris. 
Presence  of  a shallow  anterior  chamber  as 
seen  in  hyperopes  and  with  increasing  age, 
pupillary  dilatation,  and  vasodilatation  and 
edema  of  the  ciliary  body  are  contributing 
factors.  Pain  occurs  abruptly  and  radiates 
around  the  eye  causing  severe  prostration, 
nausea  and  vomiting,  and  decreased  visual 
acuity,  sometimes  down  to  bare  light  per- 
ception within  a few  hours.  The  ciliary  con- 
gestion is  dusky  and  more  purple  than  the 
brick-red  appearance  of  acute  iritis  or  the 
pinkish-red  congestion  of  acute  conjuncti- 
vitis. The  cornea  appears  steamy  from 
edema  and  the  anterior  chamber  is  usually 
shallow.  The  iris  has  a dull  grey  and  pat- 
ternless appearance.  The  pupil  is  usually 


38 


Virginia  A4edical  Monthly 


dilated  and  vertically  oval  with  no  reaction 
to  light.  The  globe  is  quite  tender  and  hard. 
These  patients  should  be  referred  to  an 
ophthalmologist  immediately. 

The  fourth  category  which  also  must  be 
differentiated  from  the  previously  men- 
tioned conditions  is  that  of  acute  keratitis. 
Signs  and  symptoms  of  acute  keratitis  com- 
bine the  irritation,  conjunctival  injection 
and  discharge  of  the  conjunctivitis  with 
the  aching  pain,  ciliary  injection  and  im- 
paired vision  of  acute  iritis.  There  is  a seep- 
age of  toxins  into  the  anterior  chamber 
producing  the  iritis  symptoms.  Most  inflam- 
mations of  the  cornea  are  from  exogenous 
causes  and  begin  superficially.  The  herpes 
simplex  virus  produces  a superficial  keratitis 
typically  in  the  form  of  a dendritic  figure. 
The  corneal  changes  can  be  easily  missed 
unless  carefully  looked  for  with  fluorescein 
staining.  The  appearance  in  the  early  stages 
is  that  of  acute  conjunctivitis,  except  that 
pain  and  photophobia  are  more  severe.  Al- 
though treatment  is  not  the  subject  of  this 
paper,  I cannot  resist  the  opportunity  to 
say  something  about  the  treatment  of  acute 
conjunctivitis  and  herpes  simplex  keratitis. 
The  indiscriminate  use  of  topical  steroids 
and  topical  antibiotic-steroid  combinations 
in  the  treatment  of  acute  conjunctivitis  has 
propelled  herpes  simplex  keratitis  into  one 
of  the  leading  causes  of  blindness  in  the 
United  States  today.  Topical  steroids  are 
absolutely  contraindicated  in  the  dendritic 
ulcer  type  of  herpes  simplex  keratitis.  Using 
steroids  in  this  condition  is  like  throwing 
gasoline  on  a fire.  Herpes  simplex  keratitis 
is  a common  condition  and  is  difficult  in  its 
early  stages  to  differentiate  from  the  usual 
acute  conjunctivitis.  It  has  been  shown  that 
steroids  have  absolutely  no  benefit  in  acute 
conjunctivitis  and  only  lead  to  delayed 
epithelial  healing  as  well  as  increased  risk 
of  virus  or  fungus  overgrowth  in  ocular 
infections.  For  this  reason  I would  urge  you 
never  to  prescribe  antibiotic-steroid  com- 
bination drops  or  ointment  for  any  routine 
conjunctivitis.  Steroids  have  their  place  in 


the  treatment  of  ocular  disease  but  steroids 
should  only  be  prescribed  by  an  ophthalmol- 
ogist. 

A corneal  ulceration  is  apparent  as  a 
cloudy  opacity  on  the  corneal  surface  and 
staining  with  a sterile  fluorescein  strip  shows 
absence  of  the  epithelium  with  bright  green 
appearance  in  the  denuded  area.  Small 
peripheral  marginal  ulcerations  and  infil- 
trates in  the  cornea  are  usually  associated 
with  severe  conjunctivitis,  most  commonly 
staphylococcus  aureus.  These  ulcers  are  pro- 
duced by  the  bacterial  toxin  rather  than  by 
the  actual  bacteria  itself  and  usually  clear 
on  antibiotic  treatment  of  the  conjuncti- 
vitis. The  larger  central  corneal  ulcer  is 
usually  caused  by  the  pneumococcus  follow- 
ing a corneal  abrasion  or  corneal  foreign 
body.  Only  the  most  severe  corneal  ulcers 
will  progress  to  perforation.  The  most  dev- 
astating and  rapid  of  central  corneal  ulcers 
is  the  fortunately  rare  pseudomonas  infec- 
tion. This  organism  just  thrives  in  fluores- 
cein solution  and  for  this  reason  one  should 
always  use  sterile  fluorescein  strips  when 
staining  the  cornea.  Diseases  of  collagen  de- 
generation such  as  rheumatoid  arthiritis  can 
cause  episcleritis  and  scleritis,  usually  with 
an  underlying  iritis,  first  presenting  as  a 
conjunctivitis  but  localized  to  only  one  por- 
tion of  the  eye. 

As  you  have  seen,  there  are  a number  of 
conditions  that  can  cause  redness  in  the  eye, 
but  in  summary  I would  like  to  review  the 
basic  differences  between  the  three  major 
causes  of  the  painful  red  eye,  namely,  acute 
conjunctivitis,  acute  iritis  and  acute  glau- 
coma. Pain  is  a sandy  or  gritty  discomfort 
in  acute  conjunctivitis,  whereas  in  acute 
iritis  the  pain  is  moderate  to  severe  aching 
type,  and  in  acute  glaucoma  the  pain  is 
severe  and  radiating.  Discharge  is  often 
mucoid  or  purulent  in  acute  conjunctivitis, 
and  in  acute  iritis  and  acute  glaucoma  there 
is  usually  just  reflex  tearing.  Photophobia 
is  very  mild  in  acute  conjunctivitis,  severe 
in  acute  iritis  and  moderately  severe  in  acute 
glaucoma.  The  appearance  of  the  cornea  in 
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acute  conjunctivitis  is  bright  and  clear.  In 
acute  iritis  K.P.  may  be  seen,  and  in  acute 
glaucoma  there  is  epithelial  edema  with  a 
steamy  appearance  to  the  cornea.  The  pupil 
is  normal  in  acute  conjunctivitis,  but  con- 
stricted and  fixed  to  light  and  later  irregular 
from  posterior  synechia  adhesions  in  acute 
iritis.  In  acute  glaucoma  the  pupil  is  dilated, 
vertically  oval,  and  fixed  to  light.  The  ap- 
pearance of  the  iris  is  normal  in  acute  con- 
junctivitis, muddy  in  acute  iritis,  and  green- 
grey  in  acute  glaucoma.  Intraocular  tension 
is  normal  in  acute  conjunctivitis,  normal  or 
even  low  with  tenderness  in  the  eye  in  acute 
iritis,  very  hard  and  very  tender  in  acute 
glaucoma. 
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Senator  Nelson  Introduces  Drug  Bill 


Senator  Gaylord  Nelson  (D-Wis.)  has  in- 
troduced a bill  (S-2812)  that  would  set  up  a 
National  Drug  Testing  and  Evaluation  Center 
and  increase  the  federal  government’s  role  in 
other  areas  of  drug  manufacture  and  use. 

Senator  Nelson’s  Subcommitte  on  Monopoly 
has  held  hearings  on  the  drug  industry  over  a 
period  of  ^/2  years.  While  it  is  not  expected 
that  his  “omnibus”  measure  will  get  serious 
attention  this  year,  hearings  on  the  measure 
could  be  scheduled  by  the  Senate  Labor  and 
Public  Welfare  Committee  next  year. 

In  addition  to  calling  for  the  establishment 
of  a federal  drug  testing  center,  which  would 
take  drug  testing  out  of  the  hands  of  the  man- 
ufacturer and  place  it  in  the  U.  S.  Food  and 
Drug  Administration,  the  Nelson  bill  would, 
among  other  things: 

—Provide  for  the  publication  of  a govern- 


ment compendium  which  would  list  all  drugs 
available  in  the  United  States  by  both  generic 
and  brand  name  and  include  indications,  side 
effects,  available  dosages,  cost,  and  other  infor- 
mation. 

—Establish  a committee  which  would  com- 
pile a formulary  of  drugs  necessary  for  “good 
medical  practice”  which  would  be  reimburs- 
able under  all  government  financed  programs. 

—Prohibit  the  distribution  of  sample  drugs 
without  the  written  request  of  the  physician. 

—Require  prescriptions  to  be  labeled  with 
the  generic  name  of  the  drug,  all  active  ingre- 
dients, and  appropriate  “warning”  about  po- 
tentially dangerous  ingredients. 

—Require  that  all  prescription  drug  adver- 
tisement be  pre-cleared  by  the  FDA.  Adver- 
tisements presently  are  based  on  information 
included  in  the  package  insert— which  must 
have  FDA  approval. 
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Emergency  Care  of  Eye  Injuries 


The  importance  of  informed  and 
accurate  emergency  care  of  eye 
injuries  cannot  be  overempha- 
sized. 

THE  EMERGENCY  CARE  of  ocular  in- 
juries can  range  from  the  diagnosis  and 
removal  of  a microscopic  foreign  body 
to  the  treatment  of  orbital  injuries  so  exten- 
sive and  severe  that  they  threaten  the  life 
of  the  patient.  Fortunately,  the  most  fre- 
quent injuries  are  in  the  foreign  body  cate- 
gory and  can  often  be  satisfactorily  treated 
by  the  medical  doctor  who  has  not  special- 
ized in  ophthalmology. 

Any  defect  in  the  corneal  epithelium 
usually  produces  a foreign  body  sensation, 
tearing,  conjunctival  injection  and  possibly 
photophobia.  The  corneal  epithelial  defect 
may  be  due  to  a foreign  body  lodged  on  the 
cornea,  a foreign  body  which  abraided  the 
epithelium  but  has  not  remained  on  the 
cornea,  or  a non-particulate  type  of  injury 
to  the  corneal  epithelium  as  seen  in  ultra- 
violet induced  keratitis  which  is  basically  an 
abrasion. 

Many  patients  with  a foreign  body  and 
abrasion  of  the  cornea  can  localize  the  abra- 
sion very  accurately  and  direct  the  examiner 
to  the  exact  area  of  damage.  After  this  in- 
formation has  been  obtained  in  the  history, 
a topical  ophthalmic  anesthetic  drop  can 

Presented  as  part  of  a Seminar  on  Practical  Man- 
agement of  Common  Eye  Problems,  sponsored  by  the 
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Departments  of  Continuing  Education  and  Family 
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be  applied  to  relieve  patient  discomfort  and 
allow  an  adequate  examination.  Care  must 
be  taken  to  assure  the  patient  is  not  allergic 
to  the  topical  anesthetic  since  allergic  reac- 
tions of  the  anaphylactoid  type  can  take 
place. 

With  local  anesthesia  in  effect,  a sterile 
paper  strip  with  fluorescein  on  the  tip  can 
be  moistened  with  sterile  saline  and  applied 
to  the  lower  cul-de-sac.  The  blink  reflex 
of  the  patient  will  spread  the  fluorescein 
over  the  cornea  and  stain  any  epithelial  de- 
fect a greenish-yellow  color. 

Whether  a corneal  defect  or  foreign  body 
is  visualized  or  not,  it  is  necessary  and  ex- 
tremely important  to  evert  the  upper  lid 
and  examine  under  it  for  additional  foreign 
bodies.  The  conjunctival  surface  of  the  low- 
er lid  should  also  be  examined.  A foreign 
body  on  the  conjunctiva  can  easily  be  re- 
moved with  sterile  cotton  swab  and/or 
irrigation. 

Corneal  foreign  bodies  may  or  may  not 
be  easily  removed  with  a sterile  cotton  swab; 
however,  this  method  of  removal  should 
always  be  tried  since  it  is  the  most  safe  and 
cotton  swabs  are  readily  available.  If  the 
foreign  body  cannot  be  dislodged  with  this 
technique,  the  patient  should  be  referred  to 
an  emergency  room  or  private  office  with  a 
biomicroscope  (slit  lamp)  and  someone 
qualified  to  use  a sharp  instrument  to  re- 
move the  foreign  body.  Preferably,  this 
person  should  be  an  opthalmologist. 

Iron  (ferrous)  foreign  bodies  will  begin 
to  rust  on  the  cornea  within  hours.  The 
resulting  ring  should  also  be  removed  by  an 
experienced  person  with  the  proper  instru- 
mentation. 

After  removal  of  the  foreign  bodies,  spe- 
cific treatment  must  be  instituted  if  the 
patient  is  to  obtain  relief  and  the  cornea  is 
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to  heal.  Of  extreme  importance  is  the  use 
of  sterile  and  fresh  ophthalmic  preparations. 
Ophthalmic  drops  can  become  contamin- 
ated with  pseudomonas  bacteria  very  easily 
and  in  this  manner  infect  the  abraided 
cornea.  The  horrifying  aspect  of  this  iatro- 
genic infection  is  the  rapidity  with  which 
a cornea  can  perforate  from  the  pseudo- 
monas ulcer.  For  this  reason,  fluorescein 
ophthalmic  solutions  for  topical  use  should 
not  be  used.  Instead,  individual  sterilized 
filter  paper  strips  impregnated  with  fluo- 
rescein should  be  used  when  fluorescein  is 
needed. 

Specific  therapy  for  corneal  abrasions 
consist  of  an  antibiotic  ophthalmic  drop 
and  an  occlusive  dressing  to  immobolize  the 
lid  and  keep  it  from  rubbing  the  cornea. 
The  patch  should  be  removed  daily  by  the 
physician  and  the  stained  cornea  followed 
until  the  abrasion  is  healed.  The  healing 
time  for  most  abrasions  is  from  24  to  36 
hours. 

One  ocular  problem  which  usually  pre- 
sents as  an  emergency  but  actually  is  not, 
is  that  of  subconjunctival  hemorrhage.  Al- 
though most  occur  spontaneously,  the  spe- 
cific causes  of  subconjunctival  hemorrhage 
are  as  follows: 

( 1 ) Orbital  fracture 

(2)  Distant  fractures  of  the  base  of  the 
skull 

(3)  Distant  long  bone  fractures  produc- 
ing fat  emboli  resulting  in  splinter 
subconjunctival  hemorrhages 

(4)  Local  acute  conjunctivitis,  especially 
pneumococcal 

(5)  Local  vascular  anomalies 

(6)  Local  manifestations  of  systemic  dis- 
ease such  as  arteriosclerosis,  hyper- 
tension, nephritis  and  diabetes 

(7)  Hemorrhagic  blood  dyscrasias 

(8)  Sudden  severe  venous  congestion  of 
the  head  by  such  acts  as  coughing 
(usually  seen  bilaterally  in  whooping 
cough) 

(9)  Menstruation 

(10)  Acute  febrile  systemic  infections 


such  as  meningococcal  septicemia, 
subacute  bacterial  endocarditis,  scar- 
let fever,  diphtheria  and  viral  dis- 
eases. 

There  is  usually  a bright  red  area  on  the 
white  or  scleral  part  of  the  eye  which,  by 
history,  occurs  spontaneously  without  a 
known  cause  being  present.  The  patient  has 
minimal  symptoms  and  seeks  medical  treat- 
ment because  of  the  appearance  of  the  con- 
dition. A thorough  ocular  examination 
should  be  performed  but  studies  for  syste- 
mic causes  are  not  instigated  unless  the 
condition  is  recurrent.  No  treatment  is 
necessary  for  this  problem  except  reassur- 
rance  and  an  explanation  that  the  blood 
clot  will  take  a week  or  longer  to  subside.  If 
a placebo  is  needed,  ophthalmic  drops  which 
cause  no  serious  side  effects  can  be  pre- 
scribed. 

Lacerations  of  the  orbital  tissues  are  prob- 
ably the  most  serious  ophthalmic  injury 
requiring  emergency  care.  The  usual  pre- 
cautions to  stabilize  the  patient’s  vital  signs 
and  maintain  an  adequate  airway  are  of 
primary  importance.  Gross  hemorrhage  of 
the  orbital  area  can  be  controlled  with  a 
dressing  and  moderate  pressure.  Skin  lacer- 
ations of  the  lids  are  cared  for  as  any  other 
facial  laceration.  Lid  margin  lacerations 
should  be  sutured  using  special  techniques 
to  avoid  "notching”  and  the  resultant  cor- 
neal exposure.  All  ophthalmologists  are 
trained  to  properly  suture  lid  margins. 

An  orbital  area  requiring  special  attention 
is  that  of  the  medial  canthus  where  the  can- 
niculi  drain  the  tears  from  the  surface  of 
the  globe  and  connect  into  the  lacrimal  sac 
in  the  nasal  area.  To  rule  out  damage,  any 
laceration  in  this  area  necessitates  the  ex- 
ploration of  the  cannicular  system  with  irri- 
gation and  probes.  If  damage  is  present,  the 
lacerated  area  of  the  canniculus  must  be 
found  and  sutured  by  an  ophthalmologist. 

If  superficial  examination  of  the  globe 
reveals  any  reason  to  suspect  the  globe  is 
lacerated,  further  examination  should  not  be 
attempted  until  the  patient  can  be  exam- 
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ined  under  general  anesthesia.  If  examina- 
tion is  tried  without  general  anesthesia,  it 
will  probably  be  painful  and  produce  spasm 
of  the  ocular  and  lid  muscles,  resulting  in 
increased  pressure  on  the  globe  and  prolapse 
of  its  contents.  If  the  patient  has  to  be 
moved,  he  should  be  transported  prone  with 
light  sedation  and  the  orbital  area  patched 
with  a sterile  dressing.  Since  general  anes- 
thesia can  be  anticipated,  the  patient  should 
not  ingest  anything  in  transit.  The  proper 
care  of  a perforated  globe  at  this  stage  is 
as  important  to  the  final  visual  result  as  the 
surgery  itself. 

Orbits  and  globes  which  are  contused 
with  blunt  trauma  may  have  dislocated 
lenses,  retinal  edema,  or  orbital  floor  frac- 
tures but  these  are  not  usually  considered 
emergencies.  One  such  condition  involving 
the  contused  globe  which  is  an  emergency 
is  a hyphema  or  blood  in  the  anterior  cham- 
ber. These  patients  should  be  hospitalized 
by  an  ophthalmologist  and  observed  closely 
for  glaucoma  secondary  to  the  blockage  of 
the  anterior  chamber  angle  by  the  blood  in 
the  anterior  chamber.  After  the  hyphema 
has  cleared,  a thorough  ocular  examination 
is  necessary  to  rule  out  a recessed  angle 
which  can  be  associated  with  insidious  glau- 
coma with  onset  months  to  years  later.  The 
patient  with  a hyphema  should  be  followed 
after  injury  to  detect  and  treat  this  late  oc- 
curring glaucoma. 

Chemical  injuries  can  produce  very  severe 
ocular  damage.  This  type  of  injury  is  de- 
pendent on  pH,  concentration  of  the  chem- 
ical, duration  of  its  application,  and  the  type 
of  application.  In  general,  acidic  damage 
coagulates  the  exposed  ocular  tissue  but 
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does  not  penetrate  the  globe.  On  the  other 
hand,  alkali  damage  coagulates  the  tissues 
upon  contact  and  penetrates  into  the  globe 
within  seconds.  As  a result,  alkali  chemical 
damage  to  the  globe  tends  to  be  much  more 
severe  with  progression  of  ocular  damage 
many  days  after  the  initial  damage.  Any 
severe  chemical  injury  to  the  globe  should 
be  hospitalized.  In  addition,  all  alkaline 
chemical  injuries  are  hospitalized  even  if 
they  appear  mild  initially  since  there  is  usual- 
ly progressive  worsening  of  even  the  mildly 
affected  globes.  The  most  important  aspect  of 
emergency  treatment  of  chemical  injuries  to 
the  eye  is  immediate  and  thorough  irrigation 
of  the  damaged  eye  at  the  time  of  injury. 
Any  solution  available  may  be  used  as  long 
as  it  is  not  toxic  to  the  eye  itself.  The  goal 
of  immediate  and  thorough  irrigation  is  a 
rapid  dilution  of  the  caustic  chemicals  to 
decrease  damage.  After  this  initial  treat- 
ment, the  patient  can  be  transported  to 
emergency  care  facilities  where  further  irri- 
gation and  debridement  will  be  attempted 
to  remove  all  remaining  toxic  chemicals. 
The  critical  factor  in  ocular  damage  from 
chemical  exposure  is  the  rapidity  with  which 
the  chemical  is  removed  from  the  eye. 

The  importance  of  informed  and  accu- 
rate emergency  care  of  eye  injuries  cannot 
be  overemphasized.  The  excellence  of  ini- 
tial emergency  care  is  as  important  to  the 
final  visual  outcome  of  an  injured  eye 
as  the  definitive  care  delivered  by  the 
ophthalmologist. 

Box  262 

Department  of  Ophthalmology 
Medical  College  of  Virginia 
Richmond , Virginia  23219 


Volume  99,  January,  1972 


43 


Headaches 


This  symposium  on  headaches  was  held 
at  the  Community  Hospital  of  Roanoke, 
and  is  continued  from  the  last  issue  of  the 
'Virginia  Medical  Monthly. 

Dr.  Michael  f.  Moore:  In  order  to  get 
our  panel  discussion  on  headache  under  way, 
I will  resume  the  routine  of  the  previous 
session  by  which  I describe  a patient  with  a 
problem,  who  is  being  referred  to  a member 
of  this  panel.  Our  first  case  is  a patient  in 
whom  the  referring  physician  suspects  cere- 
bral artery  aneurysm  or  vascular  malfor- 
mation, and  has  requested  that  Dr.  Weaver 
see  the  patient  in  consultation. 

Edgar  N.  Weaver,  M.D.:  As  you  state, 
you  are  referring  a patient  who  is  suspected 
of  having  a cerebral  aneurysm  or  vascular 
malformation  to  see  me  in  consultation.  As 
you  know,  the  cerebral  aneurysms  particu- 
larly the  berry  aneurysms  and  the  vascular 
malformations  are  entirely  different  entities, 
clinically  and  pathologically,  but  do  have 
one  significant  thing  in  common  and  that 
is  they  both  produce  subarachnoid  bleeding. 
The  usual  clinical  course  before  bleeding, 
however,  is  quite  different.  Patients  who 
have  small  berry  aneurysms  usually  have  no 
preceding  symptoms  and  the  presence  of 
such  a lesion  is  indicated  only  when  the 
patient  has  a spontaneous  subarachnoid 
hemorrhage,  with  or  without  loss  of  con- 
sciousness, and  arteriographic  studies  will 
demonstrate  the  lesion.  Patients  with  AV- 
malformations  generally  have  a history  of 
longstanding  headache  and  frequently  long- 
standing episodes  of  convulsive  seizures  as 
a result  of  arteriovenous  malformation.  An- 
other significant  factor  is  that  at  the  time 
of  the  bleeding,  the  berry  aneurysms  rarely 
produce  a hemiplegia,  unless  the  bleeding 
bleeds  into  the  brain  such  as  those  aneurysms 
which  bleed  into  the  temporal  lobe.  A hemi- 
plegia following  a subarachnoid  hemorrhage, 
is  common  with  the  AV-malformations, 
occasionally  solitary  aneurysms  located 
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peripherally  on  the  vascular  system  may 
bleed  in  or  on  the  cortex  in  a local  area,  and 
produce  a hemiplegia.  Characteristically,  the 
berry  aneurysms  produce  a sudden  onset 
of  headache,  bloody  spinal  fluid,  drowsiness, 
stupor  or  loss  of  consciousness,  with  or  with- 
out localizing  or  lateralizing  signs,  unless  he 
bleeds  within  the  brain.  Arteriovenous  mal- 
formations usually  bleed  within  the  brain, 
and  produce  a hemiplegia  and  there  will  be 
a history  of  preceding  convulsive  episodes. 
Larger  aneurysms  particularly  those  on  the 
internal  carotid  artery,  and  some  of  the 
smaller  berry  aneurysms,  when  they  bleed 
may  produce  local  neurological  findings  due 
to  involvement  of  one  of  the  cranial  nerves 
and  we  will  discuss  this  a little  later. 

Dr.  Moore:  Then  these  problems  do  not 
commonly  produce  headache  until  some- 
thing happens,  such  as  a hemorrhage.  How 
about  physical  findings?  Do  you  expect  to 
hear  bruit  over  berry  aneurysms,  larger 
aneurysms  and  AV-malformations? 

Dr.  Weaver:  First,  I would  like  again  to 
make  a point  between  the  berry  aneurysms 
and  the  larger  aneurysms  which  arise  for 
example  on  the  internal  carotid  artery  or  in 
or  around  the  circle  of  Willis.  The  berry 
aneurysms  frequently  bleed  without  pro- 
ducing lateralizing  or  localizing  signs.  They 
do  produce  localizing  or  lateralizing  signs, 
however,  when  they  compress  either  one  of 
the  cranial  nerves  or  when  they  do  bleed 
into  the  brain  producing  a contralateral 
hemiplegia.  The  large  aneurysms  may  pro- 
duce neurological  findings,  such  as  pain  in 
the  face  or  forehead  due  to  the  involvement 
of  a branch  of  the  fifth  nerve,  and  an 
ocular  palsy  due  to  involvement  of  the 
third  nerve,  as  a result  of  compression  of 
these  structures  without  bleeding.  The  berry 
aneurysms  may  produce  similar  symptoms 
when  they  bleed  and  the  clot  compresses 
these  structures.  Larger  aneurysms  produce 
a rather  classical  syndrome  of  a unilateral 
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frontal  headache,  which  is  severe,  followed 
in  a variable  length  of  time,  by  a third  nerve 
palsy,  manifested  by  ptosis,  and  a downward 
and  outward  turning  of  the  eyeball.  This 
diagnosis  can  almost  be  made  on  the  tele- 
phone it  is  such  a classical  finding.  In  answer 
to  your  question  about  the  bruit,  a patient 
with  berry  aneurysms  do  not  have  bruits, 
because  they  are  only  small  aneurysms,  al- 
though one  can  see  the  blood  whirling 
through  these  aneurysms  at  operation,  they 
are  not  large  enough  to  produce  a bruit,  and 
there  is  no  communication  between  it  and 
another  vessel.  Larger  aneurysms  of  the 
internal  carotid  artery  may  produce  inter- 
mittent headache,  but  they  do  not  produce 
a bruit.  As  you  know,  the  bruits  are  pro- 
duced by  blood  usually  passing  from  an  ar- 
tery to  a vein,  such  as  in  an  AV-malforma- 
tion.  However,  even  in  AV-malformations 
a bruit  is  unlikely  to  be  heard  unless  there 
is  some  involvement  of  the  scalp  or  skull  by 
a large  vascular  malformation,  and  one  may 
hear  the  bruit  directly  over  the  malforma- 
tion on  the  scalp.  As  you  know,  classically 
the  typical  non-congenital  AV-malforma- 
tions, may  be  that  of  the  AV-shunt  between 
the  internal  carotid  artery  and  the  cavernous 
sinus,  which  may  be  either  traumatic  or 
occasionally  spontaneous.  These  typically 
produce  a bruit  over  the  temporal  area  or 
over  the  closed  eye,  and  in  addition  to  the 
bruit  there  is  usually  a pulsating  exophthal- 
mus,  but  other  than  these  lesions,  unless 
there  is  scalp  or  skull  involvement,  there  is 
no  thrill  and  no  bruit. 

Dr.  Moore:  Td  like  to  progress  now  on 
to  Dr.  Tuck,  and  the  case  is  one  that  has 
been  referred  to  him  because  of  his  specialty 
of  ophthalmology;  the  referring  physician 
wonders  if  the  patient’s  headaches  are  an 
indication  that  the  patient  needs  glasses; 
in  addition,  I’ll  ask  two  questions  which  re- 
late to  his  topic:  (1)  Do  you  have  a per- 

centage estimate  of  the  number  of  patients 
coming  to  your  office  and  needing  glasses, 
who  also  have  a complaint  of  headaches  in 
addition  to  poor  vision  and  whose  symptoms 


subside  after  obtaining  glasses,  and  (2)  Do 
you  have  an  idea  as  to  what  percentage  of 
patients  come  to  you  with  a main  complaint 
of  headache,  and  in  whom  fitting  of  glasses 
alleviates  the  symptoms. 

Dr.  Kenneth  Tuck:  It  is  difficult,  if  not 
impossible,  to  estimate  with  any  reliability 
the  percentage  of  headache  patients  whose 
symptoms  are  alleviated  by  prescribing 
glasses.  Headaches  from  eye  strain  are  not 
particularly  characteristic  and  are  difficult 
to  diagnose  with  certainty.  This  type  of 
headache  may  be  referred  anywhere  along 
the  distribution  of  the  first  division  of  the 
fifth  cranial  nerve  or  upper  cervical  nerves. 
It  may  localize  around  the  eyes;  it  usually 
occurs  in  the  frontal  region,  but  it  is  rarely 
occipital  or  temporal.  The  type  of  pain  also 
lacks  any  unique  characteristic.  It  may  be 
superficial  or  deep-seated  and  boring;  it  may 
be  neuralgic  in  nature  or  a dull  and  heavy 
ache.  The  headache  usually  follows  use  of 
the  eyes.  Headaches  lasting  only  a second 
or  two  are  almost  certainly  not  from  the 
eyes  but  more  likely  neuralgic.  Headaches 
lasting  many  days  and  not  altered  by  the 
use  of  the  eyes  are  probably  not  ocular  in 
etiology.  Headaches  present  for  a few  days 
only  are  not  likely  to  be  related  to  the  eyes. 
On  the  other  hand,  an  eye  examination 
would  be  most  appropriate  in  an  obscure 
headache  of  longstanding  duration.  In  this 
event,  the  ophthalmologist  bears  a responsi- 
bility of  not  only  eliminating  eye  strain  as 
a relevant  factor,  but  also  performing  a full 
ocular  examination  to  rule  out  intracranial 
causes  of  headache.  The  patient  may  have 
normal  vision  and  yet  have  headaches  re- 
sulting from  eye  strain.  In  many  cases  the 
greatest  distress  is  the  result  of  errors  small 
enough  to  allow  compensation  through  con- 
stant excessive  focusing.  Although  the  im- 
portance of  small  but  significant  refractive 
errors  is  emphasized,  considerable  discretion 
must  be  exercised  to  avoid  wholesale  correc- 
tion of  small  normal  refractive  states.  When 
a significant  error  is  found,  the  ophthalmol- 
ogist must  depend  upon  his  assessment  of  the 
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patient’s  visual  requirements  and  personality 
before  prescribing  glasses. 

Eye  strain  headaches  in  many  cases  may 
be  primarily  psychogenic  so  that  treatment 
with  glasses  may  act  as  a placebo. 

Dr.  Moore:  I’ll  ask  another  question  re- 
lated to  eye  strain,  and  that  concerns  a 
patient  whose  refraction  is  corrected  quite 
properly  with  new  lens,  but  who  happens 
to  be  a victim  of  a very  sloppy  fitting,  and 
they  slide  down  on  his  nose,  etc.  Initially, 
he  might  have  relief  of  headaches,  and  then 
have  a recurrence  as  he  strains  his  eyes  to 
accommodate  for  the  sliding  glasses. 

Dr.  Tuck:  This  is  true.  In  fact,  poorly 
fitted  spectacles  can  result  in  small  residual 
uncorrected  refractive  errors  resulting  in 
eye  strain  symptoms  as  we  have  just  dis- 
cussed. 

Dr.  Moore:  I’ll  now  ask  Dr.  Kolmer  to 
make  some  comments  about  a patient  with 
face  pain,  and  whom  I’ve  referred  to  him 
for  evaluation  as  to  ENT  origin  of  the 
symptoms.  I’d  like  to  know  what  type  of 
pain  is  characteristic  of  sinus  pain,  and  I 
recall  an  interesting  article  in  the  Archives 
of  Internal  Medicine  of  a few  years  back, 
in  which  the  patients  had  vertex  headaches, 
and  were  told  by  their  internists  and  oto- 
laryngologists that  it  was  tension  in  origin. 
However,  when  their  final  study  was  done 
by  pathologists,  it  was  found  that  they  had 
meningitis  which  had  originated  in  the  eth- 
moid or  sphenoid  sinuses. 

Dr.  John  Kolmer:  I think  this  points  up 
the  physician’s  problem  very  well;  it  is  easy 
when  talking  about  headaches  to  list  off  the 
symptoms  which  might  be  associated  with 
the  illness  being  discussed,  but  in  practice, 
we  encounter  a patient  who  describes  in 
perhaps  not  very  lucid  terms  his  symptoms 
and  we  have  to  try  to  determine  what  ill- 
ness— functional  or  physiologic — is  present. 
As  has  been  mentioned  earlier,  headache  is 
one  of  the  most  frequent  complaints  of 
patients  and  its  cause  can  be  most  difficult 


to  diagnose.  The  physicians  participating 
in  this  conference  lend  emphasis  to  remarks 
made  earlier  about  the  wide  range  of  spe- 
cialties who  see  patients  with  headaches.  In 
ENT  diseases,  we  have  to  differentiate  be- 
tween headache  and  head  pain,  with  the 
former  referring  to  a generalized  non-de- 
script pain,  and  the  latter  to  a more  localized 
pain.  In  our  field  alone,  we  will  be  consid- 
ering such  potential  causes  as  sinusitis,  nose 
problems,  migraine,  vasomotor  rhinitis,  mas- 
toiditis, 8th  nerve  tumors,  TM  joint  prob- 
lems, and  many  others.  However,  we  are 
likely  to  encounter  patients  coming  to  us 
with  pain  anywhere  above  the  clavicles,  who 
introduce  themselves,  comment  that  they 
earlier  saw  another  physician  with  the  chief 
complaint  of  headache,  but  decided  it  might 
be  wiser  to  have  an  appointment  with  "a 
head  specialist”.  I quickly  inform  them 
that  I’m  not  a "head  specialist”,  but  an  ear- 
nose-throat  specialist.  However,  getting  into 
specifics,  I will  say  that  problems  of  the 
sinuses  often  originate  with  problems  of 
the  nose.  I won’t  attempt  any  elaborate 
comments  on  allergy  since  Dr.  McCausland 
is  to  discuss  this  later,  but  I would  want  to 
emphasize  that  the  pain  of  "sinusitis”  may 
originate  with  swelling  of  the  mucous  mem- 
branes of  the  nose  with  resulting  blockage 
of  the  sinus  ostia.  Once  pressure  has  built 
up  in  the  frontal  sinuses,  the  patient  will 
classically  have  pain  experiences  in  the  area 
overlying  the  sinuses,  and  sometimes  in  the 
back  of  the  neck.  The  quality  is  usually  a 
dull  ache,  but  like  Dr.  Weaver  brought  out, 
aneurysm  might  also  give  pain  over  the 
frontal  sinus  area.  The  maxillary  sinusitis 
will  give  a dull  aching  pain,  and  perhaps  a 
very  severe  pain  in  the  maxillary  area,  and 
occasionally  in  the  back  of  the  neck.  The 
upper  teeth  may  also  ache  on  the  side  of  the 
disease.  Mention  has  been  made  of  ethmoid 
and  sphenoid  sinusitis.  Since  the  ethmoids 
are  behind  and  between  the  eyes,  ethmoid 
sinusitis  can  cause  symptoms  suggesting  an 
ophthalmological  problem.  Sphenoid  sinu- 
sitis can  give  symptoms  of  the  sphenoid  area, 
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or  the  patient  can  have  pain  of  the  vertex 
of  the  head,  or  of  the  back  of  the  neck. 
Usually  the  intensity  of  the  pain  is  increased 
by  bending  or  straining — anything  which 
increases  the  engorgement  of  the  mucous 
membrane.  This  may  be  increased  after  alco- 
hol ingestion,  also.  The  mucous  membranes 
lining  the  sinuses  themselves  are  not  as  sen- 
sitive to  pain  as  those  around  the  ostia.  The 
membranes  along  the  turbinates  are  much 
more  sensitive  than  those  of  the  sinuses.  In 
cases  of  swelling  of  the  superior  turbinate, 
with  compression  of  tissues  against  the  sep- 
tum, the  patient  may  have  pain  in  the  eth- 
moid area  suspicious  of  ethmoid  sinusitis, 
but  in  reality,  he  has  no  sinusitis  at  all,  but 
has  engorgement  of  the  mucous  membranes 
of  the  nose.  The  middle  and  inferior  tur- 
binates classically  will  give  pain  along  the 
cheekbone.  The  anterior  portion  of  the  infe- 
rior turbinate  frequently  will  give  you  pain 
beneath  the  nose  in  the  area  of  the  front 
teeth.  In  summary,  it  is  often  very  difficult 
to  determine  from  history  alone  whether  the 
new  patient  has  sinusitis,  or  whether  the 
symptoms  described  are  indicative  of  other 
disease.  Even  after  examination,  perhaps 
only  a tentative  diagnosis  can  be  reached. 

Dr.  Moore:  In  these  situations  you  de- 
scribe, straining  would  seem  to  aggravate 
them,  as  well  as  having  the  head  dependent. 

Dr.  Kolmer:  Many  patients  will  indicate 
the  latter  when  they  complain  of  being 
"hit”  by  their  headache  when  they  bend 
over  to  put  their  shoes  on. 

Dr.  Moore:  I don’t  know  if  there  would 
be  more  of  a throbbing  character  in  the 
pain  of  aneurysm. 

Dr.  Weaver : May  I make  a comment?  I 
feel  that  any  time  an  individual  complains 
of  positional  headache  whether  bending  for- 
ward, backward,  or  what  not,  one  should 
always  think  of  a brain  tumor,  particularly 
those  which  are  in  or  near  the  ventricular 
system.  I am  certain  that  all  of  you  are 
familiar  with  the  choroidal  cyst  of  the  third 


ventricle,  which  is  usually  a small  tumor 
which  is  located  in  between  the  two  lateral 
ventricles  blocking  the  foramen  of  Munro. 
These  tumors  notably  will  produce  inter- 
mittent headache  when  on  bending  for- 
ward it  temporarily  blocks  the  foramen 
Munro.  On  shifting  position,  the  tumor 
evidently  moves  enough  so  that  the  fluid 
passes  from  the  lateral  ventricles  into  the 
third  ventricle  thus  leaving  the  block.  Also 
tumors  of  the  posterior  fossa  in  the  region 
of  the  fourth  ventricle,  that  can  shift  posi- 
tion, will  produce  an  intermittent  hydro- 
cephalus with  intermittent  headache.  Also 
tumors  in  this  area  may  produce  some  ten- 
sion on  the  cervical  nerves  producing  neck 
pain.  Again,  I would  like  to  point  out  that 
if  the  change  of  position  is  a major  factor 
in  the  patient’s  headache,  then  a brain  tumor 
will  warrant  strong  consideration. 

Dr.  Kolmer:  I would  think  that  positional 
pain  would  be  more  frequently  seen  with 
sinusitis  than  with  brain  tumors  because 
there  are  more  patients  with  sinusitis,  but 
brain  tumor  must  be  ruled  out  too. 

Dr.  Weaver:  Of  course,  I am  assuming 
that  sinusitis  will  have  been  ruled  out  by  the 
time  that  I see  a patient  in  regard  to  evalu- 
ating them  for  a possible  brain  tumor. 

Dr.  Moore:  If  the  positional  pain  is  of  the 
area  of  the  frontal  and  maxillary  sinuses,  Ed 
think  we  would  probably  attribute  it  to 
sinus  origin. 

Dr.  Kolmer:  Other  causes  of  headache 
seen  by  the  otolaryngologist  include  TM 
joint  arthralgia  classically  giving  pain  in 
the  ear,  temporal  area,  mastoid  area  and 
down  the  side  of  the  neck.  This  will  be  dis- 
cussed later  by  Dr.  Bohon  and  I would  say 
only  that  when  on  physical  examination  and 
history  I strongly  suspect  this  problem,  I 
refer  the  patient  to  an  oral  surgeon  or  den- 
tist well  versed  in  this  syndrome.  I have 
generally  been  disappointed  with  long  term 
results  of  steroid  injections  into  the  joint 
spaces.  Analgesics  are  usually  required  but 
give  only  temporary  relief. 
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Mastoiditis  is  still  a cause  of  headache  and 
head  pain.  Usually  a history  of  an  acute 
URI  or  of  recurrent  drainage  from  the  ears 
is  obtained.  Examination  will  reveal  ear 
drum  abnormality  (bulging,  perhaps 
opaque;  perhaps  ruptured  and  draining). 
The  mastoid  bone  will  be  tender  and  x-rays 
frequently  will  reveal  a clouding  or  blurring 
of  the  air  cells.  Brain  abscess  secondary  to 
mastoiditis  is  not  as  frequently  seen  today 
as  in  the  past,  principally  because  of  early 
use  of  antibiotics,  but  it  must  be  considered. 

Occipital  headaches  are  often  associated 
with  cervical  muscle  spasms  and  not  infre- 
quently x-ray  evidence  of  unrelated  abnor- 
malities (arthritis,  HNP,  etc.,)  may  be 
found. 

Eighth  nerve  tumors  usually  create  other 
symptoms  (tinuitus,  vertigo,  diminished 
hearing)  before  headache  causes  the  patient 
to  seek  his  physician. 

Dr.  Moore:  On  a number  of  occasions,  I 
have  seen  patients  with  headache  and  have 
sometimes  belatedly  recognized  that  it  was 
probably  dental  in  origin.  In  particular, 
apical  abscess  of  a tooth,  and  T-M  joint  pain 
have  been  difficult  to  recognize  and  evaluate. 
Dr.  Bohon  will  discuss  this  topic  for  us. 

/.  Keith  Bohon , D.D.S.:  When  attempt- 
ing to  determine  if  a dental  problem  is  caus- 
ing the  headache  and  pain  of  which  a patient 
complains,  it  is  important  for  the  dentist 
to  be  cordial  to  the  patient,  and  allow  him 
to  state  what  he  thinks  it  is,  while  obtaining 
as  sympathetic  and  precise  a history  as  pos- 
sible. This  is  far  more  likely  to  be  effective 
than  a technique  of  standing  over  him,  and 
examining  him  while  also  expecting  him  to 
simultaneously  answer  questions. 

I have  prepared  a summary  of  the  more 
common  dental  conditions  producing  oral 
and  facial  pain. 

In  concluding,  I would  state  that  most 
of  the  generalized  headaches  of  which  dental 
patients  complain  are  not  a direct  result 
of  their  problem,  but  an  indirect  result  by 
way  of  anxiety-tension,  apprehension- of 


dental  treatment,  the  toxic  symptoms  of 
infection,  and  their  inability  to  eat  food 
(hunger  headaches) . 

Dr.  Moore:  I would  like  to  emphasize  the 
periapical  abscess  to  the  house  officers  with 
a couple  of  patient  illustrations.  One  was 
a physician  who  was  experiencing  lancinat- 
ing pain  over  a maxillary  sinus  which  was 
cloudy,  and  the  pain  was  of  increasing  fre- 
quency and  severity.  On  the  day  prior  to 
exploration  of  his  sinus  by  an  otolaryngol- 
ogist, a last-second,  repeat  film  of  his  teeth 
revealed  a periapical  abscess  which  was  the 
source  of  the  pain.  Tic  Doloreux  really  gets 
into  the  differential  on  this,  and  bruxism 
causes  confusion  for  the  TM  joint  pain. 

Having  reviewed  the  type  of  pain  we 
might  encounter  with  dental  problems,  I 
want  to  hear  from  Dr.  McCausland  regard- 
ing allergy,  and  Dr.  Strickler  regarding  the 
psychoneurotic  and  psychotic  patient  with 
headache.  Specifically,  Ed  like  to  ask  Dr. 
McCausland  how  often  he  encounters  a pa- 
tient with  headache  as  a result  of  allergy. 

Dr.  Alexander  McCausland:  It  is  my 

personal  experience  that  it  isn’t  very  fre- 
quent, although  in  practice,  the  sequence 
of  referral  is  much  as  we  have  followed  in 
this  conference,  and  I see  them  next  to  last 
— just  right  before  they  would  be  sent  to 
Dr.  Strickler.  It  is  also  likely  that  most  of 
those  that  I would  diagnose  would  already 
be  diagnosed  by  the  family  physician,  and 
thus  there  would  be  no  need  for  the  patient 
to  be  referred  to  me.  Classically,  there  are 
three  types:  the  migraine  as  a result  of  food 
allergy,  and  I think  it  is  much  less  frequent 
than  is  generally  believed.  If  it  is  that  spe- 
cific, it  is  already  diagnosed,  and  the  patient 
can  tell  the  doctor  which  food  item  is  re- 
sponsible, and  the  therapy  is  abstinence 
from  it.  When  you  get  beyond  this  in  to 
more  borderline  situations  of  possible  rela- 
tion of  symptoms  to  food,  or  supposed  food 
allergy,  the  yields  are  quite  low  in  diagnosis 
and  treatment.  The  bulk  of  the  headaches 
from  allergy  that  I see  are  the  ones  to  which 
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Dr.  Kolmer  has  earlier  referred,  and  that  is 
the  group  of  patients  who  have  allergic 
reaction,  with  swelling  of  membranes,  and 


some  differentiation  from  vasomotor  rhini- 
tis, which  can  cause  a near  similar  clinical 
picture,  but  is  non-allergic.  There  is  another 


Chart  II 

More  Common  Dental  Conditions  Producing  Facial  or  Oral  Pain 


Disease: 

Type  of  Pain,  or  Characteristics: 

Treatment: 

I.  Pulpal  Disease 

Sharp,  throbbing,  intermittent  pain,  which 
is  very  difficult  to  localize,  as  there  are  no 
proprioceptive  fibers  in  pulp  and  irritation 
responses  come  through  as  pain,  whether  it 
is  heat,  cold,  or  electrical  pulp  testing. 

a)  Hyperemias 

Have  exaggerated  response  to  any  type  of 
situation,  such  as  hot,  cold,  etc. 

Excavate  decay,  and  place  a 
sedative  treatment-restoration 
therapy. 

b)  Acute  pulpitis 

Cold-sensitive,  with  relief  from  heat;  pulp 
has  already  separated. 

Irreversible  conditions  with 
Rx  by  extraction  or  root 
canal  therapy. 

c)  Pulpal  abscess 

Heat-sensitive,  as  result  of  gases  building  up; 
eased  by  cold. 

Same  as  acute  pulpitis. 

II.  Acute  periapical  abscess 

Flashing,  lancinating  pain  which  may  be  ex- 
perienced along  either  arch  of  the  trigeminal 
nerve;  often  are  late  in  developing  the  local- 
izing signs  of  percussion-sensitivity,  bite- 
sensitivity;  negative  on  pulp  test.  (Can  pro- 
gress to  edema,  cellulitis,  and  fistula) 

Extraction,  or  drainage  with 
root  canal  therapy. 

III.  Acute  ulcerating 
gingivitis 

The  pain  is  usually  of  the  involved  areas  of 
the  gingiva,  and  its  recognition  is  usually 
obvious.  Excessive  bleeding,  necrotic  gingi- 
val tissue  with  suppurative  exudate,  offensive 
oral  odor,  and  metallic  taste  in  mouth. 

1.  Gingival  curettage. 

2.  Mouth  irrigation  by  pa- 
tient. 

3.  Insist  on  improved  oral 
hygiene. 

4.  Rest,  regular  hours,  bland 
diet. 

IV.  Periodontitis 

Steady,  gnawing  pain,  and  usually  experi- 
enced over  involved  areas,  with  evidence  of 
bleeding  and  exudate;  symptoms  produced 
by  inflammation  and  destruction  of  support- 
ing structures  of  the  teeth — the  gingiva, 
peridontal  membrane  and  alveolar  bone. 

Prognosis  good  with  perio- 
dontal therapy. 

V.  Periodontosis 

Similar  to  above,  but  is  related  to  systemic 
degenerative  diseases  such  as  diabetes  melli- 
tus,  hyperthyroidism,  and  vitamin  and  nu- 
tritional deficiences.  The  teeth  loosen  early, 
and  there  is  less  bleeding. 

Prognosis  is  poor  and  not  as 
good  as  with  periodontitis. 

VI.  Impacted  teeth 

Can  result  in  referred  pain,  with  upper  third 
molar  teeth  causing  referral  to  the  temporal 
region,  and  the  lower  third  molar  impacted 
teeth  can  refer  their  pain  to  the  area  of  the 
TM-joint,  causing  confusion  in  diagnosis. 

Extraction  or  surgical  remov- 
al. 

VII.  TM-Joint  pain 

Symptoms  are  usually  unilateral  and  related 
to  missing  teeth  non-functional  bite;  brux- 
ism  and  arthritis  must  be  kept  in  mind. 

Restore  missing  teeth,  fixed 
bridges,  partial  dentures,  and 
full  dentures. 

obstruction  results  in  the  nose  and  sinuses,  group  which  may  not  truly  belong  in  allergy 
with  secondary  headaches.  This  requires  groupings,  and  this  is  atmospheric -etiology. 
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Here,  barometric  pressure  changes,  and  hu- 
midity changes  can  cause  alterations  of  the 
mucous  membranes,  and  secondary  obstruc- 
tion, and  create  vacuums  with  similar  head- 
aches, but  this  is  about  all  that  I’d  hope  to 
find  in  an  allergic  evaluation. 

Dr.  Moore:  In  practice,  the  patient  com- 
monly thinks  of  his  eyes  first,  and  if  glasses 
do  not  alleviate  his  pain,  he  next  asks  evalu- 
ation of  his  blood  pressure,  thinking  that 
hypertension  is  the  most  likely  cause  next. 
I wish  to  ask  Dr.  Crockett  to  comment  on 
the  number  of  hypertensive  patients  that 
he  saw  in  his  practice  of  Internal  Medicine 
who  had  headache  resulting  from  their 
symptom,  and  whether  this  group  of  pa- 
tients made  up  a significant  amount  of  the 
number  of  patients  he  saw  complaining  of 
headaches. 

C.  L.  Crockett,  M.D.:  I would  answer 
that  it  would  be  a very  small  number,  and 
this  would  apply  to  both  parts  of  the  ques- 
tion. Among  hypertensive  patients,  the  very 
occasional  one  with  paroxysmal  hyperten- 
sion, such  as  a pheochromocytoma,  may 
have  headache  at  the  time  of  the  evaluation 
of  their  blood  pressure.  The  patient  enter- 
ing the  accelerated,  malignant  phase  of 
hypertension  may  have  headache,  as  may 
those  with  encephalopathy  or  on  the  thresh- 
old of  it,  but  these  situations  make  up  a 
very  small  number  of  the  hypertensive  pa- 
tients, and  poorly  responding  hypertensives 
also  seem  to  be  uncommon  in  these  days  of 
numerous  forms  of  therapy.  I think  that 
one  will  occasionally  encounter  a chronic 
hypertensive  patient  with  a complaint  of  a 
dull  frontal  headache,  but  these  are  very 
few:  I would  say  that  in  general  when  I 
encounter  a patient  with  hypertension  and 
headache,  I approach  his  problem  of  head- 
ache as  if  he  didn’t  even  have  hypertension, 
and  analyze  the  headache  in  the  history  and 
physical  as  if  he  was  hyptension-free. 

Dr.  Moore:  I’ll  ask  Dr.  Kolmer  to  make 
some  comments  on  a study  regarding  hyper- 
tension and  epistaxis,  which  I think  illus- 


trates some  more  confusion  which  abounds. 

Dr.  Kolmer:  The  study  to  which  I refer 
is  one  that  I read  during  my  internship  or 
residency  years,  and  involved  infusing  nor- 
motensive  recruits  with  a solution  contain- 
ing norepinephrine,  recording  their  blood 
pressure  and  correlating  it  with  their  com- 
plaints. It  was  found  generally  that  there 
was  no  headache  in  those  maintained  at  a 
hypertensive  level,  but  that  headaches  did 
occur  when  the  blood  pressure  was  rising,  or 
being  allowed  to  return  to  normal.  The 
second  observation  was  one  made  when  I 
was  in  residency  and  was  occasioned  because 
numerous  patients  were  found  to  have  ele- 
vated blood  pressure  at  the  time  of  their 
epistaxis  being  treated  in  the  emergency 
room,  without  previous  history  of  hyperten- 
sion, or  any  evidence  of  recurring  hyper- 
tension on  follow-up  visits.  It  is  of  impor- 
tance with  regard  to  the  patient’s  hospital 
diagnosis  record,  since  the  casual  listing  of 
*' 'Hypertensive  Vascular  Disease,  or  Hyper- 
tension”, because  the  blood  pressure  was 
elevated  when  he  was  initially  seen  could 
cause  the  patient  to  be  rated  up  for  insur- 
ance purposes.  In  our  observation  it  ap- 
peared that  the  patient  became  excited,  re- 
acted to  the  sight  of  blood,  to  the  nose  being 
packed,  etc.,  and  that  the  great  majority 
of  those  found  to  have  an  elevated  blood 
pressure  were  not  really  hypertensive  at  all, 
but  were  normotensive  when  seen  under 
normal  and  usual  circumstances. 

Dr.  Moore:  All  of  us  have  heard  the 
stories  of  patients  who  had  a nose  bleed,  and 
someone  checked  their  blood  pressure  and 
found  it  elevated,  and  commented  that  it 
was  lucky  they  had  this  episode  of  epistaxis 
or  "they  might  have  had  a stroke”.  It  would 
be  interesting  to  know  if  many  of  these 
patients  have  the  headache  found  with  acute 
response  of  the  blood  pressure  (elevation) . 

Dr.  Crockett:  I believe  the  work  to 
which  Dr.  Kilmer  refers  is  a good  example 
of  the  headache  experienced  on  acute  eleva- 
tion of  the  blood  pressure,  and  I’d  be  curious 
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to  know  what  Dr.  Moore’s  experience  has 
been  with  headaches  in  hypertensive  patients. 

Dr.  Moore:  My  experience  parallels  Dr. 
Crockett’s  in  that  numerous  patients  have 
come  of  their  own  accord,  or  on  referral  for 
hypertension,  and  a marked  elevation  of 
their  blood  pressure  was  not  associated  with 
any  symptoms  whatsoever  — they  might 
often  say  they  felt  the  best  of  their  life. 
Conversely,  I’d  see  numerous  patients  com- 
plaining of  headache,  who  felt  it  was  likely 
a result  of  blood  pressure  elevation,  and  their 
blood  presssure  would  be  normal.  Along 
this  line,  there  was  an  article  by  Dr.  John 
Moyer  on  hypertension  and  headache  in  a 
throw-away  journal,  and  he  commented 
that  when  the  diastolic  pressure  was  in  the 
range  of  140-150  mm  Hg.,  that  about  50% 
of  these  lost  their  headache  when  they  im- 
proved, associated  with  their  therapy.  So 
even  at  this  level  of  diastolic  hypertension, 
only  50%  of  those  having  headaches  could 
be  attributed  to  the  hypertension. 

I’ll  now  ask  Dr.  Strickler  to  give  us  com- 
ments regarding  headaches  in  his  practice  of 
psychiatry. 

Frank  Strickler,  M.D.:  I don’t  see  many 
patients  referred  to  me  specifically  for  a 
complaint  such  as  headache  for  evaluation 
or  therapy.  I do  encounter  the  symptom  of 
headache  in  many  of  my  psychoneurotic 
patients,  and  we  must  remember  that  this 
group  of  patients  can  develop  any  and  every 
problem  we  have  discussed  here  tonight,  so 
don’t  write  off  their  complaint  without 
evaluating  it,  just  because  they  happen  to 
be  psychoneurotic  or  psychotic.  We  see 
some  patients  with  tension  headache  asso- 
ciated with  the  situation  they  are  in,  and  if 
they  can’t  cope  with  their  situation  suffi- 
ciently, and  have  to  be  referred  for  psychi- 
atric care,  this  will  often  create  additional 
tension  headaches.  I have  a few  patients 
with  recurrent  depression,  who  present 
almost  every  time  with  a complaint  of  head- 
ache, and  in  talking  to  them,  I’m  not  appre- 
ciably impressed  with  the  headache  they 


describe,  but  am  impressed  with  the  fact 
that  they  are  becoming  depressed  again,  and 
treatment  of  the  depression  rids  them  of 
the  headache.  While  some  of  the  depressed 
patients  will  get  some  benefit  from  analge- 
sics, the  patient  having  headache  along  with 
a psychotic  reaction  will  usually  have  no 
response  to  medication,  and  you  might  as 
well  cease  giving  them.  Another  type  you 
will  encounter  in  practice,  and  in  psychiatry 
is  the  delusional  or  fixed-idea  type  of  pa- 
tient, and  I’m  thinking  of  one  now  who 
recently  complained  of  headache,  but  on 
efforts  to  get  a better  description  of  it,  she 
described  it  as  "an  awful  feeling  head”,  with 
symptom-descriptions  such  as  "swollen  feel- 
ing in  my  head”,  "feeling  as  if  my  head  were 
bursting”,  "feeling  like  something  crawling 
in  my  head”.  She  would  implore  me  to  do 
"something  for  my  poor  head”,  and  she  had 
no  real  guilt  basis  for  some  of  the  depression 
she  seemed  to  be  experiencing,  but  would 
have  a response  to  treatment;  I’d  call  these 
"a  fixed-idea  headache”.  Then  there  is  an- 
other group  who  has  a malingering  type  of 
headache;  they  are  filibustering,  and  trying 
to  lead  you  astray;  perhaps  they  are  angry 
with  their  Mother,  their  in-laws,  their  boss, 
etc.,  and  they  don’t  want  the  medication 
to  help  them.  You  may  find  this  in  the 
paranoid,  the  psychotics  or  the  malingerers. 
They  are  quite  proud  of  the  fact  that  your 
medications  "don’t  do  a damn  bit  of  good”. 
In  this  field,  you  have  to  be  an  FBI  agent  all 
the  time. 

Dr.  Moore:  There  has  been  an  interesting 
change  in  the  Amercian  public  in  the  last 
thirty  years,  in  that  formerly,  the  patient 
didn’t  like  the  diagnosis  of  nervousness  or 
nervous  tension,  and  would  make  every 
effort  to  avoid  it  or  side-step  it,  thinking  it 
had  distasteful  connotations.  In  present 
times,  this  is  reversed,  and  they  will  now 
usually  volunteer  that  they  experience  some 
nervous  tension,  and  wonder  if  this  isn’t 
the  cause  of  whatever  symptoms  they  are 
experiencing,  and  this  swing  of  the  pendu- 
lum can  lead  you  astray  in  your  diagnosis. 
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It  is  of  interest  that  some  experts  on  the 
subject  feel  that  tension  rarely  produces 
headache  unless  it  is  accompanied  by  resent- 
ment. There  are  also  attention  seekers  and 
definite  malingerers  who  diagnose  themselves 
as  suffering  headaches  and  a fair  number  of 
these  will  be  addicts. 

Dr.  Weaver : I believe  that  of  all  the 

patients  that  I see  with  headaches,  and  I see 
them  almost  all  day  long  almost  every  day, 
that  most  of  the  patients  have  a subocci- 
pital  pain  and  most  of  it  is  due  to  something 
else  other  than  a brain  tumor.  Of  course, 
we  see  many  patients  with  brain  tumors 
who  complain  of  suboccipital  headaches, 
but  usually  these  patients  have  cerebellar 
tumors,  or  cerebellar  pontine  angle  tumors, 
or  tumors  of  the  foramen  magnum  area  and 
of  the  fourth  ventricle,  but  generally  day 
in  and  day  out,  most  patients  who  have 
suboccipital  pain,  usually  have  an  etiology 
other  than  a brain  tumor.  It  is  my  impres- 
sion that  suboccipital  pain  has  been  over- 
looked and  the  cause  of  which  has  been  over- 
looked for  some  time,  and  we  have  tended 
to  classify  most  of  these  patients  as  being 
psychoneurotic.  However,  I believe  that 
many  patients  who  have  cervical  arthritis 
have  enough  neck  muscle  spasm  to  produce 
pain  in  the  neck  and  the  suboccipital  region. 
As  you  know,  the  suboccipital  region  and 
posterior  skull  area  is  fairly  heavily  endowed 
with  musculature  all  of  which  is  related  to 
the  muscles  to  the  neck.  Consequently,  when 
there  is  muscle  spasm  in  the  cervical  area, 
this  pain  very  frequently  radiates  into  the 
back  of  the  head.  Occasionally,  these  pa- 
tients will  complain  of  pain  behind  one  or 
the  other  eye;  the  cause  of  this  I do  not 
understand.  Another  group  of  patients  who 
have  considerable  suboccipital  neuralgia,  but 
do  not  have  a tumor  or  other  organic  lesions 
in  the  posterior  fossa  area,  and  who  do  not 
have  cervical  arthritis,  but  do  have  much 
muscle  spasm,  are  usually  those  patients 
with  a chronic  anxiety-tension  state.  In 
addition  to  neck  pain  these  patients  almost 
invariably  have  much  soreness  and  tension 


of  the  muscles  of  the  superior  shoulder  area, 
in  the  region  of  the  trapezius,  and  it  is  not 
uncommon  for  these  patients  to  complain 
of  some  pain  due  to  spasm  of  the  scalenus 
anticus  muscle.  They  are  usually  the  nervous 
type  of  people  and  usually  a middle  aged 
woman  with  problems.  I have  been  treating 
some  of  these  patients  over  the  years  with 
traction,  physiotherapy  and  collars;  both  in 
and  out  of  the  hospital.  Some  of  these  pa- 
tients respond  fairly  well  and  do  fairly  well 
and  are  significantly  grateful,  but  others  I 
am  unable  to  help  regardless  of  what  type 
of  therapy  that  I use. 

Dr.  S trickier : The  chiropractor  enters 
the  picture  with  the  tension  patient  who 
experiences  suboccipital  neuralgia,  if  the 
physician  fails  to  display  a sympathetic  in- 
terest, and  an  effort  to  help  the  patient. 

Dr.  Weaver:  In  regard  to  patients  who 
have  suboccipital  neuralgia,  it  is  necessary 
to  be  very  careful  in  regard  to  the  other 
possible  diagnoses,  and  I would  like  to  point 
out  some  of  these.  There  are  some  who  de- 
velop findings  that  are  suggestive  of  viral 
infection  of  the  occipital  nerves,  with  def- 
inite skin  lesions  characteristic  of  "shingles” 
in  the  suboccipital  region.  There  are  those 
who  for  some  reason  or  other  develop  a loss 
of  hair  over  the  greater  and  lesser  occipital 
nerve  distributions.  This  I do  not  under- 
stand but  possibly  somebody  else  does.  Two 
other  possibilities  that  we  must  forever 
keep  in  mind  are  patients  with  tumors  of 
the  foramen  magnum  and  those  with  tumors 
of  the  upper  cervical  spine,  particularly 
those  who  have  a metastatic  tumor  in  the 
upper  cervical  vertebrae,  particularly  of  the 
first  cervical  vertebra.  However,  in  the 
final  analysis,  most  patients  with  subocci- 
pital neuralgia  will  have  either  cervical 
arthritis  or  will  be  of  the  chronic  nervous 
tension  type  of  patient,  with  muscle  spasm 
in  the  superior  shoulder  area  and  generalized 
suboccipital  and  neck  pain. 

Dr.  Moore:  When  the  preliminary  out- 
line was  sent  to  all  the  participants  of  this 
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conference,  a list  of  unusual  headaches  was 
included  and  some  of  these  have  already  been 
discussed,  allowing  us  to  skip  over:  allergic 
headaches,  headaches  of  eye  strain;  cervical 
arthritis;  metastatic  tumor;  and  in-flight 
headache  which  is  another  barometric  head- 
ache of  the  type  to  which  Dr.  Kolmer  and 
Dr.  McCausland  alluded.  This  leaves  the 
following  still  to  be  mentioned. 

Headaches  precipitated  by  medications  or 
other  chemicals : 

This  would  include  Indocin,  Atromid-S, 
nitroglycerine,  and  preparations  chemically 
related  to  the  latter.  It  would  also  include 
those  which  cause  hypotension  in  a patient, 
such  as  the  tricyclic  group  used  in  depres- 
sion therapy,  and  these  patients  will  usually 
have  their  headaches  with  activity,  eased  by 
lying  down.  Drugs  causing  hypertension  are 
capable  of  producing  headaches  as  are  those 
which  produce  hypertension  through  inter- 
action with  another  substance,  such  as  the 
combination  of  MAO  inhibitors  with  tryp- 
tamine  or  tyramine,  as  may  be  found  in 
chocolate,  cheese,  and  red  wine.  A food 
additive  "Accent”  has  received  attention  for 
its  ability  to  trigger  headaches.  Excess  intake 
of  caffeine  via  drinks  or  in  medications  can 
produce  headache,  and  water  intoxication 
through  excessive  I.  V.  fluids  (or  from  anti- 
diuretic effect  of  medications)  can  result  in 
headaches.  The  "hangover”  headache  fol- 
lowing alcohol  ingestion  may  fit  into  this 
group,  although  some  favor  this  as  a form 
of  withdrawal,  and  others  attribute  it  to 
vasodilation.  The  precipitation  or  worsen- 
ing of  vascular  headaches  associated  with 
oral  contraceptive  therapy  is  well  recog- 
nized. 

Headaches  resulting  from  increased  venous 
pressure: 

This  group  would  include  patients  with 
cerebral  edema  resulting  from  severe  asthma, 
or  severe  chronic  obstructive  lung  disease, 
and  resultant  C02  retention.  It  would  in- 


clude the  patient  with  a tight-fitting  hat  or 
collar,  and  in  at  least  one  instance  they  re- 
sponded to  easing  the  pressure  of  tight- 
fitting  temple  pieces  of  new  glass  frames. 
The  superior  vena  cava  syndrome  warrants 
consideration  in  this  group. 

Headaches  from  infections  and  I or  toxins: 

This  group  is  encountered  frequently  by 
most  physicians  and  dentists  and  needs  no 
particular  description,  with  regard  to  a wide 
range  of  illnesses  from  influenza  to  pneu- 
monia to  streptococcal  pharyngitis,  as  well 
as  the  meningitides.  One  that  we  must  not 
fail  to  consider  when  a family  is  afflicted  by 
headache  plus  nausea  is  the  possibility  of 
carbon  monoxide  intoxication.  Also,  a rare 
patient  has  been  reported  with  headaches 
specifically  related  to  smoking. 

Headaches  related  to  hormones: 

Could  be  included  as  a form  of  vascular 
headache ; Obstetricians  are  aware  of  the 
severe  headaches  experienced  by  pregnant 
diabetics  in  the  last  trimester,  and  closely 
related  to  it  is  the  hypoglycemic  headache 
with  PZI  insulin  particularly  prone  to  pro- 
duce such  symptoms.  Many  patients  experi- 
ence a headache  as  a result  of  late-sleeping, 
which  is  probably  a hypoglycemic  headache, 
and  it  is  definitely  different  than  the  head- 
ache of  the  person  who  has  lost  sleep  for 
several  successive  nights.  While  discussing 
this  group,  we  should  keep  in  mind  Dr.  C. 
F.  Wilkinson’s  reference  to  hypoglycemia 
(Am.  J.  M.  Sci.  218:209,  1949)  as  pro- 
ducing migraine  headaches,  and  the  more 
recent  writing  of  Dr.  H.  J.  Roberts  on  this 
topic.  I have  personally  had  two  patients 
with  Addison’s  Disease,  who  had  a history 
of  migraine,  then  ceased  having  symptoms 
while  their  Addison’s  was  developing,  and 
who  resumed  having  migraine  headaches 
once  they  were  diagnosed  and  placed  on 
replacement  therapy.  Some  think  that  the 
"ice  cream  headaches”  are  related  to  blood 
sugar  effects,  but  Dr.  Weaver  feels  they  are 
a direct  response  to  the  cold,  cooling  effect 


Volume  99,  January,  1972 


53 


on  the  nerves  related  to  the  sphenopalatine 
ganglion. 

Lastly,  I think  that  the  headaches  of  cere- 
bral anoxia,  whether  from  cerebral  embolus, 
cerebral  thrombosis,  or  cerebral  arterial  in- 
sufficiency, would  be  included  in  the  illness- 
related  division  of  vascular  headaches. 

Concluding,  we  will  try  to  see  if  we  can 
agree  on  a "flow-chart”  by  which  the  young 
house  officer  might  approach  the  problem 
of  diagnosis  of  headache,  and  that  will  take 
a little  work  later  from  all  of  us.  In  our 
informal  discussions  concluding  our  session, 
I became  aware  that  Dr.  Weaver  had 
thought  that  migraine  headache  was  actually 
infrequently  experienced  by  patients,  that 


Clinical  Center  Study 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  thyroid  car- 
cinoma for  a continuing  study  being  con- 
ducted by  the  National  Institute  of  Athritis 
and  Metabolic  Diseases  at  the  Clinical  Cen- 
ter, National  Institutes  of  Health,  Bethesda, 
Maryland. 

Needed  are  patients  with  thyroid  carci- 
noma that  concentrates  1-131  and  is  not 
subject  to  surgical  cure.  Selected  patients 
will  be  admitted  for  evaluation  and  study, 
and  specific  therapy  will  be  initiated  if  de- 
sired. A hospital  stay  of  several  weeks  should 


Dr.  Crockett  had  a similar  opinion  of  the 
histamine  (or  cluster)  headache,  and  that  I 
held  the  same  opinion  for  headaches  result- 
ing from  eyestrain.  The  truth  of  the  matter 
is  that  we  were  not  seeing  these  patients  in 
our  practices — those  suspecting  eyestrain 
were  bypassing  me,  and  seeing  their  ophthal- 
mologists; those  with  migraine  must  have 
been  rarely  referred  to  Dr.  Weaver — and  I 
think  that  is  a commendable  decision  by  the 
practitioners,  and  it  apparently  hadn’t  been 
Dr.  Crockett’s  experience  to  encounter 
headaches  of  the  histamine  type. 

I wish  to  thank  everyone  for  their  time, 
and  the  information  which  they  have  con- 
tributed to  our  discussion. 


of  Thyroid  Carcinoma 

be  anticipated. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician.  He  will  receive  a summary  of 
the  diagnostic  findings  and  suggestions  for 
future  care  if  appropriate. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  this  study 
may  write  or  telephone:  Richard  Sachson, 
M.D.,  Clinical  Center,  Room  8N-262,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land 20014,  Telephone:  496-3  05  8 (Area 
code  301). 
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Skier's  Safety 


ANDREW  DOBRANSKI,  M.D. 
Springfield,  Virginia 


During  this  skiing  season  may  i 

share  with  you  a few  thoughts  regarding 
a skier’s  safety  as  afforded  by  his  equipment. 
Although  all  ski  equipment  is  presently  de- 
signed with  safety  in  mind,  ski  binding  con- 
tributes most  to  the  skier’s  safety.  Today’s 
ski  bindings  incorporate  many  safety  features 
but  unfortunately  many  times,  because  of  im- 
proper adjustment  or  improper  functioning, 
no  more  protection  is  provided  for  the  skier 
than  with  the  old  bear-traps. 

Essentially  all  types  of  bindings,  except  the 
Spademan  binding,  consist  of  a heel  unit  and 
a toe  unit.  Richard  Spademan,  orthopaedic 
surgeon,  Palo  Alto,  California,  who  analyzed 
several  hundred  skiing  injuries,  decided  to  do 
away  with  the  toe  unit  and  designed  a binding 
which  consists  of  a metallic  plate  positioned 
in  the  middle  of  the  boot  and  attached  to  a 
ski-mounted  unit.  He  claims  that  elimination 
of  the  toe-heel  vector  will  considerably  de- 
crease the  chance  of  a leg  fracture.  Introduced 
last  year  it  has  not  as  yet  gained  great  popu- 
larity. 

Toe  Units:  With  few  exceptions  they  do 
not  permit  upward  release  of  the  boot  from 
the  ski  and  release  only  when  a lateral  shear 
force  is  applied.  Some  incorporate  a double 
pivot  release  feature.  The  force  required  to 
dislodge  the  boot  from  the  toe  unit  may  be 
appropriately  adjusted.  The  toe  unit  should  be 
mounted  in  the  center  of  a straight  line  meas- 
ured on  top  of  the  ski  from  tail  to  ski  tip. 
Minor  deviations  from  this  position  do  not 
materially  affect  one’s  skiing. 

Heel  Units:  These  are  generally  designed  to 
release  upon  upward  pull  of  the  boot  away 
from  ski.  Some  are  mounted  on  turntable  and 
others  also  release  under  lateral  shear. 

Safety  Straps:  Safety  strap  prevents  the  ski 
that  released  from  running  away  from  the 


skier.  A strap,  therefore,  will  certainly  save 
you  a long  walk  down  the  hill,  possibly  through 
deep  snow  in  the  woods.  Most  ski  areas  re- 
quire such  straps  for  the  protection  of  other 
skiers.  A single  strap  does  not  prevent  a loose 
ski  from  windmilling.  This  action  may  cause 
severe  and  extensive  lacerations.  The  ski  patrol 
informs  us  that  they  treat  just  as  many  people 
for  lacerations  as  they  do  for  sprains,  strains, 
and  other  injuries.  It  is  better  to  have  a two- 
point  attachment  strap  installed  on  your  skis— 
it  helps  to  control  windmilling  effect.  This 
strap  attached  to  the  ski  4/10  of  a boot  length 
ahead  of  the  heel  unit  must  never  be  pulled 
tight  and  used  for  support.  Leave  the  strap 
loose  so  that  it  will  not  hold  the  ski  too  tightly 
to  the  boot  after  a release. 

Antifriction  Devices:  Installed  under  the 
ball  of  the  foot  they  help  to  maintain  a con- 
stant coefficient  of  friction  between  the  sole 
of  the  boot  and  the  ski.  Without  antifriction 
device  between  the  sole  of  the  boot  and  the 
ski,  friction  changes  depending  upon  the  pres- 
sure applied  to  the  ball  of  the  foot  and  pres- 
ence or  absence  of  ice,  snow,  or  sand  between 
the  sole  of  the  shoe  and  the  ski.  When  you 
lean  forward  in  a normal  skiing  position,  the 
lateral  shear  force  required  for  the  toe  unit  to 
release  may  be  more  than  double  what  it  would 
take  to  release  it  when  the  ski  is  on  a bench. 
One  can  readily  see  that  this  situation  gravely 
endangers  the  skier’s  leg. 

The  antifriction  devices  are  easily  installed 
by  the  skier  and  are  worth  their  weight  in 
unbroken  legs. 

Care  of  Ski  Bindings:  Do  not  assume  that 
your  bindings  will  be  working  well  this  sea- 
son because  they  worked  well  last  season.  The 
settings  of  the  heel  and  toe  units  should  be 
checked  twice  during  each  season.  Every  time 
you  go  skiing  the  bindings  should  be  cleaned 
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to  make  sure  they  are  free  of  dirt,  rust,  and 
foreign  matter.  The  heel  and  toe  units  should 
be  lubricated  according  to  manufacturer’s 
recommendations. 

Adjustment : The  average  skier  may  best  be 
advised  to  have  his  bindings  adjusted  by  a 
competent  ski  mechanic.  The  following  may 
serve  as  a check  list. 

Heel  unit  is  adjusted  first.  The  heel  hold- 
down bow  should  be  snug  on  the  heel.  For- 
ward pressure  from  the  heel  unit  to  the  toe 
unit  can  be  checked  on  certain  types  of  bind- 
ings. Have  the  skier  stand  on  flat  surface  with 
his  ski  boots  and  skis  on.  The  assistant,  stand- 
ing on  skis,  pulls  the  skier  forward  and  up- 
ward, raising  the  tails  of  the  skis.  The  release 
should  occur  when  the  tails  have  raised  some 
8 to  12  inches  above  the  ground.  Manufac- 
turer’s recommended  setting  according  to  your 
weight  and  skiing  ability  will  help  you  to  ar- 
rive at  the  starting  point. 

Toe  Unit  Adjustment:  The  boot  toe  should 
be  evenly  curved  and  not  wider  than  2 1/2  " for 
proper  functioning  with  most  toe  units.  The 
toe  hold-down  bar  should  not  press  on  the 
boot  sole.  There  should  be  approximately 
1/16"  up-and-down  play.  The  exception  to 
this  would  be  Cubco  and  Miller  bindings.  If 
you  have  just  installed  an  antifriction  plate, 
you  may  find  that  the  previous  toe  adjustment 
paradoxically  becomes  too  light,  this  because 
friction  between  the  boot  and  the  ski  has  now 
been  eliminated.  Release  force  is  adjusted  with 
the  skier  standing  in  a forward  lean  position. 
The  Lipe  Release  Check  allows  one  to  deter- 


mine the  force  needed  to  dislodge  the  boot 
from  the  toe  unit.  This  force  should  be 
checked  to  the  right  and  to  the  left  for  each 
toe  unit,  and  it  depends  on  your  weight  and 
skiing  ability.  It  is  stressed  that  an  antifriction 
device  is  an  absolutely  essential  item  of  the 
entire  mechanism. 

The  setting  remains  by  no  means  constant. 
Billy  Kidd  (SKI,  Dec.,  1970)  describes  his 
way  of  adjusting  the  bindings  according  to 
snow  conditions  and  type  of  skiing  he  is  to 
perform.  For  soft  snow  the  binding  setting 
is  slightly  lighter,  tighter  for  ice.  Slalom  ski- 
ing, done  at  relatively  slower  speeds,  calls  for 
lighter  settings  while  downhill  and  giant  sla- 
lom calls  for  a firmer  setting. 

Untimely  and  unnecessary  binding  release 
without  a fall,  as  in  hard  mogul  skiing,  may  be 
just  as  injurious  to  your  shoulder  as  delayed 
or  blocked  release  may  be  to  your  leg. 

It  is  hoped  that  the  time  spent  in  reading 
this  note  may  help  to  consolidate  your  think- 
ing about  proper  use  and  adjustment  of  the 
ski  bindings  so  that  full  advantage  will  be  taken 
of  their  safety  features.  If  you  do  your  part, 
you  will  be  protected  not  only  by  “silent  love 
and  friendship”  which,  I am  sure,  usually  sur- 
rounds you,  but  also  by  a properly  adjusted 
and  functioning  ski  binding.  And,  having  en- 
joyably  and  safely  completed  your  skiing 
season,  you  will  then  be  ready  to  participate 
in  this  year’s  sports  tournament,  notably  in  its 
skeet  and  trap  shooting  events! 
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Clinical  History 

This  5 8 -year-old  Negro  male  was  referred 
to  the  Medical  College  of  Virginia  Hospitals 
from  the  Medical  East  Clinic  because  of  an 
unresolved  pneumonia  and  a left  hilar  mass. 

The  patient  had  been  well  until  5-6  weeks 
prior  to  admission  when  he  noticed  the  onset 
of  anorexia  and  weakness.  Three  weeks  later 
he  noticed  the  onset  of  intermittent  fever 
associated  with  "congestion”  in  his  chest 
and  non-productive  cough.  He  denied  pleu- 
ritic pain,  orthopnea,  nocturia  or  dependent 
edema,  but  had  noticed  exertional  dyspnea. 
Physical  examination  in  the  MCV  Emer- 
gency Room  on  11/4/70  revealed  a temper- 
ature of  103  , pulse  95,  respirations  40, 
blood  pressure  130/80.  He  was  noticed  to 
have  firm,  posterior  cervical  lymph  nodes 
bilaterally  and  a firm,  non- tender  right 
supraclavicular  node.  He  was  found  to  have 
crepitant  and  inspiratory  rales  in  both  lower 
lobes  posteriorly  and  harsh  expiratory 
rhonchi  over  both  lower  lobes.  Hemoglobin 
14.5  gm%,  white  count,  2,700/mm3  with 
68%  neutrophils,  1%  eosinophils,  1%  baso- 
phils, 27%  lymphocytes  and  3%  mono- 
cytes. BUN  30  mg%,  blood  sugar  84  mg%. 


Chest  x-ray  revealed  the  heart  to  be  of  nor- 
mal size.  The  aorta  was  tortuous.  There 
was  a large  hilar  mass  on  the  left  and  a 
patchy  infiltrate  in  the  right  and  left  bases. 
Sputum  culture  grew  Neisseria.  Ampicillin 
was  started  and  he  was  discharged  to  be 
followed  in  the  Medical  East  Clinic. 

On  his  return  to  the  clinic  on  11/10/70, 
he  was  still  febrile  with  a temperature  of 
100°,  and  the  pulmonary  findings  and  lym- 
phadenopathy were  essentially  unchanged. 
He  was  hospitalized  for  further  study. 

Past  medical  history  was  significant  in 
that  there  had  been  two  previous  episodes 
of  pneumonia  several  years  ago,  and  he  had 
been  hospitalized  at  MCV  in  1968  for 
chickenpox. 

Social  History:  He  was  unmarried  and 
drank  /z  pint  of  whiskey  per  day.  He  had 
smoked  a pack  of  cigarettes  daily  for  30 
years. 

Family  History:  Non-contributory. 

Keview  of  Systems:  Negative  except  as 
in  the  present  illness. 

Physical  Examination:  BP  130/80,  P 120, 
R 18,  T 102°.  Patient  was  a well-developed, 
thin,  middle-aged  Negro  male  of  small  stat- 
ure who  was  alert,  cooperative  and  oriented. 
Sclerae  were  clear.  Extraocular  movements 
were  intact.  Fundi  were  normal.  Ears,  nose 
and  throat  were  unremarkable.  There  was 
poor  dental  hygiene.  The  neck  was  supple. 
There  were  numerous  discrete  firm  nodes 
in  the  posterior  cervical  chain  which  were 
more  prominent  on  the  right.  Thyroid  was 
not  enlarged.  There  was  no  venous  disten- 
tion. Chest  symmetrical.  Lungs  were  clear 
to  percussion.  On  auscultation,  a few 
rhonchi  were  heard  in  the  left  lower  lobe. 
Maximum  cardiac  impulse  was  in  the 
xiphoid  area.  There  was  a sinus  tachycardia 
with  a regular  rhythm  and  a S3-S4  gallop. 
No  murmurs  were  detected.  The  abdomen 
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was  soft  and  flat  without  detectable  organ 
enlargement  or  masses.  Genitalia  normal. 
Extremities  revealed  no  edema  and  the 
pulses  were  full  and  equal  bilaterally.  There 
were  discrete,  non-tender,  1 cm  bilateral 
axillary  and  inguinal  lymph  nodes.  Rectal 
examination  was  normal  and  the  stool  was 
negative  for  occult  blood.  Neurological  ex- 
amination was  within  normal  limits. 

Laboratory  Data:  Urine  was  amber,  hazy 
and  acid,  with  a specific  gravity  of  1.023. 
There  was  trace  proteinuria,  no  blood  or 
bile.  Microscopic  examination  of  the  urine 
sediment  revealed  1-3  WBC/hpf  but  was 
otherwise  unremarkable.  Hemoglobin  1 5 
gm%,  RBC  5.28  million,  HCV  87  cu 
MCH  27  ^g,  MCHC  33%.  WBC  3,100/ 
mm3  with  5 7 % neutrophils,  1 % eosinophils, 
41%  lymphocytes  and  1%  monocytes. 
Platelet  count  170,000/mm3;  reticulocyte 
count  0.2%.  Serum  calcium  8.2  mg%, 
phosphorus  2.7  mg%,  BUN  16  mg%,  uric 
acid  2.8  mg%,  cholesterol  210  mg%.  Total 
protein  7 gm%  with  an  albumin  of  2 gm%. 
Total  bilirubin  0.6  mg%,  alkaline  phospha- 
tase 5 5 mu/ ml,  SGOT  95  mu  /ml,  serum 
LDH  1,320  mu/ml.  LDH  isozymes  revealed 
LDH-1  17%,  LDH-2  25%,  LDH-3  28%, 
LDH-4  20%,  LDH- 5 10%.  Serum  protein 
electrophoretic  pattern  revealed  a general- 
ized increase  in  gamma  globulin  without 
specific  abnormality.  Three  L.E.  prepara- 
tions were  negative.  Antinuclear  antibody 
test  was  negative.  Plasma  cortisol  27  /xg%. 
Total  serum  thyroxin  4.1  ^g%;  serum  free 
thyroxin  1.18  ng%.  Creatinine  1.2  gm%. 
Serum  sodium  116  mEq/l,  potassium  4.7 
mEq/l,  chlorides  80  mEq/l,  CCb  20 
mEq/l.  Serum  osmolality  272,  urine  osmo- 
lality 367.  Alkaline  phosphatase  isoenzymes 
showed  the  975  mu/ ml  derived  from  liver. 
STS  was  non-reactive.  Serum  BJ2  2,021  pg/ 
ml.  Serum  folate  5.4  ng/ml.  Complement 
fixation  tests  for  Blastomycosis,  Coccidio- 
idomycosis and  Histoplasmosis  antigens  1 
and  2 were  negative.  A Direct  Coombs  test 
was  weakly  positive.  Multiple  blood  cul- 
tures were  negative.  Sputum  and  stool  cul- 


tures grew  only  normal  flora.  Multiple 
sputum  cultures  and  gastric  washings  for 
acid-fast  bacilli  were  negative.  Urine  cul- 
tures were  negative  for  acid-fast  bacilli  but 
one  specimen  grew  two  colonies  of  a Group 
2 Scotochromagen.  Urine,  sputum  and 
blood  cultures  for  fungi  were  negative. 
Peripheral  smear  showed  normocytic,  nor- 
mochromic red  cells  with  polychromasia, 
and  a slight  increase  in  anisocytosis  and 
poikilocytosis.  Platelets  were  thought  to  be 
within  the  low  normal  range.  There  was  a 
leukopenia  with  a preponderance  of  lym- 
phocytes. Toxic  changes  and  Ddhle  bodies 
were  seen  in  the  granulocytes.  A marrow 
aspirate  was  thought  to  be  quite  diluted 
although  a few  spicules  were  seen  that 
showed  adequate  cellularity;  some  mega- 
karyocytes and  platelets  were  seen.  Ery- 
thropoiesis  was  normoblastic.  Plasma  cells 
were  thought  to  be  relatively  increased. 
There  was  a depression  of  myelopoiesis  and 
erythropoiesis.  There  were  frequent  histio- 
cytes and  occasional  ones  were  noted  to 
show  erythrophagocytosis.  The  marrow 
stain  for  ion  was  positive.  No  foreign  cells 
were  seen.  A repeat  aspiration  again  ap- 
peared to  be  somewhat  diluted  but  was 
essentially  unchanged.  Eight  sputum  cy- 
tology studies  were  performed,  two  of 
which  were  thought  to  show  conclusive  evi- 
dence of  malignant  neoplasm. 

Chest  x-ray  showed  the  lung  parenchyma 
to  be  essentially  clear,  with  prominence  of 
the  pulmonary  vasculature  and  some  pleural 
thickening  at  the  left  base.  The  heart  was 
at  the  upper  limits  of  normal  size  and  the 
aorta  was  unremarkable.  A barium  enema 
showed  poor  visualization  of  the  ascending 
colon  but  was  otherwise  normal.  A Tc-99 
liver  scan  was  normal.  An  electrocardio- 
gram revealed  a sinus  tachycardia. 

Because  of  the  unexplained  fever,  a lum- 
bar puncture  was  performed  on  admission, 
revealing  an  opening  pressure  of  120  mm 
of  water  and  normal  dynamics.  The  fluid 
was  clear  and  colorless.  There  was  27.3 
mg%  of  protein;  no  red  cells  or  white  cells 
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were  seen  and  an  India  ink  preparation  was 
negative.  After  cultures  were  drawn,  the 
patient  was  started  on  penicillin-G  intra- 
muscularly but  continued  to  have  daily  tem- 
perature spikes  between  102  and  104  daily. 

The  patient  underwent  right  cervical 
node  biopsy  on  11/16/70  and  inadvertently 
the  entire  specimen  was  sent  for  culture. 
The  cultures  of  the  node  were  negative.  A 
repeat  lymph  node  biopsy  from  the  right 
neck  showed  massive  necrosis  and  hemor- 
rhage in  the  node  with  numerous  bizarre 
cells  with  prominent  nucleoli  scattered 
throughout  the  node.  Another  lymph  node 
biopsy  was  requested. 

The  patient  developed  asymptomatic 
hypotension  a week  following  admission 
following  fluid  restriction  in  an  attempt  to 
raise  the  serum  sodium.  After  an  intra- 
venous infusion  of  normal  saline,  the  serum 
sodium  rose  to  13  3 mEq  1 and  remained 
within  normal  limits  for  the  remainder  of 
his  hospitalization,  but  hypotension  per- 
sisted. The  patient  showed  progressive  de- 
terioration in  his  clinical  state  with  persis- 
tent fever  and  weakness.  His  bilirubin  rose 
gradually  to  12  mg%,  alkaline  phosphatase 
825  mu  ml,  LDH  5,445  mu/ ml  and  SGOT 
2,700  mu/ml.  Over  a three  week  period 
his  hemoglobin  gradually  fell  to  6.6  gm%, 
his  white  count  to  1,400 /mm3  and  his  plate- 
let count  to  98,000/mm3.  The  reticulocyte 
count  was  1.2%. 

He  became  lethargic,  lapsed  into  coma 
with  decerebrate  posturing,  and  despite 
supportive  measures  went  progressively 
downhill  and  was  pronounced  dead  on 
12/2/70  at  8:30  a.m. 

An  autopsy  was  obtained. 

Clinical  Discussion 

Eleanor  Freed,  M.D.:  The  case  for  dis- 
cussion today  involves  a 5 8 -year-old  Negro 
male  who  was  admitted  for  the  evaluation  of 
an  infiltrative  chest  disease  and  a left  hilar 
mass.  He  had  the  onset  of  anorexia  and 
weakness  5-6  weeks  before  his  admission, 
then  fever  and  what  he  thought  was  con- 


gestion in  his  chest.  A non-productive 
cough  was  also  present.  He  felt  ill  enough 
to  come  to  the  Emergency  Room,  where 
the  findings  were  a temperature  of  103', 
rapid  respirations  and  a normal  blood  pres- 
sure. Adenopathy  of  the  posterior  cervical 
nodes  was  noted  and  also  a non-tender  right 
right  supraclavicular  node.  Rales  and  rhon- 
chi  were  noted  in  both  lower  lobes.  Ampicih 
lin  was  started  and  the  patient  was  sent  home. 
Six  days  later,  however,  he  came  back  to  the 
clinic,  still  febrile.  His  physical  findings 
were  said  to  be  unchanged  and  he  was  ad- 
mitted to  the  hospital  for  further  work-up. 

Physical  examination  again  revealed  a 
normal  blood  pressure  and  elevated  temper- 
ature. He  was  ventilating  at  a normal  rate. 
Bilateral  posterior  cervical,  axillary  and 
inguinal  adenopathy  was  noted.  The  rales 
in  the  lower  lobes  had  disappeared  and  only 
a few  rhonchi  were  heard.  Examination  of 
the  heart  revealed  a sinus  tachycardia  and 
an  S3-S4  gallop.  The  abdominal  organs  were 
not  felt.  The  rest  of  the  examination  was 
said  to  be  normal. 

For  purposes  of  later  discussion,  I would 
like  to  talk  about  some  of  the  laboratory 
studies  in  groups,  and  maybe  we  can  make 
some  sense  out  of  them. 

First  let  us  consider  his  hematologic  status 
— his  hemoglobin  was  normal,  which  is 
amazing  for  a man  who  has  been  ill  for  over 
two  months.  This  virtually  rules  out  acute 
leukemia,  in  which  anemia  is  almost  always 
present  when  the  patient  presents  himself 
with  symptoms  such  as  adenopathy,  fever 
and  generalized  wasting.  The  reticulocyte 
count  was  0.2%,  on  the  low-normal  side, 
and  is  helpful  in  ruling  out  a hemolytic  state 
going  on  at  the  present  time.  The  red  cell 
indices  were  normal.  There  was  a leuko- 
penia again  noted,  the  count  being  3,100 
with  57%  polys,  41%  lymphocytes,  1 eosi- 
nophil and  1 monocyte.  I think  it  probably 
was  lower  than  this  by  looking  at  the  pe- 
ripheral smears,  but  I am  not  sure.  There 
was  no  mention  of  any  abnormality  of  the 
cells  on  the  peripheral  smear,  so  I will  assume 
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that  they  were  normal.  The  platelet  count 
was  normal.  The  urinalysis  was  normal 
except  for  a trace  of  protein,  and  he  was 
able  to  concentrate  his  urine  to  1.023.  The 
calcium  was  a little  low,  and  I blame  this 
on  the  low  serum  albumin. 

The  liver  enzymes  were  reported  as  ab- 
normal, with  a mild  elevation  of  the  SGOT 
to  95,  elevated  alkaline  phosphatase  and  a 
marked  increase  of  the  LDH.  The  isoen- 
zyme determinations  of  the  LDH  were 
generally  increased  in  3 and  4 and  this  could 
be  muscle  or  blood — it  is  usually  1 or  2 for 
red  cells.  The  alkaline  phosphatase  was 
shown  to  be  derived  from  the  liver  on  iso- 
enzyme studies.  Electrophoresis  showed  only 
a broad  gamma  globulin  increase.  The  bili- 
rubin was  normal.  To  go  along  with  other 
liver  abnormalities  was  a serum  B12  at  2,021 
picagrams,  the  normal  in  our  lab  being  up 
to  about  640.  The  most  common  reason 
for  very  high  levels  of  this  vitamin  other 
than  the  administration  of  it  is  granulo- 
cytic leukemia  and  the  second  most  common 
cause  is  acute  liver  disease,  usually  with 
necrosis.  Halsted  and  his  associates1  reported 
60  patients  with  acute  liver  disease,  usually 
massive  necrosis,  in  whom  Bi2  levels  varied 
from  150  to  3,5  50,  with  a mean  level  of 
728  picagrams.  In  the  same  study,  six 
patients  presented  with  leukemia  and  had 
levels  from  5 60  to  4,600  with  a mean  of 
2,150.  I don’t  think  our  patient  had  an 
acute  leukemia,  so  that  means  acute  liver 
necrosis.  As  we  go  on,  more  enzyme  studies 
show  worsening  of  his  liver  problem. 

Then  we  are  told  that  his  plasma  cortisol 
level  was  27  mg%.  This  is  normal,  but  we 
do  not  know  under  what  circumstances  it 
was  drawn  or  what  time  of  the  day  it  was 
drawn.  Agglutinins  and  cultures  were  done 
and  all  were  negative.  I am  given  no  in- 
formation about  a tuberculin  skin  test. 
Surely  it  was  done  as  part  of  an  infectious 
disease  or  fever  of  unknown  origin  work-up. 

Serum  electrolytes  were  abnormal  with  a 
low  sodium  and  a slightly  elevated  potassium 
in  the  face  of  normal  renal  function.  The 


state  of  hydration  and  mental  state  at  the 
time  of  these  determinations  would  be  very 
helpful. 

Then,  of  course,  a blood  smear  and  a bone 
marrow  aspirate  were  examined.  The  blood 
smear  showed  normocytic,  normochromic 
red  cells  with  polychromasia  and  slight  var- 
iation in  size  and  shape.  The  platelets  were 
adequate.  Leukopenia  was  evident  and  there 
was  a predominance  of  lymphocytes.  They 
were  not  reported  to  be  abnormal.  There 
were  toxic  changes  and  Dohle  bodies  in  the 
neutrophils.  The  bone  marrow  (done  twice) 
was  thought  to  be  hypocellular  and  diluted 
with  peripheral  blood.  Some  megakaryo- 
cytes and  platelets  were  seen  and  erythropo- 
iesis  was  somewhat  depressed  and  normo- 
blastic. Plasma  cells  were  relatively  increased 
and  frequent  histiocytes  were  seen. 

Dr.  Johnston  let  me  look  at  these  marrow 
preparations,  and  I confirmed  the  observa- 
tion of  many  large  histiocytes  showing 
erythrophagocytosis  and  vacuolization. 
They  contained  abundant  pale  blue  cyto- 
plasm with  nuclei  usually  showing  a fine 
chromatic  network. 

Of  eight  sputums  sent  for  cytology,  two 
were  thought  to  show  conclusive  evidence 
of  malignant  neoplasm,  and  I think  these 
were  probably  malignant  histiocytes. 

Some  x-rays  were  obtained  and  at  this 
time  I would  like  to  ask  the  radiologist  to 
review  them. 

James  Glenn , M.D.:  Several  chest  films 
were  done.  The  first  one  ( taken  on  11/4/70) 
showed  the  heart  to  be  at  the  upper  limits 
of  normal  size.  The  lungs  are  primarily 
clear.  The  only  area  of  infiltration  or  ab- 
normal density  is  at  the  left  lateral  costo- 
phrenic  angle.  There  are  some  linear  mark- 
ings in  this  region  that  most  likely  represent 
a small  pneumonic  infiltrate  or  discoid 
atelectasis. 

The  next  chest  film  was  done  11/10/70. 
The  small  linear  density  seen  previously  at 
the  base  of  the  left  lung  is  no  longer  present. 
This  probably  represents  clearing  of  a pneu- 
monic infiltration  or  clearing  of  discoid 
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atelectasis.  There  is  bilateral  pulmonary 
vascular  congestion,  best  seen  in  the  central 
portion  of  each  lung.  A lateral  film  at  this 
time  shows  that  the  spine  is  grossly  normal. 
The  heart  is  prominent  posteriorly,  probably 
representing  left  ventricular  prominence. 

The  last  chest  film  is  dated  11/25/70. 
There  has  been  interval  increase  in  the  size 
of  the  heart  and  increased  congestion  of 
the  pulmonary  vasculature  bilaterally.  There 
is  also  a small  amount  of  pleural  fluid  along 
the  lower  left  lateral  chest  wall.  At  this 
time,  the  appearance  of  the  chest  is  com- 
patible with  moderate  congestive  heart 
failure. 

Intravenous  pyelography  did  not  show 
any  gross  abnormalities.  There  is  a sugges- 
tion of  mild  hepatomegaly.  The  spleen  is 
not  identified.  The  barium  enema  showed 
a small  amount  of  scattered  fecal  material 
and  was  otherwise  normal. 

Dr.  Freed:  Because  of  continued  fever,  a 
spinal  tap  was  done  and  was  normal.  Peni- 
cillin was  started  but  the  patient  did  not 
show  response  to  this.  On  the  6th  hospital 
day,  a right  cervical  node  biopsy  was  per- 
formed, but  accidentally  the  whole  node 
went  for  culture  and  no  organisms  were 
grown  from  this.  Repeat  biopsy  in  the  same 
area  showed  massive  necrosis  and  hemor- 
rhage with  numerous  bizarre  cells  with 
prominent  nuclei  that  were  scattered 
throughout  the  lymph  node.  The  nodal 
architecture  was  completely  gone.  Special 
stains  for  fungi  and  acid-fast  organisms 
were  negative.  An  inguinal  node  was  later 
examined,  and  the  same  picture  of  massive 
necrosis  and  hemorrhage  with  histiocytes 
embedded  in  it  was  seen. 

It  is  then  evident  that  the  patient  got 
much  worse,  with  hypotension,  increase  in 
bilirubinemia  and  high  levels  of  liver  en- 
zymes. His  hemoglobin  fell  to  6.6,  he  got 
more  leukopenic  and  became  thrombopenic. 
He  then  went  into  coma,  developed  decere- 
brate posturing  and  died  some  3 weeks 
after  admission. 

I would  like  to  discuss  what  happened  to 


his  blood  pressure  and  why  the  low  serum 
sodium  levels,  but  I do  not  know  his  state  of 
hydration  and  what — if  any — intravenous 
fluids  he  got.  I suspect  that  he  had  water  in 
excess  of  salt,  and  he  could  have  developed 
inappropriate  ADH  secretion  which  is  char- 
acterized by  hyponatremia  and  water  re- 
tention, with  persistent  natriuresis.  No  urine 
sodium  determination  is  mentioned  in  this 
protocol.  I doubt  adrenal  insufficiency  in 
the  face  of  a normal  plasma  cortisol  level. 
Diabetes  insipidus  may  develop  in  a patient 
with  hypothalamic  lesions,  and  he  may  have 
developed  infiltration  in  this  region  ter- 
minally. 

So  today  we  are  concerned  with  a man 
afflicted  with  an  illness  of  no  more  than  a 
few  weeks’  duration.  Major  features  were 
a febrile  wasting  state;  more-or-less  gen- 
eralized non-tender  lymphadenopathy,  with 
massive  necrosis  and  hemorrhage  and  bizarre 
cells  as  the  histological  picture ; an  abnormal 
bone  marrow  containing  erythrophagocytic 
histiocytes ; severely  abnormal  liver  function 
studies;  terminal  pancytopenia;  and  a ter- 
minal neurological  disaster  that  led  to  his 
death. 

On  the  basis  of  the  data  provided  me,  it 
seems  to  me  that  the  major  problem  resides 
with  the  reticulo-endothelial  system.  My 
task  is  to  decide  whether  this  involvement 
was  a manifestation  of  an  infectious  disease 
or  a malignant  process  arising  from  within 
or  without  the  reticulo-endothelial  system. 

Hopefully,  relatively  few  infectious  dis- 
eases merit  consideration.  The  first  entity  is 
adult-acquired  toxoplasmosis.  This  can  pro- 
duce severe  and  fatal  disease  with  a wide 
spectrum  of  clinical  manifestations.  The 
most  common  form  in  adults  is  the  glandu- 
lar form  of  toxoplasmic  lymphadenitis.  It 
may  have  gradual  onset  with  sweating, 
malaise,  and  anorexia,  or  have  a sudden  onset 
with  chills  and  fever.  Fever  is  usually  mod- 
erate and  lasts  from  a few  days  to  a month 
or  more.  Sore  throat,  headaches,  myalgias, 
arthralgias  and  abdominal  pain  are  often 
present,  but  were  absent  in  our  patient. 
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Adenopathy  is  the  prominent  feature,  and 
can  involve  several  chains  of  nodes.  The 
nodes  are  described  as  firm,  smooth,  discrete 
and  freely  movable,  and  at  first  can  be 
tender.  Examination  of  the  blood  reveals 
either  a normal  picture  or  a very  abnormal 
one.  Very  frequently,  a relative  or  absolute 
lymphocytosis  with  atypical  Downey-type 
lymphocytes  is  seen.  The  serological  tests 
for  antibodies  against  toxoplasmosis  are 
strongly  positive.  Characteristic  histological 
changes  in  the  lymph  nodes  such  as  hyper- 
plastic follicles  with  irregular  but  intact 
borders  are  seen.  Large  monocytoid,  some- 
times nucleated,  histiocytes  are  in  the  sinuses. 
Eosinophils  and  plasma  cells  are  seen  with 
the  histiocytes,  and  necrosis  has  been  de- 
scribed as  being  rare  in  the  lymph  nodes. 
In  many  patients,  Toxoplasma  gondii  has 
been  isolated  from  the  nodes  by  animal  in- 
oculation techniques.  Miliary  toxoplasmosis 
can  occur  with  involvement  of  many  or- 
gans, but  with  this  there  is  always  a macu- 
lopapular  rash  accompanying  the  disease. 
The  patient  today  did  not  have  a rash.  This 
form  of  disease  may  have  a fatal  termina- 
tion. The  cysts  of  toxoplasmosis  are  seen 
in  many  organs  and  can  be  cultured  in  ani- 
mals. I will  exclude  this  diagnosis  because 
the  appearance  of  the  lymph  node  in  this 
case  does  not  fit  the  description. 

The  next  diagnosis  I will  consider  is  syph- 
ilis, another  great  mimicker  of  many  dis- 
eases. Generalized  lymphadenopathy  can 
occur  in  secondary  syphilis  along  with  fever 
and  malaise.  Elowever,  the  blood  serology 
in  this  case  was  non-reactive,  and  I will  ex- 
clude this  disease  on  this  point. 

Another  disease  that  warrants  discussion 
in  infectious  disease  differential  is  tubercu- 
losis, The  diagnosis  always  comes  up  when 
a fever  of  unknown  origin  is  mentioned, 
and  also  when  there  is  unexplained  adeno- 
pathy or  pancytopenia  with  a hypocellular 
bone  marrow.  It  can  produce  a clinical 
picture  identical  to  the  one  in  this  patient, 
even  with  the  erythrophagocytosis.  In  fact, 
this  disease  is  extremely  tempting  to  me  as 


we  just  had  a very  similar  case  a couple  of 
months  ago.  We  have  been  taught  that  the 
lymph  nodes  in  tuberculosis  are  massed  to- 
gether and  immobile,  being  adherent  both 
to  each  other  and  to  the  overlying  tissue,  but 
there  is  a rare,  acute  form,  in  which  the 
nodes  remain  firm  and  freely  movable.  A 
helpful  point  here  is  this  form  involves  the 
nodes  beneath  the  jaws  and  in  the  anterior 
rather  than  posterior  cervical  chain.  The 
miliary  form  of  tuberculosis  can  have  an 
acute  fatal  downhill  course  with  infiltration 
of  liver,  bone  marrow,  lungs  and  spleen,  and 
can  produce  signs  of  functional  liver  im- 
pairment as  we  see  in  this  case.  Splenomegaly 
may  be  lacking  occasionally,  but  should 
usually  be  present.  There  is  inhibition  of 
bone  marrow  functions,  probably  by  the 
by-products  of  the  tubercle  bacillus.  The 
result  may  be  aplasia,  leukemoid  reaction, 
myelosclerosis,  myelocytosis  or  many  other 
blood  pictures.  The  biopsy  in  this  case  is 
really  not  typical  of  the  caseous  necrosis  and 
giant  cell  formation  one  sees  in  tuberculosis. 

For  the  sake  of  completeness,  I will  men- 
tion sarcoidosis.  The  node  did  not  show  the 
foreign  body  giant  cells  and  non-caseating 
granulomata  needed  to  suggest  this  diagno- 
sis. There  was  no  bilateral  symmetrical 
lymphadenopathy  in  the  hilar  areas,  and  the 
course  was  just  too  fulminant  for  the  diag- 
nosis of  sarcoidosis. 

None  of  these  infectious  diseases  men- 
tioned account  satisfactorily  for  this  man’s 
problem.  Now  I will  proceed  with  the  con- 
sideration of  malignant  processes. 

Acute  leukemias  may  present  in  this  man- 
ner. Every  organ  can  be  invaded  by  leu- 
kemic cells.  The  spleen  may  be  normal  in 
size  or  slightly  enlarged.  There  is  extensive 
replacement  of  the  normal  bone  marrow 
elements  by  diffuse  proliferation  of  primi- 
tive cells,  which  was  not  seen  in  this  case. 
Furthermore,  I could  find  no  references  to 
erythrophagocytosis  occurring  in  the  mar- 
row to  the  degree  that  it  is  here  unless  there 
is  an  associated  auto-immune  hemolytic 
anemia.  As  I said  previously,  a normal 
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hemoglobin  and  platelet  count  would  be 
very  unusual  in  a case  of  acute  leukemia. 

Acute  lymphoblastic  leukemia  is  usually 
limited  to  children  or  to  the  very  elderly, 
and  the  spleen,  liver  and  lymph  nodes  in- 
crease in  size  during  the  course  of  the  disease 
but  are  not  always  enlarged  at  the  onset.  In 
at  least  90%  of  the  cases,  anemia  and  throm- 
bocytopenia are  present  when  the  disease  is 
first  manifest.  Enlargement  of  the  lymph 
nodes  is  much  more  prominent  in  acute  lym- 
phocytic leukemia  than  any  other  acute 
form.  If  he  had  leukemia,  it  was  most  likely 
a chronic  form. 

Chronic  lymphocytic  leukemia2  is  the 
most  common  form  found  between  the  ages 
of  40  and  70,  and  the  peak  incidence  falls 
between  the  sixth  and  the  seventh  decades. 
Males  are  more  commonly  affected  than 
females,  in  a ratio  of  between  2-3:1.  The 
commonest  early  symptom  is  painless  sym- 
metrical superficial  lymph  node  swelling, 
the  degree  being  slight-to-moderate.  Spleno- 
megaly is  often  an  early  sign  and  always 
becomes  markedly  enlarged  during  the 
course  of  the  disease.  The  man’s  spleen  never 
became  palpable  as  far  as  I know  and  was 
not  seen  on  x-ray.  Furthermore,  I think  it 
would  be  very  uncommon  for  a massive 
liver  necrosis  to  occur  in  lymphocytic  leu- 
kemia without  drug  therapy  or  blood  trans- 
fusions with  associated  serum  hepatitis.  An- 
other point  against  the  patient  having  this 
disease  is  the  fact  that  he  was  not  hypo- 
gammaglobulinemia The  ability  to  produce 
circulating  antibodies  is  markedly  impaired 
in  the  patient  with  lymphocytic  leukemia, 
and  our  patient  had  no  gamma  globulin 
deficit  that  I am  aware  of.  Finally,  the 
lymph  node  biopsy  virtually  rules  out  this 
diagnosis.  There  was  no  increase  in  lympho- 
cytes found  in  this  man’s  lymph  nodes. 

Chronic  monocytic  leukemia2  is  an  ex- 
tremely rare  disease  and  because  this  is  an 
unusual  case,  I will  discuss  it  for  a moment. 
As  in  our  patient,  leukopenia  or  an  aleu- 
kemic blood  picture  is  often  observed  at 
the  onset  and  occasionally  abnormal  mono- 


cytes will  be  seen  on  the  peripheral  smear. 
During  the  pre-leukemic  phase,  pancyto- 
penia and  a hypercellular  but  non-leukemic 
marrow  may  precede  the  diagnostic  hema- 
tologic features.  Often  the  diagnosis  of 
hypersplenism  is  made.  Interestingly,  with- 
in the  lymph  nodes  the  monocytes  are  most 
abundant  in  the  sinuses  and  phagocytosis  of 
red  cells  and  granulocytes  and  platelets  by 
the  leukemic  monocytes  may  take  place. 
Obviously,  no  one  thought  this  was  what 
the  patient  had,  because  no  therapy  was 
instituted  and  the  lymph  node  biopsy  was 
undertaken  to  make  the  diagnosis. 

Another  possibility  that  needs  to  be  ex- 
cluded is  Hodgkin’s  disease.  Most  com- 
monly, this  disease  presents  with  painless 
swelling  of  the  nodes  in  the  neck  in  a young, 
healthy-appearing  person.  There  can  be  an 
associated  fever  and  very  frequently  there 
are  associated  night  sweats,  which  this  man 
did  not  have.  In  the  older  patient,  however, 
the  disease  tends  to  present  more  as  a neo- 
plastic process  and  the  sarcomatous  variety 
is  seen  more  often  than  the  granuloma  type. 
The  sarcoma  type  can  well  be  what  this  man 
had,  as  there  waes  a similar  case  seen  here 
not  long  go  in  which  all  of  the  nodes  were 
found  to  be  necrotic  at  the  time  of  autopsy 
in  an  elderly  Negro  woman.  However,  her 
disease  went  on  much  longer  than  this  pa- 
tient’s and  was  associated  with  hypercal- 
cemia and  hypogammaglobulinemia.  I do 
not  think  erythrophagocytosis  was  seen  in 
the  marrow  or  in  other  tissues.  Bone  mar- 
row lesions  do  not  develop  until  rather  late 
in  the  course  of  the  disease,  occurring  as 
minute,  discrete  lesions  probably  seeded 
through  the  blood  stream  and  in  the  mar- 
row. Because  these  lesions  occupy  only  a 
small  part  of  the  total  marrow,  they  are  not 
commonly  found  on  aspiration  and  biopsy 
may  be  needed  to  find  them.  I have  not  been 
able  to  find  any  reports  of  erythrophago- 
cytosis in  the  aspirated  bone  marrow  in  the 
absence  of  an  associated  auto-immune, 
hemolytic  anemia. 

Finally,  I would  like  to  concentrate  on 
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the  unusual  clinical  variants  of  disseminated 
reticulo-endothelial  disease  that  are  charac- 
terized by  histiocytic  proliferation. 

Many,  if  not  all,  of  the  entities  I am  going 
to  mention  share  features  that  are  very  sim- 
ilar. All  of  them  are  fatal,  the  course  being 
the  same  as  that  of  leukemia  or  lymphoma. 
The  pathologic  picture  is  similar  in  that  one 
finds  predominantly  histiocytes  showing 
variable  degrees  of  maturity.  Phagocytosis 
may  be  prominent  when  these  cells  are  well 
differentiated. 

Histiocytosis  X2  is  the  name  given  to  this 
spectrum  of  diseases  in  which  the  principal 
pathological  finding  is  diffuse  proliferation 
of  histiocytes.  Included  in  this  heading  (if 
you  are  a "lumper”)  is  eosinophilic  granu- 
loma of  bone,  Letterer-Siwe  disease,  Hand- 
Schiiller-Christian  disease  and  histiocytic 
medullary  reticulosis.  I will  skip  eosinophilic 
granuloma  of  bone  as  he  had  no  bone  lesions. 

Letterer-Siwe  disease  is  a disease  that 
affects  infants  and  children  below  the  age 
of  three.  Wasting,  generalized  lymphad- 
enopathy  and  a hemorrhagic  diathesis 
occur.  Purpura  and  petechiae  are  a prom- 
inent part  of  the  illness  and  there  are  usually 
skeletal  lesions  demonstrated.  There  is  also 
a pathognomonic  skin  rash  seen  as  a discrete, 
yellowish,  maculopapular  lesion.  The  pa- 
tient is  in  the  wrong  age  group,  and  no  rash 
or  bone  lesions  were  described,  so  I will 
dismiss  this. 

Hand-Schiiller-Christian  disease  usually 
presents  in  a young  patient  who  has  destruc- 
tive membranous  bone  lesions,  and  fre- 
quently exophthalamus  and  diabetes  insipi- 
dus. After  the  bone  lesions  have  progressed, 
then  adenopathy,  hepatosplenomegaly  and 
other  systemic  symptoms  will  appear.  There 
is  proliferation  of  differentiated  histiocytes 
that  usually  will  contain  large  amounts  of 
cholesterol  lipids.  The  accumulation  of  this 
lipid  is  not  an  indication  of  a primary  de- 
rangement of  lipid  metabolism  as  once  was 
thought,  but  is  due  usually  to  phagocytosis 
hy  component  cells  of  lipids  that  are  nor- 
mally present  in  the  blood  and  in  the  tissues. 


Many  of  the  histiocytes  are  multinucleated. 
There  have  been  spontaneous  remissions  of 
this  disease. 

The  other  disease  in  this  group  of  reticulo- 
endotheliosis  I will  discuss  is  histiocytic 
medullary  reticulosis,  an  entity  originally 
described  by  Scott  and  Robb-Smith  some 
30-40  years  ago.3  It  is  characterized  by  high 
fever,  wasting,  lymphadenopathy,  hepato- 
splenomegally,  progressive  pancytopenia, 
sometimes  jaundice  and  occasionally  pur- 
pura. It  affects  all  ages,  is  fatal  and  no 
effective  therapy  has  been  found  as  yet.  It 
is  a rare  disorder  and  only  about  52  cases4 
have  been  described  in  the  literature  to  date. 
Most  patients  are  over  the  age  of  45  and  live 
only  1-5  months  after  symptoms  begin.  The 
chief  histologic  feature  of  this  entity  is  a 
mature,  benign-appearing  histiocyte  engag- 
ing in  a tremendous  amount  of  phagocytosis 
both  in  the  bone  marrow  and  in  other  tis- 
sues. Some  cells  are  younger  and  the  pathol- 
ogist sometimes  finds  giant  cells  that  he  has 
difficulty  distinguishing  from  Reed-Stern- 
berg  cells  of  Hodgkin’s  disease.  In  fact, 
several  of  the  original  cases  in  which  the 
diagnosis  of  histiocytic  reticulosis  was  fi- 
nally agreed  upon  had  been  extracted  from 
a collection  of  cases  of  anaplastic  Hodgkin’s 
sarcoma.0  Erythrophagocytosis  is  regarded 
as  one  of  the  most  characteristic  features  of 
this  disease,  but  in  all  probability  it  is  a mor- 
phologic manifestation  of  a secondary  he- 
molytic anemia.  Jaundice  has  been  reported 
as  a characteristic  clinical  feature  also  and 
is  probably  caused  by  the  hemolysis. 

What  do  the  histiocytes  look  like  in  this 
disease?  In  the  marrow,  the  histiocyte  has 
abundant  light  blue  cytoplasm  that  is  irreg- 
ular in  outline;  in  some  instances,  the  cyto- 
plasm is  vacuolated  and  contains  sudano- 
philic  material.  The  nucleus  has  lace-like 
chromatin,  is  often  coarser  than  that  of  leu- 
kemic monoblasts  and  monocytes,  and  a 
distinct  nucleolus  is  very  often  seen. 

The  lymph  node  histology2  is  usually  that 
of  hemorrhage,  edema,  and  necrosis  with 
some  preservation  of  the  medullary  sinuses. 
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Histiocytes  have  invaded  the  stroma  and  are 
visible  in  the  sinuses,  but  rarely  form  dis- 
crete nodules.  Phagocytosis  is  seen  in  the 
nodes.  Similar  changes  occur  in  all  organs 
of  the  body.  I think  that  similar  necrosis 
was  going  on  in  the  patient’s  liver,  maybe 
adrenal  glands,  all  lymph  nodes,  etc. 

Because  the  disease  is  so  rare  and,  there- 
fore, excellent  material  for  a CPC,  I would 
like  to  suggest  that  he  had  acute  histiocytic 
medullary  reticulosis.  My  second  choice 
would  be  disseminated  tuberculosis,  and  I 
would  not  be  surprised  at  either  diagnosis. 

Pathological  Discussion 

Charles  Johnston,  Jr.,  M.D.:  Dr.  Freed 
is  to  be  congratulated  for  an  excellent  dis- 
cussion of  the  problem  and  complete  con- 
sideration of  the  diagnostic  possibilities.  This 
is  a case  of  histiocytic  medullary  reticulosis. 
Now  it  is  up  to  me  to  show  you  the  typical 


Fig.  1.  Right  cervical  lymph  node  biopsy  showing  massive 
necrosis,  with  numerous  bizarre  histiocytes,  many  of 
which  (arrows)  contain  phagocytosed  erythrocytes, 
platelets  and  cell  debris. 


pathology  and  how  it  fits  with  the  clinical 
discussion  that  Dr.  Freed  has  given. 

This  disorder  is  characterized  by  a paucity 
of  gross  pathologic  changes,  as  one  might 
expect  in  so  fulminant  a disorder.  First  I 
would  like  to  show  you  the  lymph  node 
biopsy  that  Dr.  Freed  alluded  to  (Fig.  1 ) . 
At  first  glance  one  can  see  that  little  appears 
to  be  characteristic  except  for  a great  deal 
of  necrosis.  On  looking  more  closely,  one 
can  see  prominent  histiocytic  proliferation 
as  well  as  the  massive  necrosis.  Three  types 
of  cells  are  found  in  this  disorder,  namely: 
(1)  large  cells  with  eosinophilic  cytoplasm 
and  no  nucleoli  but  a large  nucleus;  (2) 
those  with  prominent  nucleoli,  sometimes 
*' 'mirror-image”  type  resembling  giant  cells 
of  the  Reed-Sternberg  type;  (3)  those  with 
small  dark  nuclei  that  are  often  folded  and 
frequently  with  ingested  particles  present. 
Prominent  erythrophagocytosis  is  a feature 
of  all  these  cell  types.  Incidentally,  acid- 
fast  stains  of  these  sections  as  well  as  the 
autopsy  material  failed  to  demonstrate  the 
presence  of  any  mycobacteria. 

This  disease  is  called  "medullary”  because 
it  shows  diffuse  involvement  of  the  bone 
marrow.  A low-power  microscopic  picture 
shows  apparently  minimal  numbers  of  cells 
within  the  marrow.  But  it  is  intriguing  to 
notice  the  similarity  of  the  individual  cellu- 
lar pattern  that  one  sees  in  the  marrow  with 
the  pattern  that  one  sees  in  the  rest  of  the 
reticulo-endothelial  tissues  (Fig.  2).  Ery- 
throphagocytosis can  be  seen  readily.  A 
comparison  shows  that  both  in  the  marrow 
section  and  the  Wright’s  stained  smears  there 
are  cells  of  the  three  morphological  types 
described  by  Scott  and  Robb-Smith.  These 
are  like  those  described  by  Dr.  Freed  as  she 
discussed  the  ante-mortem  marrow.  Oil 
immersion  magnification  shows  that  not 
only  red  cells  but  platelets  as  well  are  en- 
gulfed in  some  of  the  histiocytes.  Cells  with 
folded  nuclei  are  quite  easily  recognizable. 
Not  all  of  the  histiocytes  are  phagocytic  and 
some  look  quite  bizarre  and  anaplastic. 

The  gross  findings  at  necropsy  were  lim- 
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ited  and  as  was  noted  earlier,  hepatospleno- 
megaly  did  not  seem  to  be  much  of  a char- 
acteristic in  this  man’s  illness.  Dr.  Hahn, 
the  prosector,  noted  relatively  few  abnor- 


Fig.  2.  Bone  marrow  smear  showing  two  large  histiocytes 
with  foamy  cytoplasm  containing  phagocytosed  material 
(compare  with  Fig.  1). 


mal  gross  findings  to  photograph.  The  liver 
weighed  15  00  gm  and  ordinarily  would  not 
be  considered  as  particularly  large.  How- 
ever, this  man  weighed  only  90  pounds  and 
there  is  no  doubt  that  a 1500  gm  liver  rep- 
resents enlargement  in  a person  of  this 
weight  and  only  57  inches  tall.  No  discrete 
lesions  were  noted  grossly  and  the  liver  was 
described  as  somewhat  more  firm  than  usual 
and  perhaps  slightly  yellowed. 

The  microscopic  picture  of  the  liver 
showed  some  periportal  histiocytic  infiltra- 
tion. The  similarity  of  the  cellular  picture 
with  the  one  seen  in  the  marrow  is  of  par- 
ticular note.  Under  higher  power,  some  cells 
showing  erythrophagocytosis  were  found. 
More  anaplastic  histiocytic  cells  were  also 


noted.  No  discrete  tumorous  masses  were 
present. 

The  spleen  weighed  only  200  gm,  but 
again  this  is  probably  enlarged  in  this  90- 
pound  patient.  Congestion  was  noted.  Of 
particular  note  besides  this  was  the  same 
type  of  histiocytic  proliferative  pattern  that 
we  saw  in  the  other  tissues.  Erythrophago- 
cytosis was  seen  but  was  very  difficult  to 
spot  because  of  the  intense  congestion  in  this 
spleen.  The  other  morphological  types  were 
also  identified. 

The  lymph  nodes  examined  were  chiefly 
thoracic  and  abdominal  and  were  considered 
to  be  2-3  times  normal  size.  Dr.  Freed  in 
her  discussion  indicated  the  presence  of 
stromal  infiltration.  In  our  examination  of 
the  nodes,  there  was  relatively  normal-look- 
ing architecture,  but  again  noted  was  infil- 
tration by  malignant  histiocytes  with  inva- 
sion of  sinuses  and  compression  of  follicles. 

This  man  was  thought  to  have  some  long- 
standing chronic  pulmonary  disease.  Most 
interesting,  therefore,  was  the  fact  that 
intrapulmonic  lymph  nodes  were  found.  Mi- 
croscopic examination  showed,  as  expected, 
exactly  the  same  type  of  histological  pattern 
that  we  have  been  describing,  with  ery- 
throphagocytosis and  histiocytic  prolifera- 
tion. No  disease  was  seen,  however,  in  the 
lung  parenchyma.  Perhaps  malignant  his- 
tiocytes from  an  intrapulmonic  node  rup- 
tured into  a bronchus  and  were  the  source 
of  the  positive  sputum  cytology. 

While  I have  named  this  as  a specific  dis- 
order, there  is  some  question  whether  this 
is  a single  entity.  For  example,  in  Rappa- 
port’s  fascicle,  this  disorder  is  lumped  as  one 
of  the  malignant  histiocytoses.  However, 
those  of  us  who  spend  our  time  in  hematol- 
ogy consider  this  to  be  a distinct  entity 
because  of  the  characteristic  features  pointed 
out. 

As  Dr.  Freed  told  you,  Scott  and  Robb- 
Smith  originally  described  this  disease  in 
193 9. 3 To  date,  there  have  been  some  52 
cases  described  in  the  literature.  I would 
like  to  indicate  and  emphasize  some  of  the 
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clinical  features  that  have  been  seen  in  these 
5 2 cases  and  to  point  out  similarities  of  these 
and  our  patient.  First  the  hematological 
parameters  should  be  considered.  Natelson 
et  al J showed  that  though  many  patients 
may  start  with  a relatively  normal  hemo- 
globin, most  develop  an  anemia  during  the 
course  of  the  disease.  It  is  not  a marked 
anemia,  but  in  most  cases  is  of  the  order  of 
8-11  gms.  The  leukopenia  which  is  quite 
characteristic  was  shown  in  nearly  all  of  the 
cases  reported.  Thrombocytopenia  was 
prominent  in  most  of  the  cases.  The  low 
reticulocyte  percentage  is  noted  despite 
what  appears  to  be  a hemolytic  anemia. 
Whether  this  is  a primary  hemolytic  anemia 
or  anemia  due  to  excessive  phagocytic  ac- 
tivity might  be  open  to  discussion.  How- 
ever, it  offers  a reasonable  explanation  for 
reduction  in  the  hematological  parameters 
(white  count,  red  count,  and  platelets) . The 
very  active  phagocytic  activity  of  the  histi- 
ocyte was  easily  demonstrated  in  our  patient, 
and  all  of  the  formed  elements  could  be 
demonstrated  within  histiocytes. 

Zak  and  Rubin6  summarized  some  2 5 
cases  and  tabulated  the  clinical  findings. 
They  noted  that  24  of  25  patients  had  fever, 
11  of  20  had  jaundice,  and  eight  of  11  had 
purpura.  There  was  lymphadenopathy  in 
19  of  23,  hepatomegaly  in  15  of  23  and 
splenomegaly  in  21  of  24.  Our  own  patient 
was  found  to  have  fever,  jaundice,  lympha- 
denopathy, hepatomegaly  and  questionable 
splenomegaly.  He  did  not  manifest  pur- 
pura, but  did  have  an  anemia  with  profound 
leukopenia.  Finally,  our  patient  showed  a 
systematized  hyperplasia  of  histiocytes  ac- 
tively engaged  in  phagocytosis. 

I think  then,  on  the  basis  of  Dr.  Freed’s 
discussion  and  the  information  I have  shown 
you,  that  we  can  say  that  this  a case  of 
histiocytic  medullary  reticulosis  that  has 
involved  the  liver,  spleen,  bone  marrow  and 
lymph  nodes. 

Dr.  Wasserman:  Can  you  explain  the 

hyponatremia? 


Dr.  Johnston:  I can’t  explain  it  anatomi- 
cally. Maybe  Dr.  Moon  can. 

John  Moon,  M.D.:  In  the  chart,  when  he 
came  in,  he  was  hyponatremic.  That  was  an 
observation.  They  worked  him  up  for  Ad- 
dison’s disease  with  negative  findings,  and 
then  they  gave  him  some  salt  and  it  cor- 
rected itself  and  stayed  corrected.  I guess 
he  was  salt-depleted  for  some  reason. 

Dr.  Johnston:  There  was  nothing  in  the 
adrenals.  These  were  normal  histologically, 
and  there  was  no  histiocytic  invasion  or  pro- 
liferation. No  marked  kidney  abnormalities 
were  persent.  The  basic  pathology  that  was 
present  in  this  case  is  what  I have  shown, 
and  in  my  review  of  the  literature,  hypo- 
natremia is  not  part  of  the  clinical  picture. 
The  best  summary  of  the  disease  is  still  that 
of  Scott  and  Robb-SmithG  "Fever,  wasting 
and  generalized  lymphadenopathy  are  as- 
sociated wtih  splenic  and  hepatic  enlarge- 
ment and  in  the  final  stages  jaundice,  pur- 
pura and  anemia  with  profound  leukopenia 
may  occur.  Post  mortem  examination 
shows  a systematized  hyperplasia  of  his- 
tiocytes actively  engaged  in  phagocytosis  of 
erythrocytes.” 
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Rural  Mental  Health  in  Virginia 

Virginia  is  probably  equal  to  or  better  than 
most  states  in  the  provision  of  mental  health 
programs  for  rural  communities,  but  there  are 
still  serious  deficiencies,  amounting  to  an  al- 
most complete  absence  of  any  realistic  service 
in  some  remote  areas. 

As  elsewhere,  psychiatrists  in  Virginia  tend 
to  cluster  in  urban  and  suburban  locations. 
This  is,  of  course,  primarily  because  of  finan- 
cial considerations.  However,  mental  health 
professionals  perhaps  have  more  of  a tendency 
than  others  to  prefer  the  cultural  sophistication 
of  larger  cities,  regardless  of  monetary  con- 
siderations. 

It  is  doubtful  that  financial  incentives  alone 
will  more  than  temporarily  induce  persons 
trained  in  these  scarce  professional  categories 
to  practice  in  a rural  area.  Fortunately,  a few 
are  willing  to  travel  to  rural  areas  and  to 
conduct  clinics. 

The  continued  improvement  in  state  high- 
ways has  been  helpful  in  coaxing  some  psy- 
chiatrists to  commute  for  short  distances,  pos- 
sibly making  a 100-mile  round  trip  if  it  is 
possible  to  return  to  the  wife  and  family  for 
dinner,  but  better  highways  will  not  be  the 
sole  answer  to  the  problem. 

Psychiatrists  charge  for  their  professional 
services  by  the  hour.  The  “going  rate”  for  a 
trained  psychiatrist  is  $25  to  $35.  A hundred 
mile  round  trip  for  travel  alone  will  amount 
to  $50  to  $70  plus  reimbursement  for  mileage. 
To  this  must  be  added  the  hourly  rate  of  pay 
for  actual  performance  of  professional  treat- 
ment time. 

Even  when  such  portal-to-portal  pay  is  of- 
fered, why  should  not  such  a person  more 
comfortably  and  safely  make  the  same  amount 
of  money  by  sitting  still  in  a city  office? 

Allerton,  William  S.,  M.D.,  Commissionet 
of  the  Department  of  Mental  Hygiene  and  Hos- 
pitals. 


The  use  of  lesser  paid  clinical  psychologists 
and  psychiatric  social  workers  to  serve  as  act- 
ing director  in  mental  health  programs  wher- 
ever possible  has  been  a practice  in  Virginia 
for  many  years,  particularly  when  such  para- 
medical professionals  are  already  located  in 
rural  areas  or  can  be  induced  to  settle  there. 
However,  the  current  treatments  in  psychiatry 
depend  considerably  on  tranquilizing  drugs 
which  require  a medical  prescription,  not  pos- 
sible for  psychologists  or  social  workers. 

For  more  than  10  years  in  Virginia,  public 
health  nurses  operating  out  of  local  health 
departments,  have  been  rendering  a large  and 
important  service  in  rural  communities  for 
former  State  Mental  Hospital  patients  referred 
by  the  hospitals  to  the  local  county  depart- 
ments for  “aftercare”. 

Now  that  all  local  public  health  departments 
in  Virginia  are  certified  for  “home  health 
services”  it  is  possible  for  the  local  health  de- 
partments to  attend  former  mental  hospital 
patients  in  the  home.  Technically,  this  means 
that  even  the  most  isolated  rural  areas  can  re- 
ceive some  sort  of  mental  health  services  as 
soon  as  a sufficient  number  of  public  health 
nurses  can  be  recruited,  trained  in  mental 
health  principles,  and  furnished  with  appro- 
priate psychiatric  consultation. 

Many  of  the  presently  constituted  mental 
hygiene  clinics  provide  services  for  rural  areas. 
For  example,  the  Eastern  Shore  of  Virginia 
is  covered  by  the  Virginia  Beach  Clinic. 

However,  there  are  many  rural  counties  in 
south  Central  Virginia  and  the  far  Southwest 
that  do  not  have  available  psychiatric  services 
except  for  that  provided  by  public  health 
nurses.  There  is  an  increasing  need  for  closer 
collaboration  between  the  public  health  nurses, 
hospitals,  and  mental  hygiene  clinics. 
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The  concept  of  regional  mental  health  cen- 
ters in  the  urban  areas  with  satellite  clinics  in 
surrounding  rural  areas,  as  has  been  proposed 
for  general  health  programs,  is  certainly  a rea- 
sonable consideration  in  long-range  planning 
for  mental  health. 

The  satellites  of  the  mental  health  center 
could  be  staffed  by  mental  health  “technicians” 
of  subprofessional  training  similar  to  the  med- 
ical corpsmen  of  the  Army  or  the  Navy’s 
pharmacists’  mates. 

Such  mental  health  technicians  are  currently 
being  trained  in  one  of  our  State  mental  hos- 
pitals at  Staunton.  This  pilot  project  will  be 
expanded  in  the  near  future.  A manpower 
pool  of  mental  health  workers  to  serve  in 
rural  areas  should  be  available  within  a decade. 

The  training  of  such  mental  health  techni- 
cians would  make  it  possible  for  them  to  ren- 
der first  echelon  emergency  psychiatric  treat- 
ment and  to  recognize  and  detect  the  signs 
and  symptoms  of  serious  mental  illness  to  be 
referred  to  some  higher  level  of  professional 
competence.  In  many  cases  first-aid  treatment 
might  be  all  that  would  be  required.  However, 
if  there  occurred  reasonable  doubt  about  the 
diagnosis  and  prognosis  of  a given  case,  the 
mental  health  technician  would  be  trained  to 
insure  prompt  referral  to  the  regional  mental 
health  center.  Such  regional  mental  health 


centers  should  probably  be  directly  identified 
with  or  incorporated  into  the  general  health 
plan  for  rural  areas. 

The  first  regional  institution  for  the  men- 
tally ill  constructed  by  the  State  was  con- 
structed in  Northern  Virginia.  Although  this 
serves  certain  rural  patients  from  Prince  Wil- 
liam and  Loudoun  County,  its  predominant 
clientele  comes  from  the  urban  and  suburban 
areas  of  Northern  Virginia.  Unfortunately, 
most  rural  patients  today  must  travel  consid- 
erable distances  to  a large  mental  institution 
to  receive  public  inpatient  care.  During  the 
next  biennium,  a recommendation  has  been 
made  to  construct  a regional  mental  hospital 
in  the  Danville  area.  This  should  allow  rural 
citizens  in  Southside  Virginia  to  have  inpatient 
care  nearer  their  home.  If  these  programs  are 
as  therapeutic  and  economical  as  they  would 
appear  to  be  at  this  time,  it  is  conceivable  that 
during  the  next  decade  further  such  facilities 
can  be  constructed  which  would  preclude  the 
requirement  of  hospitalization  away  from 
home. 

The  Commonwealth  has  a long  way  to  go 
to  assure  that  all  of  its  citizens,  including  those 
in  rural  areas,  have  adequate  preventive  ther- 
apeutic and  rehabilitative  mental  health 
services. 
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State  Health  Commissioner  of  Virginia 

Health  Department  Resource  Program  for  Disasters 


The  State  Health  Department  provides 
resources  and  services  to  State  officials  and  to 
the  localities  in  the  event  of  a disaster.  They 
include:  Packaged  Disaster  Hospitals,  Medical 
Self-Help  Program,  Emergency  Medical  Serv- 
ices Program  and  the  Emergency  Resources 
Management  Plan  for  Health  Items  and  Facil- 
ities. 

These  programs  are  described  briefly  in  this 
article. 

Packaged  Disaster  Hospital  (PDH) 

There  are  44  Packaged  Disaster  Hospitals 
in  the  State,  and,  on  a selective  basis  including 
location  criteria  established  by  the  Public 
Health  Service,  are  being  affiliated  with  com- 
munity hospitals.  The  basic  goal  is  to  have 
every  PDH  in  the  State  affiliated  with  a com- 
munity hospital.  Community  hospitals  agree- 
ing to  affiliate  with  a PDH  are  requested  to 
(a)  rotate  critical  medical  items  contained  in 
a refurbished  PDH,  in  its  daily  operation  (same 
procedure  as  HRDI  program),  and  (b)  pro- 
vide the  necessary  professional  staff  for  proper 
utilization  of  the  PDH  in  time  of  a disaster. 
At  present,  33  community  hospitals  are  par- 
ticipating in  the  PDH  Program.  Twelve  com- 
munity hospitals  conducted  PDH  utilization 
training  this  year.  Virginia  ranks  as  one  of 
the  top  five  states  in  the  country  in  the 
amounts  of  material  being  rotated  in  both  the 
PDH  and  HRDI  Program. 

The  basic  contract  covering  the  major  com- 
ponents of  a PDH  will  continue  to  be  made 
with  the  State  Health  Department.  The  PDH 
will  remain  under  the  control  of  the  State  as 
a resource  for  the  State  and  its  political  sub- 
division. The  State  continues  the  present  pro- 
gram of  providing  proper  storage,  maintenance 


and  adequate  surveillance  of  the  PDH  and  all 
of  the  services  it  has  been  providing  since 
the  pre-positioning  program  was  implemented. 

Medical  Self-Help  (MSH) 

Medical  Self-Help  is  a program  designed  to 
provide  information  and  training  that  will  help 
prepare  people  for  survival  in  time  of  a natural 
or  man-made  disaster  when  the  services  of  a 
physician  or  other  allied  health  personnel  may 
not  be  available.  The  national  goal  is  to  train 
at  least  one  member  of  each  family  in  Medical 
Self-Help.  To  date,  in  Virginia,  MSH  has 
been  accepted  by  all  96  county  school  systems, 
by  43  private  schools,  six  colleges  and  seven 
hospital  schools  of  nursing.  As  of  January  31, 
1971,  190,823  students  have  been  trained  in 
Medical  Self-Help.  This  is  approximately  18% 
of  our  projected  goal,  which  is  to  train  one 
member  of  every  family  in  the  State. 

Emergency  Medical  Services  (EMS) 

The  office  of  Emergency  Medical  Services 
is  entering  its  third  year  of  operation.  The 
field  staff  schedule  requires  careful  inspection 
of  all  the  providers  of  ambulance  services  spe- 
cifically in  the  following  categories:  supplies 
and  medical  equipment  on  each  ambulance; 
sanitation  of  each  unit;  and  all  records  pertain- 
ing to  the  training,  operation,  and  main- 
tenance. 

Instruction  in  the  field  of  First  Aid  and  Car- 
diopulmonary Resuscitation  are  implemented 
in  areas  where  qualified  instructors  are  not 
available. 

In  the  near  future  Emergency  Medical 
Services  will  put  into  operation  a paramedic 
training  course  of  instruction  to  upgrade  the 
training  level  of  all  personnel  associated  with 
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rescue  work.  Due  to  the  fact  that  9,919  indi- 
viduals are  registered  as  emergency  medical 
service  care  attendants,  a minimum  of  20  sites 
will  be  selected  through  the  Commonwealth 
in  order  that  at  least  two  members  of  each 
rescue  unit  may  attend;  over  65%  of  the  total 
roster  are  volunteers.  This  mode  of  presenting 
the  school  was  brought  about  with  the  eco- 
nomics of  the  volunteers  in  mind. 

During  the  past  fiscal  year  the  following 
data  have  been  noted  with  interest:  an  increase 
of  three  emergency  medical  service  agencies; 
an  additional  29  agencies  installed  base  two- 
way  radios;  21  more  ambulances  providing 

Summary  as  of  February,  1971 


Volunteer  Life  Saving/Rescue 

Squad  Ambulance  — 186 

Fire  Companies  — 88 

Funeral  Homes  — 80 

Police  — 0 

Hospitals  — 4 

Commercial  — 20 

Total  Number  of  Ambulances  — 775 

Registered  Emergency  Medical 

Services  Attendants  — 8,929 

First  Aid,  Advanced  Class  Completed—  8,506 

First  Aid,  Standard  Class  Completed—  187 

No  First  Aid  Completed  — 74 

Agencies  with  Two-Way  Radios  — 287 

Ambulances  with  Two-Way  Radios—  653 


service;  61  ambulances  had  two-way  radios 
installed;  an  additional  1,099  attendants  were 
certified;  and  1,323  attendants  were  trained 
in  Advanced  First  Aid. 

Emergency  Resources  Management  Flan 
for  Health  Items  and  Facilities 

This  plan  contains  policies,  guidance  and 
actions  to  provide  health  resources  to  meet 
essential  needs  of  the  State  in  a national  emer- 
gency. The  Health  Resources  Plan  proposes 
to  maintain  an  adequate  supply  of  health  items 
and  manpower  resources  in  order  to  meet  ur- 
gent survival  and  continuing  health  needs  im- 
mediately following  an  unlimited  national 
emergency,  and  to  provide  for  the  ongoing 
management  of  health  resources,  including 
emergency  provision,  distribution,  and  use  of 
health  items. 

This  plan  will  be  activated  and  deactivated 
in  accordance  with  the  provisions  of  the  Post- 
Attack  Resources  Management  Act  1966, 
Code  of  Virginia  Title  44— Chapter  3.1— Sec- 
tion 44-146.9  (a)  and  has  been  approved  bv 
the  Federal  Government. 

A great  deal  has  been  accomplished  in  prep- 
aration against  disaster,  but,  due  to  budgetary 
and  stockpile  limitations,  even  more  remains 
to  be  done.  Natural  disasters  in  the  past  few 
years  have  pointed  out  the  path  for  us  to 
follow. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 


Nov. 

Jan.- 

Nov. 

Nov. 

Jan.- 

Nov. 

1971 

1971 

1970 

1970 

Brucellosis  

3 

17 

— 

26 

Diphtheria  

- 

- 

- 

1 

Hepatitis  

139 

1,374 

87 

1,273 

Meningitis  (Aseptic)  .... 

7 

95 

17 

210 

Meningococcal  Infections 

2 

44 

5 

46 

Poliomyelitis  

- 

- 

— 

Rocky  Mt.  Spotted  Fever 

1 

35 

— 

58 

Rubella  

7 

219 

23 

743 

Rubeola  

10 

1,628 

48 

2,062 

Tularemia  

9 

— 

6 

Rabies  in  animals  

4 

74 

8 

209 

Venereal  Disease: 

Syphilis  

137 

1,923 

160 

1,382 

Gonorrhea  

1,265 

14,298 

1,422 

13,632 

Other 

2 

37 

1 

25 
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Medicare— Part  B.... 


CURTIS  J.  KELLY,  J.D. 


Routine  Physical  Checkups 

There  is  a specific  statutory  exclusion  in 
section  1862  (a)  (7)  of  expenses  incurred  for 
“routine  physical  checkups”.  This  term  is 
defined  in  section  6127  as  “examinations  per- 
formed without  relationship  to  treatment  or 
diagnosis  for  a specific  illness,  symptoms,  com- 
plaint, or  injury  and  examinations  required  by 
third  parties  such  as  insurance  companies,  busi- 
ness establishments,  or  Government  agencies”. 
This  exclusion  is  usually  applied  to  examina- 
tions in  their  entirety.  However,  the  existence 
of  a single  specific  complaint  would  not  nec- 
essarily lead  to  a finding  that  a comprehensive 
range  of  diagnostic  procedures  is  covered.  In 
such  situations  those  diagnostic  procedures  are 
wholly  unrelated  to  the  symptom  or  complaint 
and  which  are  performed  simply  as  part  of  a 
standard  battery  of  tests  would  fall  into  the 
category  of  services  excluded  as  “routine  phys- 
ical checkups”.  Such  procedures  would  be 
excluded  services  whether  they  are  performed 
by  the  physician  during  the  course  of  his  ex- 
amination or  whether  the  patient  is  referred 
elsewhere  to  have  them  performed.  The  rea- 
sonable charge  reimbursement  for  the  covered 
physician’s  examination  could  not  be  made  for 
provider,  independent  laboratory,  or  supplier 
services  in  connection  with  such  procedures. 

Denial  of  benefits  for  diagnostic  tests  per- 
formed without  relationship  to  a specific 
symptom,  complaint,  or  illness  does  not  re- 
flect a judgment  by  either  the  Social  Security 
Administration  or  The  Travelers  Insurance 
Companies  about  the  value  of  such  tests.  We 
fully  recognize  that  diagnostic  tests  performed 
on  a screening  basis  are  a part  of  standard 
good  medical  practice.  Denials  of  claims  for 
such  services  based  on  the  “routine  physical” 
exclusion  simply  reflect  the  fact  that  the  pres- 
ent Medicare  statute  does  not  provide  coverage 
for  preventive  medicine. 


Medicare  carriers  are  expected  to  identify 
those  claims  where  routine  physical  checkups 
are  concerned.  In  those  instances  where  the 
diagnostic  tests  appear  to  be  unrelated  to  the 
specific  symptom,  complaint  or  illness  provided 
by  the  physician  the  statutory  exclusion  re- 
quires the  carrier  to  deny  benefits  to  the  Medi- 
care beneficiary.  Frequently,  as  the  result  of 
such  a denial,  the  physician  will  contact  the 
Medicare  carrier  and  provide  additional  medi- 
cal information  which  enables  the  diagnostic 
procedures  to  be  considered  for  payment.  If, 
when  the  claim  is  submitted  the  information 
available  is  not  sufficient  to  indicate  if  the  diag- 
nostic procedures  performed  were  related  to 
a specific  symptom,  complaint  or  illness,  the 
carrier  is  responsible  for  obtaining  the  addi- 
tional information  necessary  to  make  a proper 
coverage  determination. 

Claims  requiring  physician  contact  to  clarify 
the  need  for  the  services  provided  or  to  secure 
an  itemization  of  the  services  rendered  num- 
ber into  the  thousands  monthly.  Physician 
contact  by  telephone  and  letter  to  secure  in- 
formation or  itemization  is  not  only  expensive 
to  the  Medicare  program  but  expensive  to  the 
physician  as  well.  We  solicit  your  coopera- 
tion in  fully  describing  surgical  or  medical 
procedures  and  other  services  or  supplies  fur- 
nished for  each  date  of  service  and  a diagnosis 
sufficient  to  support  that  the  services  or  sup- 
plies were  both  reasonable  and  necessary  for 
the  diagnosis  or  treatment  of  bodily  injury  or 
disease. 

Special  Notice 

United  Medical  Laboratory  Reinstated 

The  Social  Security  Administration  recently 
announced  that  United  Medical  Laboratories, 
Inc.,  acted  promptly  to  correct  the  deficiencies 

(■ Continued  on  page  79) 
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Virginia  Regional  Medical  Program .... 

EUGENE  REYES  PEREZ,  M.D. 


Physicians-ln-Residence  Program 

The  rapid  acceleration  of  medical  knowl- 
edge has  created  new  and  extraordinary  needs 
in  continuing  education.  At  the  request  of 
local  physicians,  the  Virginia  Regional  Medi- 
cal Program,  Inc.,  is  funding  a Physicians-In- 
Residence  Program,  a form  of  continuing  edu- 
cation for  physicians  and  other  allied  health 
personnel  at  the  local  level.  It  was  initiated  at 
Halifax  Community  Hospital  in  South  Bos- 
ton on  3-4  November;  at  the  Fauquier  Hospital 
in  Warrenton  on  18-19  November;  and  at  the 
Southampton  Memorial  Hospital  in  Franklin 
on  16-17  December. 

In  the  first  phase  of  this  pilot  program,  the 
Physician-In-Residence  will  be  Dr.  Charles 
M.  Caravati,  Professor  Emeritus,  Medical  Col- 
lege of  Virginia.  Dr.  Caravati  served  on  the 
MCV  Faculty  for  forty-seven  years,  the  last 
four  of  which  he  was  Assistant  Dean  in  charge 
of  Continuing  Education. 

The  Medical  Staff  in  the  three  hospitals  will 
work  closely  with  Dr.  Caravati  in  developing 
the  visit  format,  which  will  be  informal  and 
flexible.  Thus,  current  areas  of  interest  and 
need  can  be  established.  During  the  residency, 


physicians  will  be  given  an  opportunity  for 
individual  consultations,  informal  discussion, 
rounds  and  related  activities.  It  is  hoped  that 
through  shared  learning  experiences,  the  Phy- 
sicians-In-Residence  Program  will  lead  to  close 
inter-relationships  between  doctors  in  the 
local  community  and  the  academic  faculties 
in  the  medical  centers. 

It  is  hoped  that  this  program  will  be  fully 
funded  and  can  be  expanded  to  include  many 
other  hospitals  in  Virginia  during  1972. 

The  Physicians-ln-Residence  Program  is 
aimed  at  hospitals  with  one  hundred  beds  or 
less.  Another  VMRP  program  under  devel- 
opment for  physicians  in  hospitals  of  two  hun- 
dred beds  and  over  is  physician  education 
based  on  audit  of  medical  records.  An  ex- 
ploratory meeting  has  recently  been  held  with 
representatives  of  Mary  Washington  Hospital 
in  Fredericksburg,  Virginia,  Baptist  Hospital 
in  Lynchburg,  and  Radford  Community  Hos- 
pital in  Radford.  Plans  are  that  between  eight 
and  twelve  Virginia  hospitals  will  elect  to  par- 
ticipate in  the  initial  phase  of  this  program, 
to  begin  in  early  1972. 


MEDICARE— PART  B 
Routine  Physical  Checkups 

(Continued  frojnpage  76) 

which  caused  the  decertification  action  (for 
cytological  examination)  of  September  1, 
1971.  The  laboratory  has  reorganized  and  en- 
tered into  referral  agreements  with  other  cer- 


tified labs  so  that  all  cytological  examinations 
by  UML  are  performed  by  fully  qualified 
cytologists. 

UML  was  recertified  effective  September  8, 
1971,  to  perform  cytological  examinations. 
Their  provider  number  is  38-8024  and  they 
are  located  at  10716  N.E.  Sandy  Boulevard, 
Portland,  Oregon  97220. 
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Woman  s Auxiliary  .... 

Review  and  Preview:  Programs  1971  and  1972 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

Vice-Presidents Mrs.  Harold  Williams 

Mrs.  Donald  Fletcher 
Mrs.  William  Gordge 


Corresponding  Secretary . . . Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Publicity Mrs.  William  E.  Painter 

The  many  accomplishments  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion, and  of  the  auxiliaries  to  state  and  county 
medical  societies  all  over  the  country,  cannot 
be  overemphasized.  These  dedicated  wives  of 
physicians  donate  hours  of  effort  to  a variety 
of  causes  designed  to  help  both  the  medical 
profession  and  their  communities. 

Despite  a lack  of  publicity,  the  wide  range 
of  work  in  which  the  Auxiliary  is  engaged  was 
demonstrated  again  at  the  national  organiza- 
tion- s annual  fall  leadership  conference  held 
this  past  October  in  Chicago. 

The  program  featured  workshops,  designed 
to  improve  programs  on  health  education, 
health  manpower,  international  health  activi- 
ties and  volunteer  health  services.  Credit  was 
given  the  auxiliary  for  the  nearly  $5  million 
contributed  to  the  AMA  Education  and  Re- 
search Foundation  since  1952  and  continued 
support  was  urged. 

Addressing  the  conference,  Max  H.  Parrott, 
M.D.,  Chairman  of  the  AMA  Board  of  Trus- 
tees, asked  the  group  of  physicians’  wives  for 
help  in  three  vital  areas:  politics,  legislation, 
and  membership.  This  aid  would  be  in  addi- 
tion to  the  traditional  Auxiliary  leadership  in 
community  activities,  health  education,  and 
medical  recruitment,  he  said. 


The  AMA  official  urged  the  Auxiliary  to 
support  the  American  Political  Action  Com- 
mittee and  help  the  medical  profession  write 
legislation  to  “effect  and  affect  action”  in  en- 
dorsing the  AMA’s  Medicredit  proposal  for 
national  health  insurance. 

Similarly,  Rep.  Richard  Fulton  (D.,  Tenn.), 
a member  of  the  powerful  House  Ways  and 
Means  Committee  which  has  jurisdiction  over 
the  National  Health  Insurance  and  one  of  the 
original  co-sponsors  of  the  Medicredit  bill, 
urged  the  Auxiliary  to  get  politically  involved. 

Congress  will  enact  a national  health  insur- 
ance program  within  the  next  18  months,  Rep. 
Fulton  said,  and  the  Auxiliary  can  most  ef- 
fectively influence  the  legislation  by  writing 
members  of  the  Ways  and  Means  Committee 
and  express  their  views. 

The  Auxiliary  conference  also  featured  mo- 
tivational training,  and  workshops  on  mem- 
bership, health  education,  health  manpower, 
international  health  activities,  and  volunteer 
health  services.  These  features  will  be  dis- 
cussed in  this  column  in  issues  to  come. 

The  Auxiliary  has  conducted  many  success- 
ful campaigns  in  the  past,  including  some  in 
the  political  arena.  This  year’s  call  for  inten- 
sified activity  comes  at  a time  when  Congress 
is  considering  legislation  which  can  drama- 
tically affect  the  nation’s  health  care  system. 
Medicine  can  be  confident  that  the  Auxiliary 
will  meet  this  challenge  in  the  same  efficient 
and  dedicated  manner  that  it  has  responded 
to  other  needs  in  the  past. 

The  Auxiliary  wishes  to  thank  the  American 
Medical  News  for  their  coverage  of  the  na- 
tional organization’s  annual  fall  leadership 
conference. 

Karen  K.  Painter  (Mrs.  William  E.) 
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Editorial 


The  Road  Not  Taken 

OF  ALL  THE  MILLIONS  OF  WORDS  written  and  spoken  about  the 
doctor  shortage,  the  basic  idea  is  that  this  country  needs  50,000  more 
physicians,  presumably  all  doing  family  practice.  In  more  recent  versions, 
the  shortage  is  seen  as  really  a matter  of  maldistribution.  In  any  case,  the 
standard  operating  solution  is  to  produce  more  and  more  physicians,  by 
means  of  more  medical  schools,  bigger  classes,  accelerated  programs,  etc.  This 
will  indeed  eliminate  the  shortage  eventually,  but  will  it  ever  solve  the 
maldistribution? 

Another  solution  proposed  by  various  people  at  various  times  and  places 
is  that  each  medical  school  graduate  should  give  two  years  to  public  service, 
with  family  practice  in  rural  or  urban  ghettos  considered  an  equivalent  to 
service  in  the  Armed  Forces.  Little  or  no  publicity,  Congressional  furor  or 
federal  funds  has  attended  this  suggestion  and  it  seems  destined  to  come  to 
nought— we  prefer  the  other  road. 

The  question  is— why? 

Perhaps  because  the  first  solution  is  familiar  and  time-honored,  typically 
i\merican:  crank  up  the  machinery,  pour  more  raw  material  into  the  hopper, 
and  (many  years  and  millions  of  dollars  later)  surely  more  finished  products 
will  rattle  off  the  assembly  line  and  hasten  cheerfully  into  the  vacant  offices 
and  clinics  in  ghetto  areas  that  everyone  else  is  striving  to  get  away  from.  We 
would  dearly  love  to  believe  this  will  happen,  and  to  forget  that  we  have  no 
assurance  that  a single  one  of  these  physicians  will  ever  do  one  day  of  family 
practice.  The  experience  in  the  Philippines  would,  in  fact,  convince  us  of 
the  contrary;  there  licensed  physicians  drive  taxis  on  the  streets  of  Manila 
rather  than  practice  medicine  in  the  boondocks.  Are  Americans  that  much 
more  altruistic? 

It’s  not  surprising  that  the  American  people  and  their  elected  representa- 
tives indulge  in  wishful  thinking.  It  is  worrisome  to  find  that  the  leaders  in 
medical  education  are  enthusiastically  mouthing  the  same  dogma.  There’s 
certainly  no  harm  in  turning  out  more  doctors,  and,  after  all,  that's  where 
the  federal  money  is;  the  really  disturbing  thing  is  their  single-minded,  highly 
vocal  unanimity,  implying  that  it’s  too  late,  or  too  visionary  to  consider  alter- 
natives. But  if  that’s  true,  it  means  that  national  policy  these  days  can  never 
be  sensible  and/or  successful  without  being  massively  expensive.  Are  there 
no  exceptions? 

Before  we  resign  ourselves  to  the  “trickle-down”  approach,  should  we  not, 
as  an  exercise  in  intellectual  honesty,  carefully  consider  the  voluntary  ap- 
proach, the  road  not  taken?  What  is  assigned  community  practice  (xAC.P.)? 
How  would  it  work?  What’s  wrong  with  it? 
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1.  The  local  community,  which  so  desperately  wants  and  needs  a physi- 
cian, would  have  to  do  several  things  to  start  the  ball  rolling: 

A.  Justify  the  need  for  a practitioner,  using  medical  guidelines  which 
might  vary  from  state  to  state. 

B.  Provide  the  necessities  and  the  amenities,  commensurate  with  com- 
munity resources  and  the  physician’s  needs. 

C.  Appoint  a continuing  advisory  committee  which  would  initiate  the 
application  for  a practitioner,  conduct  the  necessary  negotiations,  maintain 
administrative  continuity,  and  solve  problems  as  they  arose. 

2.  On  a statewide  basis  these  community  practices  would  be  under  the 
aegis  of  the  Health  Department,  striving  ever  to  match  supply  and  demand, 
and  to  supplement  these  efforts  in  other  ways.  The  Medical  Society  of  Vir- 
ginia, Academy  of  Family  Practice,  and  medical  schools  would  provide  con- 
tinuing consultation. 

3.  The  federal  government,  working  together  with  state  health  depart- 
ments, would  receive  all  these  applications,  establish  priorities  among  them, 
and  work  out  a system  of  national  enrollment,  assignment,  compensation  and 
evaluation. 

4.  Organized  medicine  holds  the  starter  key  to  the  whole  mechanism:  its 
authority  to  require  two  years  of  military  service  or  A.C.P.  as  an  essential 
requirement  for  any  approved  residency  program  (except  family  practice 
itself) . 

The  apparent  advantages  of  this  program  are  manfold: 

1.  It  solves  the  problem  now.  Any  new  medical  school  entails  a delay  of 
at  least  1 5 years,  from  the  time  the  first  funds  are  appropriated  until  the  first 
graduate  is  ready  to  enter  practice— whatever  that  practice  might  be.  But 
A.C.P.  would  receive  an  inflow  of  8,000-10,000  interns  each  year,  less  the 
needs  of  the  military. 

2.  It  solves  the  problem  more  cheaply,  at  a federal  expenditure  of  less 
than  $1  billion  per  year.  In  view  of  HEW’s  overall  budget  of  $15  billion,  this 
seems  a modest  price-tag  for  assuring  the  adequate  delivery  of  health  care 
to  the  have-not  areas  of  the  nation. 

3.  It  distributes  the  responsibility  for  national  service  uniformly  among 
all  interns,  without  destroying  flexibility  in  planning  and  decision-making.  A 
large  fraction— probably  a majority— of  medical  graduates  would  prefer  A.C.P. 
to  military  duty  anyway. 

4.  Paradoxically,  it  permits  a return  to  our  cherished  emphasis  on  basic 
research  and  advancing  the  frontiers  of  medicine.  Those  truly  interested  in 
investigation  and  specialty  training  would  not  be  dissuaded,  but  only  delayed; 
and  they  would  begin  their  careers  with  more  maturity,  more  compassion 
for  human  suffering,  and  a feeling  of  satisfaction  in  having  discharged  an 
obligation  to  humanity. 
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5.  Finally,  A.C.P.  tends  not  to  uncontrollable  and  elephantine  overgrowth 
but  to  achievement  of  an  equilibrium  and  eventual  self-cancellation.  Many 
young  people  enter  medical  school  with  a sincere  interest  in  family  practice 
only  to  lose  it  on  the  treadmill  of  internships  lockstitched  onto  residency 
programs.  Perhaps  the  enforced  exposure  to  family  practice  would  have  the 
contrary  effect— reawakening  an  earlier  interest,  or  diminishing  the  appeal  of 
the  residency  program  that  once  seemed  all-important.  And  wherever  a 
young  physician  settles  down  to  a permanent  career  of  family  practice,  that 
makes  one  less  office  needing  to  be  staffed  every  two  years.  So  the  next 
replacements  can  go  elsewhere;  as  each  door  closes,  another  opens. 

So  much  for  the  more  striking  advantages.  What  about  the  disadvantages? 

1.  The  scheme  is  monolithic  and  dictatorial.  So  is  the  draft,  which  has 
affected  physicians  for  over  25  years.  Furthermore,  the  complaint  somehow 
rings  hollow  when  the  physician  is  directed  to  do,  for  two  years  only,  what 
he  claims  as  his  lifelong  ambition— to  bring  medical  care  to  sick  people. 

2.  It  is  socialized  medicine,  incompatible  with  both  fee-for-service  and 
the  ideal  doctor-patient  relationship.  With  a little  care  in  planning,  both 
these  objections  could  be  obviated.  The  assigned  physician  probably  should 
work  entirely  on  a fee-for-service  basis,  with  an  established  ceiling  at  the  top, 
and  unlimited  no-interest  loan  funds  at  the  bottom.  No  one  should  end  up 
with  less  or  much  more  income  than  an  equivalent  medical  officer  in  the 
Armed  Forces. 

3.  It  will  disrupt  post-graduate  training  programs.  True,  but  how  se- 
riously? It  would  certainly  arrest  the  decline  in  the  internship,  and  would 
greatly  restrict  the  applicants  for  residency  programs  for  a year  or  so— neces- 
sitating an  applicant’s  market,  or  second-year  residents  doing  first-year  tasks, 
or  both.  These  seem  small  and  transient  defects.  After  two  years,  the  inflow 
of  applicants  for  residency  would  return  to  normal  again. 

4.  It  is  qualitatively  and  quantitatively  inadequate.  Granted,  a year’s 
internship  can’t  be  as  thorough  as  three  years  of  family  practice  residency. 
But  it  is  good  enough  for  the  general  medical  officers  of  the  Armed  Forces, 
where  (as  in  A.C.P.)  the  avenues  for  prompt  and  appropriate  referral  are 
wide  open.  Granted,  a maximum  of  20,000  physicians  in  service  at  any  time 
does  not  fill  50,000  vacancies.  But  since  it  directly  solves  the  worst  of  the 
maldistribution  problem,  it  will  go  far  more  than  halfway  in  improving  the 
overall  delivery  of  health  care.  And  every  year  of  emphasis  and  encourage- 
ment toward  permanent  family  practice  may  reduce  the  number  of  vacancies 
to  be  filled. 

The  facts  of  life  are  ( 1 ) most  of  the  expressed  dissatisfaction  with  medical 
care  stems  from  a lack  of  family  practitioners,  especially  in  depressed  and 
isolated  communities;  (2)  few  young  physicians  seem  attracted  to  such  prac- 
tice; and  (3)  those  few  usually  find  themselves,  in  a few  years,  desperately 
overworked  and  understimulated,  and  return  for  training  in  a less  oppressive 
specialty.  A.C.P.  might  not  solve  the  overall  problem,  but  at  least  it  is  con- 
sonant with  the  facts  of  life. 
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By  its  operation,  family  practice  would  become  a phase  of  everyone’s  life, 
a filter  where  some  would  remain  because  they  liked  the  life  and  the  com- 
munity; these  career  decisions  epitomize  the  optimal  goals  of  A.C.P.  For 
the  rest,  family  practice  would  represent  a well-known  place  to  visit,  even 
if  you  didn’t  want  to  live  there,  valued  for  its  revelations  of  self-reliance, 
humanity,  and  community,  and  occasionally  memorable  for  its  trivialities. 
Perhaps  that  recollection  would  lend  greater  richness  to  the  later  pursuit  of 
specialized  scientific  goals. 

Thus  the  personal  view.  What  about  the  corporate  intuition  of  the  medi- 
cal profession?  More  than  the  statesmen,  the  administrators,  even  the  educa- 
tors, the  practicing  physician  instantly  recognizes  the  cry  of  distress  and  fear 
that  comes  from  sick  people,  who  want  a doctor  and  want  him  now,  who  see 
no  way  to  help  themselves  and  who  only  become  more  panicky  when  told 
they  must  wait  until  tomorrow.  The  A.C.P.  approach  responds  compas- 
sionately to  that  cry,  just  as  in  our  personal  practice  we  sometimes  drop 
everything  and  go  one  step  further  than  the  situation  demands.  Through 
A.C.P.,  we  make  a symbolic  house  call  on  America. 

Or  could— but  the  A.M.A.  is  seemingly  so  hypnotized  by  HEW  policy 
moves  that  it  is  neglecting  this  unique  opportunity  to  take  a giant  step  entirely 
on  its  own  initiative.  The  A.A.M.C.  would  probably  oppose  it.  None  of  the 
specialty  boards  is  even  considering  it.  And  so,  it  is  unlikely  that  anyone 
ever  will— unless  and  until  legislation  to  this  effect  is  introduced  into  the  nor- 
mal channels.  If  The  Medical  Society  of  Virginia  considers  it  meritorious  and 
backs  it  strongly,  it  will  certainly  receive  serious  consideration  at  the  national 
level.  Meanwhile,  it  remains  a road  not  taken. 

“Two  roads  diverged  in  a wood,  and  I 
I took  the  one  less  travelled  by 
And  that  has  made  all  the  difference.” 

John  A.  Owen,  Jr.,  M.D. 


Legibility  as  an  Aid  to  Longevity 

EVERYONE  HAS  HEARD  about  the  “Wreck  of  the  Old  Ninety-Seven” 
but  few  Virginians  are  aware  there  was  another  wreck  on  the  Southern 
Railway  in  which  lives  were  lost  about  a decade  later.  The  “Wreck  of  the 
Old  Ninety-Seven”  that  occurred  on  the  outskirts  of  Danville  in  1903  was 
due  partly  to  mechanical  failure  and  in  part  to  human  error  but  the  accident 
near  Jetersville  was  solely  the  result  of  human  frailty  and  poor  penmanship. 
The  Richmond-Danville  Division  has  always  been  single  track.  This  means 
that  sidings  are  needed  at  strategic  points  in  order  that  trains  going  in  opposite 
directions  may  avoid  confrontations. 
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One  day  in  1912  the  local  dispatcher,  who  was  responsible  for  relaying 
the  orders  designed  to  keep  the  trains  apart,  discovered  his  newly-sharpened 
pencil  had  torn  the  thin  paper  upon  which  such  messages  were  written.  He 
then  pencilled  his  new  orders  on  a fresh  sheet  after  glancing  at  the  partly 
written  instructions  he  was  discarding.  He  thought  he  had  written  Jeters- 
ville  but  by  unhappy  chance  his  original  order  for  the  train  was  to  take  the 
side  track  at  Jennings.  He  gave  the  faulty  message  to  the  conductor  and  you 
have  guessed  the  outcome:  the  trains  met  on  a curve  and  a new  phrase  was 
coined,  in  essence— “that  is  no  way  to  run  a railroad.”  As  a by-product  of  the 
accident  Jennings  station  henceforth  was  given  the  full  name  of  its  namesake 
—Jennings  Ordinary— and  no  further  troubles  of  this  sort  have  been  had. 

All  of  this  serves  to  bring  to  us  the  dangers  of  loosely  written  orders, 
whether  they  apply  to  railroads  or  to  medicine.  Pharmacists,  of  necessity, 
must  receive  a course  in  clairvoyance  before  they  attempt  to  fill  the  illegible 
prescriptions  they  are  constantly  called  upon  to  decipher.  Head  nurses  on 
hospital  wards  must  also  be  psychic  for  when  they  are  unable  to  fathom  an 
order,  and  appeal  to  a passing  physician,  it  is  a rare  occasion  when  further 
light  can  be  thrown  on  the  hieroglyphics  in  question.  The  physician  who 
calls  on  a colleague  for  aid  in  a difficult  case,  finds  all  too  often  that  the  sub- 
sequent interpreting  of  the  written  consultation  proves  to  be  a greater  prob- 
lem than  the  questions  that  prompted  the  original  request. 

The  multiplicity  of  drugs  now  available  add  to  the  hazard  of  mistaking 
one  agent  for  another  unless  the  order  is  written  in  a legible  fashion.  The 
alphabetical  index  in  Physician’s  Desk  Reference,  without  which  we  would 
be  completely  lost,  contains  numerous  instances  of  dissimilar  products  with 
brand  names  that  may  be  readily  confused  unless  typed  or  printed,  for  ex- 
ample: Iletin,  Ilomel,  Ilopan  and  Ilosone.  The  wonder  of  it  all  is  that  so 
few  mistakes  are  made  in  view  of  the  obscure  handwriting  we  encounter 
daily  and  the  many  Jetersville  and  Jennings  we  have  to  differentiate  in 
present-day  medicine. 

H.  J.  W. 
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When  you  prescribed 

Orinase 


14  years  ago, 
you  had  to  rely  on 

our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessa 
for  optimal  control  with  insulin  are  also  necessary  with  OrinasJ 
The  patient  on  Orinase  must  be  fully  instructed:  about  tf 
nature  of  his  disease;  how  to  prevent  and  detect  complication1 
how  to  control  his  condition;  not  to  neglect  dietary  restriction 
develop  a careless  attitude  or  disregard  instructions  relative 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  i 
fection;  how  to  recognize  and  counteract  impending  hypogl, 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  he; 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  I 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  tri 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazic 
diuretics  are  administered  which  may  result  in  aggravation 
diabetic  state  and  increased  tolbutamide  requirement,  temp 
rary  loss  of  control,  or  even  secondary  failure;  treating  patien 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  itu 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hyp 
glycemia  which  may  require  corrective  therapy  over  sever 
days;  and  treating  patients  with  severe  trauma,  infection,  or  si 
gical  procedures  where  temporary  return  to  insulin  or  additir 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimi 
ished  in  patients  receiving  therapy  with  beta  blocking  agent 

As  some  diabetics  are  not  suitable  candidates,  it  is  essenti 
that  the  physician  familiarize  himself  with  the  indications,  limi 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical- supervision,  ar 
during  the  initial  test  period  should  communicate  with  the  phyt 


Today  you 

have  your  own. 


If  you’re  around  40  or  45,  you’ve 
>bably  had  quite  a bit  of  clinical  experience 
:h  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
about  it. 

On  the  one  hand,  you  know  that  diet 
1 w eight  control  are  the  initial  and  essential 
ndations  for  the  management  of  adult- 
;et,  non-ketotic  diabetes.  When  these 
asures  prove  satisfactory,  no  additional 
rapy  is  indicated.  On  the  other  hand,  you 
)w  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 

j 

recommendation  Orinase  can  have. 


Orinase’ 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


;n  daily,  and  during  the  first  month  report  at  least  once  weekly 
physical  examination  and  definitive  evaluation.  After  a month, 
iminations  are  recommended  monthly  or  as  indicated.  Ap- 
'arance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
vering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
:ain  and  hold  clinical  improvement  indicate  nonresponsive- 
>s  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
intaining  standard  diet  regulation.  Uncooperative  patients 
puld  be  considered  unsuitable  for  therapy.  Prescriptions  should 
refilled  only  on  specific  instruction  of  physician.  In  treating 
d asymptomatic  diabetic  patients  with  abnormal  glucose 
srance,  glucose  tolerance  tests  should  be  obtained  at  three- 
six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
,e  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
betes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
ulin  is  indispensable. 

f phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
ipriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
y occur  and  may  mimic  acute  neurologic  disorders  such  as 
ebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
ease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
■enal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
nia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
tes, oxyphenbutazone,  salicylates,  probenecid,  monamine 
dase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
,2nyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
,rease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
2n  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA71-1495  MED  B-5-S  LAO-6 
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Calendar  of  Events 

Congress  on  Medical  Education— Sponsored  by  American  Medical  Association- 
Palmer  House— Chicago— February  3-6,  1972. 

“Prescribing  Exercise  for  the  Maintenance  of  Cardiovascular  Health”— Sym- 
posium—Sponsored  by  the  University  of  North  Carolina  at  Charlotte— Char- 
lotte, North  Carolina— February  11-12,  1972. 

Stoneburner  Lecture  Series— “What  Is  New  in  Anesthesiology”— Sponsored  by 
the  Department  of  Continuing  Education,  Medical  College  of  Virginia,  and 
Virginia  Society  of  Anesthesiology— Baruch  Auditorium,  Medical  College  of 
Virginia— February  25-26,  1972. 

Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Department  of  Legal 
Medicine— Medical  College  of  Virginia— Richmond— March  3,  1972. 

Alton  D.  Brashear  Postgraduate  Course— “Head  and  Neck  Anatomy”— Medical 
College  of  Virginia— Richmond— March  6-9,  1972. 

Review  of  Clinical  Oncology— Sponsored  by  Department  of  Radiology  of  the 
Medical  College  of  Virginia— Williamsburg  Conference  Center— Williamsburg 
-March  12-15,  1972. 

Southeastern  Surgical  Congress— Shoreham  Hotel— Washington,  D.  C— March 
27-30,  1972. 

Joint  Cardiac  Symposium— Sponsored  by  Heart  Association  of  Northern  Virginia 
and  Washington  Heart  Association— Marriott  Twin  Bridges  Motor  Hotel— 
Arlington— April  12,  1972. 

Pediatric  Day— Sponsored  by  Department  of  Pediatrics— Medical  College  of  Vir- 
ginia—Richmond— April  14,  1972. 

Spring  Congress  in  Ophthalmology  and  Otorhinolaryngology  and  Allied  Spe- 
cialties—Sponsored  by  Gill  Memorial  Eye,  Ear  and  Throat  Hospital— Hotel 
Roanoke— Roanoke— April  16-19,  1972. 

“Problems  in  the  Newborn”— Pediatric  Postgraduate  Course  Sponsored  by  De- 
partment of  Pediatrics,  University  of  Virginia  School  of  Medicine— Char- 
lottesville—April  21-22,  1972— Details  available  from  Dr.  F.  M.  Shepard,  Uni- 
versity of  Virginia  School  of  Medicine. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Division  of  Infectious 
Diseases,  Departments  of  Medicine,  Pathology,  Microbiology  and  Pediatrics 
of  Medical  College  of  Virginia— Richmond— May  8-9,  1972. 

“Management  of  Acute  Respiratory  Failure”— Sponsored  by  Division  of  Pul- 
monary Diseases,  Department  of  Medicine,  Medical  College  of  Virginia  and 
the  University  of  Virginia— Richmond— May  18-20,  1972. 

Annual  Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment 
Center  for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of 
Virginia— Richmond— May  26,  1972. 

“Cardiac  Arrhythmias”— Sponsored  by  Council  on  Clinical  Cardiology,  American 
Heart  Association  and  Tidewater  Heart  Association— Cavalier  Hotel— Virginia 
Beach— June  8-11,  1972. 
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New  Members. 

The  following  doctors  were  admitted  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  November: 

Allan  Blakely  Adams,  M.D.,  Farmville 
Harold  Lee  Bassham,  M.D.,  Abingdon 
Richard  Boxley  Bowles,  Jr.,  M.D., 
Richmond 

Francis  Louis  Brochu,  M.D.,  Salem 
Peligny  L.  Camacho,  M.D.,  Portsmouth 
Joseph  Dixon  Couthen,  Jr.,  M.D.,  Norfolk 
William  Beecher  Echols,  M.D.,  Lexington 
Mehmet  Arif  Eragan,  M.D.,  Alexandria 
Thomas  Ross  Henretta,  M.D.,  Roanoke 
Bernard  C.  Hillyer,  M.D.,  Richmond 
James  Carper  Jamison,  M.D.,  Richmond 
James  William  Kintigh,  M.D.,  Yorktown 
James  Emidio  Kopp,  M.D.,  Newport  News 
Ralph  Ross  Kornbluth,  M.D.,  Falls  Church 
Berny  Jesus  Kreutz,  M.D.,  Alexandria 
George  Lawton  Lemon,  M.D.,  Roanoke 
Roy  Mason,  M.D.,  Franklin 
Jose  R.  Perez,  M.D.,  Harrisonburg 
Esmail  Rah,  M.D.,  Annandale 
Alfred  Anderson  Ratcliffe,  Jr.,  M.D.,  Luray 
Peter  Rosenalli,  M.D.,  Richmond 
Henry  Franklin  Sears,  M.D.,  Charlottesville 
Rajindar  Singh,  M.D.,  Charlottesville 
Fred  Erwin  Sobotka,  M.D.,  McLean 
Jonathan  G.  Soloman,  M.D.,  Hampton 
Joseph  Richard  Vilsek,  Jr.,  M.D.,  Richmond 
Bert  John  Vos,  M.D.,  McLean 

Dr.  William  D.  Dolan, 

Arlington,  has  been  installed  as  president  of 
the  American  Society  of  Clinical  Pathologists. 
He  has  served  on  the  Board  of  Directors  for 
ten  years  and  also  served  as  secretary-treasurer 
and  vice-president. 

Dr.  George  Carroll, 

Suffolk,  has  been  elected  vice-president  of 
the  Southern  Medical  Association.  His  elec- 
tion took  place  during  the  annual  meeting  at 
Miami. 


Cancer  Unit  Establishes  Two  Chairs. 

The  American  Cancer  Society  has  approved 
the  establishment  of  professorships  of  clinical 
oncology  at  the  University  of  Virginia  medical 
school  and  the  Medical  College  of  Virginia. 
They  are  the  first  to  be  established  in  the  na- 
tion. Named  to  fill  the  two  new  full-time 
positions  are  Dr.  J.  Shelton  Horsley,  III,  at 
the  University  of  Virginia,  and  Dr.  Walter 
Lawrence,  Jr.,  at  the  Medical  College  of  Vir- 
ginia. 

Fairfax  Hospital  Medical  Staff. 

Dr.  Herbert  Lane  has  been  named  as  presi- 
dent of  the  staff;  Dr.  Thomas  Fulcher,  vice- 
president;  Dr.  James  Cooper,  secretary;  and 
Drs.  Carl  Crimm  and  Ira  Young  members-at- 
large. 

Dr.  Keith  W.  Sehnert, 

Arlington,  has  been  elected  secretary-treas- 
urer of  the  Society  for  Computer  Medicine. 
The  first  national  conference  of  the  Society 
was  held  in  Chicago  on  November  18th. 

The  Society,  with  headquarters  in  Arling- 
ton, is  composed  of  physicians,  hospital  ad- 
ministrators, hardware  and  software  computer 
experts  and  other  health  care  professionals  who 
are  dedicated  to  more  effective  use  of  com- 
puters in  medical  applications  and  record 
keeping. 

Elected  to  Board  of  Governors. 

Drs.  Boyd  W.  Hayes,  Jr.,  and  William  Allen 
Johns,  both  of  Richmond,  have  been  elected  to 
the  Board  of  Governors  of  the  American  Col- 
leg  of  Surgeons. 

Stoneburner  Lecture  Series. 

The  twenty-fifth  annual  Stoneburner  Lec- 
ture Series  will  be  held  at  the  Medical  College 
of  Virginia,  February  25-26.  The  subject  for 
this  year  is  “What  Is  New  in  Anesthesiology” 
and  the  Stoneburner  lecturer  will  be  Dr.  C. 
Ronald  Stephen,  Mallinckrodt  Professor  of 


Volume  99,  January,  1972 


89 


Anesthesiology,  Washington  University 
School  of  Medicine,  St.  Louis. 

Others  on  the  guest  faculty  are:  Dr.  Peter 
J.  Cohen,  University  of  Colorado;  Dr.  Guen- 
ter  Corssen,  University  of  Alabama;  Dr.  Ala- 
stair  J.  Gillies,  University  of  Rochester;  Dr. 
Terring  W.  Heironimus,  III,  University  of 
Virginia;  Dr.  Robert  G.  Hicks,  St.  Vincent’s 
Hospital,  New  York  City;  Dr.  Richard  L. 
Keenan,  The  Roosevelt  Hospital,  New  York 
City;  Dr.  Emerson  A.  Moffitt,  Mayo  Clinic, 
Rochester;  Dr.  Rudolf  T.  Rothhaus,  Municipal 
Hospital,  Munich,  Germany;  and  Dr.  Robert 
M.  Smith,  Children’s  Hospital  Medical  Center, 
Boston.  The  Medical  College  of  Virginia  fac- 
ulty members  will  be:  Dr.  James  P.  Baker, 
C.  Paul  Boyan,  John  Q.  Durfey,  Bernard  A. 
Kuzava,  Carolyn  M.  McCue,  J.  Dickinson  Mc- 
Gavic,  Orhan  Muren,  M.  Pinson  Neal,  Jr., 
William  E.  Pembleton,  Amir  Rafii,  and  Jack 
B.  Russell. 

For  Rent  or  Sale 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 


Obituary 

Dr.  Henry  Thomas  Kulesher, 

Falls  Church,  died  in  November  of  emphy- 
sema. He  was  sixty  years  of  age  and  a grad- 
uate of  Georgetown  University  Medical 
School  in  1937.  Dr.  Kulesher  was  chief  of 
otolaryngology  at  the  Northern  Virginia  Doc- 
tors Hospital  and  was  one  of  a group  of  phy- 
sicians who  founded  the  hospital.  He  also 


waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  fluoro 
room,  supply  rooms,  oil  heat  furnace  in  base- 
ment. Plenty  of  parking  space. 

Suitable  for  doctors,  lawyers,  etc.  Present 
doctor  tenant  will  soon  move  into  his  new 
building.  Lucrative  area  and  considerate  pa- 
tients. Should  be  available  immediately. 

For  information  contact  R.  P.  Beckwith, 
Jr.,  M.D.,  2801  Hey  Road,  Richmond  23224. 
Phone  276-5830.  (Adv.) 

Industrial  Physician. 

Immediate  opening  for  plant  physician  at  the 
du  Pont  Textile  Fibers  Plant  in  Richmond. 
Fully  staffed  medical  department  with  a full 
range  of  activities,  including  pre-placement 
examinations  and  occupational  and  consulta- 
tive services.  Forty  hour  week  with  excellent 
salary  and  liberal  employee  benefits.  An  equal 
opportunity  employer.  Please  send  resume  to: 
Medical  Supervisor,  E.  I.  duPont  de  Nemours 
& Co.,  Inc.,  Spruance  Textile  Fibers  Plant, 
P.  O.  Box  27001,  Richmond,  Virginia  23261. 
(Adv.) 


served  as  chief  of  the  departments  of  otolaryn- 
gology at  Arlington  and  Fairfax  Hospitals.  Dr. 
Kulesher  served  in  the  Army  Medical  Corps 
from  1942  to  1946  and  attained  the  rank  of 
Major.  He  had  been  a member  of  The  Medi- 
cal Society  of  Virginia  since  1956  and  had 
served  as  a member  of  the  House  of  Delegates. 

Dr.  Kulesher  is  survived  by  his  wife,  a son 
and  two  daughters. 
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Guest  Editorial 


The  Drunk  Driver 

YOUR  HELP  is  urgently  needed  to  combat  a serious  problem  that  threatens 
the  health  and  welfare  of  all  of  us  and  our  patients. 

The  Drunk  Driver  will  kill  600  Virginians  in  1972.  You  or  someone  in 
your  family  could  well  be  a statistic  next  year. 

It  is  well  known  that  over  50%  of  fatal  accidents  involve  the  drinking 
driver  and  of  that  50%,  90%  have  blood  alcohol  contents  greater  than  0.15%. 
At  this  concentration  it  is  postulated  that  a driver  has  a 3 3 times  greater  chance 
of  having  an  accident  because  of  his  physical  and  mental  impairment. 

On  November  30,  1960,  the  American  Medical  Association  adopted  the 
following  policy  statement:  “Blood  alcohol  of  0.10%  should  be  accepted 
as  evidence  of  alcoholic  intoxication,  recognizing  that  many  individuals  are 
under  the  influence  in  the  0.05%  to  0.10%  range.”  There  can  be  no  doubt 
that  the  current  level  of  0.15%  in  Virginia  is  too  high.  As  an  example  of 
how  much  alcohol  this  is,  it  is  known  that  if  a 150  pound  man  drank  1 ounce 
of  whiskey  per  hour,  he  would  not  accumulate  enough  alcohol  to  put  him 
over  0.04%. 

Recent  research  has  demonstrated  without  question  that  no  one,  regardless 
of  weight,  age  or  drinking  habit,  is  physically  or  mentally  fit  to  drive  when 
the  blood-alcohol  concentration  reaches  0.10%. 

Our  Legislature  meets  in  1972,  and  two  bills  will  be  introduced.  They  are: 

(1)  Reduce  the  blood  alcohol  level  for  driving  while  intoxicated  from 
0.15%  to  0.10%. 

(2)  Permit  the  use  of  breath  tests  in  addition  to  chemical  tests  of  the  blood 
for  presumptive  evidence  of  driving  while  intoxicated. 

Thirty-six  states  now  use  0.10%  for  defining  driving  while  intoxicated  and 
two  have  0.08%  as  their  prescribed  level  for  intoxication. 

Forty-eight  states  use  the  breath  test  results  as  admissible  evidence  for 
prosecution  of  driving  while  intoxicated.  Virginia  is  the  only  state  authorizing 
blood  tests  only  and  one  of  four  states  that  limits  the  test  to  one  medium. 

One  can  readily  see  that  Virginia  is  way  behind  in  their  effort  to  get  the 
drunk  driver  off  the  road. 

We  as  Physicians  have  not  failed  to  mobilize  in  the  past  to  combat  health 
problems  and  we  must  not  fail  to  do  so  now. 


The  Medical  Society  of  Virginia  has  gone  on  record  as  favoring  this  legis- 
lation. This  is  what  we  as  Physicians  can  do. 

(I)  Each  local  medical  society  should  pass  a resolution  as  soon  as  pos- 
sible, favoring  this  legislation  and  forward  it  to 

(A)  Mr.  John  Hanna 

Virginia  Highway  Safety  Division 
Box  27472— Richmond,  Va.  23261 

(B)  To  your  local  legislators 

(II)  Speak  out  at  your  Civic  Clubs,  PTA,  and  any  organized  group  and 
ask  their  official  support. 

Mr.  John  Hanna’s  Highway  Safety  Division  will  provide  you  with  infor- 
mational pamphlets  to  distribute,  assist  you  in  preparing  talks  and  provide 
slides  and  exhibits  on  request. 

These  organizations  should  forward  their  resolutions  to  Mr.  Hanna  and 
their  local  legislators. 

(III)  Send  copies  of  Resolutions  to  members  of  the  Courts  of  Justice 
or  Roads  and  Internal  Navigation  Committees  for  the  Senate  and  House 
of  Delegates.  A copy  of  these  committee  members  will  be  sent  to  each 
local  medical  society. 

As  many  of  you  know,  these  bills  failed  to  pass  last  year  and  it  is  imperative 
that  all  of  us  make  a sincere  effort  to  actively  support  the  legislative  effort 
this  year. 

Robert  W.  Waddell,  M.D. 


1100  First  Colonial  Road 
Virginia  Beach,  Virginia  234-54 

Editofs  Note:  Dr.  Waddell  is  a member  of  the  Virginia  Highway  Safety  Com- 
mission and  chairman  of  the  Committee  on  Highway  Safety  of  The  Medical 
Society  of  Virginia. 
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Hematological  Complications  of  Cystic  Fibrosis 


Children  with  cystic  fibrosis  may 
have  various  hematological  prob- 
lems. The  physician  caring  for 
such  patients  should  be  aware  of 
these  possibilities  so  that  appro- 
priate treatment  can  be  given. 

HILDREN  WITH  CYSTIC  FIBROSIS 
are  now  enjoying  the  benefits  of  early  diag- 
nosis and  intensive  management  of  their  med- 
ical problems.  There  has  been  much  interest 
in  hematological  problems  of  children  with 
cystic  fibrosis  during  the  last  few  years.  The 
purpose  of  this  article  is  to  review  the  diag- 
nosis and  management  of  these  complications. 

Hemostasis 

Hypoprothrombinemia  may  create  a life- 
threatening  situation  at  two  periods  during  the 
course  of  cystic  fibrosis.  Prior  to  establishment 
of  the  diagnosis  while  malabsorption  of  fat 
and  fat-soluble  nutrients  is  as  yet  untreated, 
hypoprothrombinemia  may  be  so  severe  as  to 
cause  spontaneous  bleeding.1,2  Indeed,  hemor- 
rhage may  be  the  presenting  symptom.  This 
is  probably  complicated  by  consumption  of 
formulas  low  in  vitamin  K and  alteration  of 
the  gut  flora  by  diarrhea  and  broad  spectrum 
antibiotics.2  Cystic  fibrosis  should  be  consid- 
ered in  any  infant  who  presents  with  vitamin 
K deficiency  beyond  the  neonatal  period.  In 
these  infants,  parenteral  administration  of  vita- 
min K will  correct  the  deficiency  well  within 
24  hours  but  fresh  frozen  plasma  or  whole 

From  the  Department  of  Pediatrics,  School  of 
Medicine,  University  of  Virginia. 


DIANE  M.  KOMP,  M.D. 

ROBERT  F.  SELDEN,  JR,  M.D. 
Charlottesville,  Virginia 

blood  may  be  necessary  for  immediate  man- 
agement of  serious  hemorrhage.  Use  of  pro- 
thrombin complex  concentrates  such  as  are 
commercially  available  for  the  treatment  of 
Christmas  disease  is  not  recommended  because 
of  an  unacceptable  high  risk  of  serum  hepatitis 
with  these  concentrates.  Supplemental  vitamin 
K will  not  be  necessary  in  the  vast  majority  of 
these  children  once  pancreatic  enzyme  replace- 
ment is  initiated  and  normal  stool  patterns  are 
achieved.3 

Hypoprothrombinemia  is  usually  not  a 
problem  in  children  under  treatment  for  cystic 
fibrosis  again  until  the  more  advanced  stages 
of  their  disease.  Biliary  cirrhosis  and  broad 
spectrum  antibiotics  can  contribute  to  vitamin 
K deficiency  in  this  group.  In  some  patients, 
biliary  cirrhosis  of  marked  degree  may  precede 
severe  manifestations  of  cystic  fibrosis  in  other 
body  systems.  Prothrombin  deficiency  that  is 
not  recognized  may  precipitate  a hazardous 
situation  in  patients  requiring  elective  or  emer- 
gency surgery  or  experiencing  acute  trauma. 
Periodic  evaluation  of  the  patient’s  prothrom- 
bin time,  at  least  once  yearly,  may  allow  rec- 
ognition and  correction  of  this  potential  risk. 
Physicians  dealing  with  patients  who  have 
cystic  fibrosis  must  be  aware  of  the  need  for 
prompt  evaluation  if  surgery  is  contemplated. 

Patients  with  advanced  disease  may  have 
sufficient  liver  damage  so  that  they  are  unable 
to  use  vitamin  K to  manufacture  factors  II, 
VII,  IX  and  X.  In  such  cases,  the  unused  vita- 
min K naphtholquinone  nucleus  can  itself  be 
hepatotoxic.4,5  In  general,  if  a single  parenteral 
dose  of  10-20  mg  does  not  shorten  the  pro- 
thrombin time  within  24  hours  of  administra- 
tion, further  vitamin  K is  both  useless  and 
contraindicated.  Active  bleeding  is  best  man- 
aged with  fresh  frozen  plasma.  Prothrombin 
complex  concentrates  are  contraindicated  in 
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patients  with  liver  disease  where  there  is  any 
evidence  of  primary  fibrinolysis  or  dissemi- 
nated intravascular  coagulation.6 

Increased  plasma  fibrinolytic  activity  pre- 
sumably on  the  basis  of  liver  disease  has  been 
demonstrated  in  several  children  with  advanced 
cystic  fibrosis.3  This  was  accentuated  by  stress, 
a previously  recognized  phenomenon.7  Since 
hypofibrinogenemia  leads  to  prolongation  of 
the  prothrombin  time,  it  should  be  considered 
in  cases  of  bleeding  unresponsive  to  vitamin  K. 
Although  inhibitors  of  plasminogen  activation 
may  be  present  in  the  lung  as  demonstrated  by 
Lieberman,8  they  are  not  usually  present  to 
excess  in  the  plasma  of  patients  with  cystic 
fibrosis. 

Hypersplenism  secondary  to  biliary  cirrhosis 
may  reduce  the  platelet  count  to  dangerous 
levels.  In  such  cases,  splenectomy  may  be 
necessary.9  Lower  platelet  counts  were  ob- 
served in  patients  with  poor  pulmonary  status 
and  hepatosplenomegaly  but  not  those  with 
poor  pulmonary  status  and  normal  organ  size.3 
There  was  no  evidence  of  disseminated  intra- 
vascular coagulation  in  the  patients  with  lower 
platelet  counts  although  this  phenomenon  has 
been  observed  in  other  patients  with  advanced 
pulmonary  disease.10,11 

Patients  with  impaired  coagulation  receiving 
carbenicillin  should  be  observed  for  possible 
bleeding  secondary  to  inhibition  of  platelet 
aggregation.12,13  Impaired  hemostasis  as  mani- 
fested by  petechial  rashes  and  nosebleeds  were 
seen  in  6/30  patients  with  cystic  fibrosis  re- 
ceiving carbenicillin  in  the  range  of  400-1000 
mg/kg/day.  All  patients  showed  in  vivo  in- 
hibition of  platelet  aggregation  within  1 2 hours 
of  starting  therapy.  The  defect  persisted  for 
three  to  seven  days.  Clinicians  should  be  aware 
that  carbenicillin  therapy  may  impair  hemos- 
tasis. If  carbenicillin  must  be  used,  concomit- 
tant use  of  aspirin  should  be  strenuously 
avoided  since  it  too  has  a deleterious  effect  on 
platelet  aggregation,  particularly  in  patients 
with  pre-existing  hemostatis  defects.14,15 

Iron  Metabolism 

Prior  to  the  introduction  of  pancreatic  re- 


placement therapy,  hemosiderosis  of  the  liver 
was  a common  autopsy  finding  in  children 
with  cystic  fibrosis.16  Although  older  children 
who  are  untreated  may  still  be  found  to  have 
hemosiderosis,  it  is  not  found  in  children  given 
pancreatic  replacement  therapy.17  Serum  iron 
levels  or  percent  saturation  do  not  adequately 
reflect  the  total  body  iron  burden.  Adminis- 
tration of  desferrioxamine,  an  iron  chelating 
agent,  to  children  with  cystic  fibrosis  who  had 
not  received  pancreatic  replacement  resulted  in 
iron  excretion  similar  to  that  seen  in  thalas- 
semia major.18  Experimental  pancreatic  dys- 
function caused  by  either  ethionine  adminis- 
tration19 or  pancreatic  duct  ligation20  results 
in  increased  iron  absorption. 

Children  with  pancreatic  steatorrhea  differ 
from  those  with  idiopathic  steatorrhea  in  that 
untreated  they  have  normal  or  elevated  hemo- 
globin levels.  This  is  out  of  proportion  to  the 
degree  of  hypoxia  and  pulmonary  disease  pres- 
ent in  infants  with  cystic  fibrosis.17  After 
pancreatic  replacement  is  given,  the  hemoglo- 
bin level  drops  fairly  rapidly.21  Pancreatin 
appears  to  have  more  than  one  mode  of  pre- 
venting iron  absorption.  Once  pancreatin 
therapy  has  been  given  for  more  than  several 
months,  withdrawal  of  pancreatin  for  five  days 
does  not  eliminate  iron  malabsorption.16  Fur- 
ther interference  with  iron  absorption  can  be 
demonstrated  by  simultaneous  administration 
of  pancreatin  and  iron.  Because  of  these  blocks 
in  absorption,  parenteral  iron  may  be  neces- 
sary if  iron  deficiency  develops  during  pan- 
creatin therapy.  Bone  marrow  iron  stains22  are 
probably  more  reliable  indicators  of  total  body 
iron  stores  than  serum  iron  and  total  iron 
capacity  since  the  latter  is  influenced  by  the 
coexistence  of  hypoproteinemia.17 

A normochromic,  normocytic  anemia  re- 
lated to  hyproproteinemia  has  been  described 
in  a few  infants  with  cystic  fibrosis.23  This 
would  appear  to  be  distinct  from  the  anemias 
that  may  occur  on  pancreatin  therapy.  Most 
children  with  cystic  fibrosis  have  had  a series 
of  formula  changes  before  the  diagnosis  is  es- 
tablished. Soya  product  formulas  play  no  role 
in  the  management  of  the  child  with  cystic 
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fibrosis  and  may  be  detrimental.  These  for- 
mulas are  not  supplemented  with  vitamin  K 
and  their  use  may  result  in  hypoprothrom- 
binemia.  In  addition,  the  anemia  of  hypopro- 
teinemia  may  result  from  consumption  of  these 
formulas  since  infants  with  cystic  fibrosis  may 
excrete  as  much  as  80  per  cent  of  ingested 
nitrogen  while  receiving  soya  bean  formula.24 
Serious  consideration  should  be  given  to  the 
possibility  of  cystic  fibrosis  in  any  infant  with 
persistent  vomiting  or  diarrhea  before  formula 
changes  are  instituted. 

Miscellaneous  Related  Disorders 

Shwachman  et  al.25  described  an  interesting 
group  of  patients  with  pancreatic  insufficiency 
and  neutropenia  and/or  thrombocytopenia. 
Since  these  patients  may  be  misdiagnosed  as 
cystic  fibrosis  or  followed  in  Cystic  Fibrosis 
Centers,  they  are  included  in  this  review.  The 
most  consistent  findings  were  neutropenia, 
hypoplastic  marrow,  absence  of  splenomegaly 
and  absence  of  pulmonary  disease.  There  were 
features  of  these  patients  suggestive  of  Wiskitt- 
Aldrich  syndrome  and  the  Pelger-Huet  anom- 
aly. Reports  of  coexistence  of  Wiskott- 
Aldrich,26  Pelger-Huet,27  and  congenital  ame- 
gakaryocytic  thrombocytopenia28  may  be 
variants  of  this  syndrome.  However,  convinc- 
ing evidence  is  presented  in  these  reports  for 
the  diagnosis  of  cystic  fibrosis. 

Cystic  fibrosis  has  been  reported  in  associa- 
tion with  familial  hypoparathyroidism  with 
pernicious  anemia  and  adrenocortical  insuffi- 
ciency.29 It  is  doubtful  if  this  was  truly  cystic 
fibrosis  since  trypsin  and  amylase  were  normal 
and  sweat  chlorides  may  be  elevated  in  Addi- 
son’s disease.30 

Summary 

Patients  with  cystic  fibrosis  may  have  dis- 
turbances of  coagulation  either  as  a result  of 
the  disease  process  or  treatment  at  various 
times  during  the  course  of  their  disease.  Al- 
though local  problems  such  as  respiratory  tract 
erosion,  peptic  ulcer,  intussusception,  or  vari- 
ces may  be  present,  defects  in  hemostasis 


should  be  considered  in  all  patients  with 
hemorrhage. 

Iron  absorption  is  influenced  by  pancreatic 
insufficiency  and  its  treatment.  Anemia  may 
develop  after  the  institution  of  therapy. 

Unusual  hematological  abnormalities  have 
been  described  in  association  with  pancreatic 
insufficiency.  The  clinician  dealing  with  chil- 
dren with  cystic  fibrosis  should  be  aware  of 
these  problems  since  these  patients  are  likely 
to  be  seen  and  followed  in  Cystic  Fibrosis 
Centers. 
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An  Evaluation  of  Tube  Thoracotomy  in  Pediatric  Surgery 

JONATHAN  A.  van  HEERDEN,  M.B,  Ch.B. 
HUGH  B.  LYNN,  M.D. 

Winchester,  Virginia 


Although  the  use  of  a chest  tube 
after  thoracotomy  in  children  has 
been  the  usual  procedure  for 
years,  it  now  appears  that  they 
make  a better  recovery  without 
this  drainage  unless  there  is  a 
specific  indication. 

The  perpetuation  of  tradi- 
tion is  a well-established  human  trait. 
From  time  to  time  it  behooves  all  of  us  to 
examine  and  reevaluate  these  perpetuated  tra- 
ditions, many  of  which  have  become  routine 
parts  of  our  surgical  practice.  The  use  of  a 
chest  tube,  or  tubes,  after  thoracotomy  is  com- 
monly accepted  and  practiced.  We  felt,  there- 
fore, that  a reappraisal  of  Mayo  Clinic  experi- 
ence in  such  usage  would  be  of  practical  value. 

Material  and  Observations 

For  a critical  appraisal  of  chest-tube  drain- 
age we  compare  two  different  periods:  (1) 

the  7-year  period  1961  through  1967,  in  which 
most  of  the  thoracotomies  were  done  by  one 
surgeon  (H.B.L.)  who  does  not  routinely  use 
chest-tube  drainage;  and  (2)  the  5-year  period 
1956  through  1960,  in  which  the  thoracotomies 
were  performed  by  various  surgeons,  most 
of  whom  favored  the  routine  use  of  chest 
tubes. 

During  the  more  recent  period,  73  patients 
of  pediatric  age  underwent  76  thoracotomies 
for  the  indications  given  in  Table  1.  Chest- 

Lynn,  Hugh  B.,  M.D.,  Mayo  Clinic  and  Mayo 
Foundation,  Section  of  Pediatric  Surgery,  Roch- 
ester, Minnesota. 


tube  drainage  was  not  used  in  59  of  these.  The 
postoperative  course  after  these  59  operations 
was  compared  with  that  after  the  17  thoracot- 
omies in  which  chest  drainage  was  employed. 
Particular  attention  was  given  pulmonary 
status  in  the  postoperative  period  and  the  need 
for  subsequent  thoracentesis,  insertion  of  a 
chest  tube,  or  the  use  of  an  S needle.  These 
results  are  given  in  Table  2. 

In  the  earlier  period,  76  pediatric  patients 
underwent  80  thoracotomies  for  the  indications 
also  given  in  Table  1.  In  this  period,  only  three 
thoracotomies  (4%)  were  performed  without 
chest-tube  drainage.  The  postoperative  course 
after  these  three  operations  was  compared  with 
that  after  77  thoracotomies  in  which  chest- 
tube  drainage  was  used.  The  results  are  given 
in  Table  2. 

Discussion 

The  indications  for  thoracotomy  were  sim- 
ilar during  both  periods  reviewed.  No  decor- 
tication (after  empyema)  was  performed  dur- 
ing the  latter  period,  reflecting  our  philosophy 
of  the  nonoperative  treatment  of  empyema  in 
children. 

We  do  not  feel  that  tube  thoracotomy 
should  be  used  routinely  after  thoracotomy  in 
pediatric  patients,  as  reflected  in  the  fact  that 
the  proportion  of  thoracotomies  performed 
without  tube  drainage  in  the  more  recent  series 
(78%)  was  much  greater  than  the  proportion 
in  the  earlier  series  (4%).  In  those  patients 
without  chest  tubes,  postoperative  thoracen- 
tesis was  required  in  10  instances  (17%).  Sim- 
ple needle  aspiration  was  adequate  in  the. 
majority  of  cases. 

It  is  our  current  practice  to  use  a chest  tube 
during  closure  only  and  to  remove  it  at  the 
end  of  the  procedure,  positive  pressure  ven- 
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tilation  helping  to  detect  air  leaks  prior  to 
closure.  The  role  of  the  anesthesiologist  dur- 
ing all  phases  of  care  cannot  be  stressed  suffi- 


The  advantages  of  not  using  a chest  tube  in 
children  should  be  kept  in  mind:  (1)  Trans- 
portation of  the  patient  from  the  operating 


TABLE  1 


Indications  for  Thoracotomy  During  Two  Periods 


Thoracotomies  for  Period 

1961-1967 

1956-1960 

Indication  for  Thoracotomy 

With 

Total 

Drainage* 

Totali 

Mediastinal  or  pulmonary  neoplasia 

19 

6 

19 

Esophageal  atresia  with  tracheoesophageal  fistula 

17 

11 

Lobectomy  and  wedge  resection 

12 

6 

Open  lung  biopsy 

Open  lung  biopsy  (nonspecific) 

8 

4 

Tracheoesophageal  fistula  (congenital  and  acquired) 
Tracheoesophageal  fistula 

5t 

2 

2 

Congenital  diaphragmatic  hernia 
Diaphragmatic  hernia 

4 

1 

3 

Thymectomy  (for  myasthenia  gravis) 

4 

1 

3 

Colonic-jejunal  interposition 
Jejunal  interposition 

3 

2 

Modified  Heller  operation  (achalasia) 

3 

4 

Traumatic  rupture  of  esophagus 
Pulmonary  resection 

1 

1 

16 

Decortication  (after  empyema) 

7 

Division  of  anterior  aortic  arch 

4 

Ligation  of  varices 

3 

Partial  esophagogastrectomy 

2 

Total 

76 

17 

80 

*No  drainage  in  78%. 
fNo  drainage  in  4%. 

{Closure  of  congenital  fistula  plus  lobectomy  in  one. 


ciently.  Anesthesiologists  in  turn  have  been 
most  impressed  with  the  smooth  intraoperative 
ventilatory  course  of  the  babies  with  congeni- 


room  to  the  ward  is  safer  and  easier.  (2) 
Nursing  care  is  greatly  simplified,  especially 
with  the  present  shortage  of  trained  personnel. 


TABLE  2 


Postoperative  Course  After  Thoracotomy  During  Two  Periods 


Postoperative  Course 

Total 

Operations 

Excellent 

Drainage 
Needed  Later 

Thoracotomy 

No. 

% 

No. 

% 

No. 

% 

For  years  1961  through  1967 
With  drainage  17  22  15  88 

Without  drainage  59  78  40  68  10  17 

For  years  1956  through  1960 

With  drainage  77  96  60  78  6 8 

Without  drainage  3 4 3 100 


tal  esophageal  atresia  and  tracheosophageal 
fistula  in  whom  we  have  employed  the  extra- 
pleural approach  whenever  feasible. 


(3)  The  natural  activity  of  the  child  (which  is 
so  therapeutic)  is  not  hampered  in  any  way. 

(4)  The  danger  of  a “sucking”  pneumothorax 
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during  tube  removal  is  avoided,  a complication 
poorly  tolerated  in  the  neonatal  period  and 
probably  accounting  for  one  infant  death  in 
the  present  series. 

If  pleural  effusion  or  collections  occur  in 
the  postoperative  period,  it  is  usually  as  safe 
to  employ  thoracentesis,  we  think,  as  to  insert 
an  S needle  or  a catheter.  The  simplified  nurs- 
ing care  and  the  greater  comfort  of  the  patient 
are  obvious. 

The  reasons  for  drainage  in  the  most  recent 
period  reviewed  were  mainly  (1)  excessive 
intraoperative  oozing  or  raw  surface,  (2)  trau- 
matic rupture  of  the  esophagus  or  bronchus 
or  damage  to  lung  parenchyma,  and  (3)  tem- 
porary absence  of  one  of  us  (H.B.L.). 

Summary  and  Conclusion 

Chest-tube  drainage  was  not  used  in  approx- 
imately 75%  of  thoracotomies  in  the  more 
recent  series.  In  68%  of  these  patients  the 
postoperative  course  was  excellent.  In  10  tho- 
racotomies performed  without  the  use  of  a 
chest  tube,  some  form  of  postoperative  chest 
drainage,  usually  simple  thoracentesis,  was 
required  later. 

The  difference  in  the  number  of  cases 
drained  in  the  two  periods  (96%  and  22%, 
respectively)  reflects  our  current  attitude  to- 
ward tube  thoracotomy.  The  fact  that  more 


than  two  thirds  of  the  nondrained  patients  in 
the  more  recent  series  had  an  excellent  post- 
operative course,  we  think,  justifies  this  atti- 
tude. The  nursing  care  of  these  children  with- 
out chest  tubes  is  simple;  no  clamps  are  present 
that  can  inadvertently  “come  off”  during  the 
transfer  period  from  operating  room  to  ward. 
Mobility,  which  is  so  important  to  the  post- 
operative pediatric  patient,  is  unhampered.  We 
believe  that  chest-tube  drainage  following 
thoracotomy  in  children  should  be  used  only 
on  specific  indication  and  not  routinely. 

Summary 

Chest-tube  drainage  was  not  used  in  approx- 
imately 75%  of  thoracotomies  in  this  series. 
In  68%  of  these  the  postoperative  course  was 
excellent.  In  10  thoracotomies  performed 
without  the  use  of  a chest  tube,  thoracentesis 
was  required  later.  We  believe  that  chest- tube 
drainage  following  thoracotomy  in  children 
should  be  used  only  on  specific  indication  and 
not  routinely. 

Note:  We  would  like  to  thank  the  Depart- 
ment of  Statistics,  Mayo  Graduate  School  of 
Medicine,  Rochester,  Minnesota,  for  access  to 
the  histories  of  the  patients  evaluated  in  this 
study. 


Winchester  Surgical  Clinic 
Winchester , Virginia  22601 


Volume  99,  February,  1972 


141 


Shock  from  Massive  Hemoptysis  Due  to 
Pulmonary  Actinomycosis  in  Child 


This  child  has  massive  hemop- 
tysis due  to  pulmonary  actinomy- 
cosis and  was  treated  successfully 
by  lobectomy.  This  is  the  first 
such  case  to  be  reported. 


MASSIVE  HEMOPTYSIS  from  pulmo- 
nary actinomycosis  has  not  been  re- 
ported. Of  the  36  reported  cases  of  pul- 
monary actinomycosis  treated  by  lung  re- 
section, only  one  has  been  in  childhood. 
Therefore  the  following  case  report  is 
thought  to  be  of  sufficient  interest  to  war- 
rant presentation. 

Case  Summary 

B.  D.,  nine-year-old  white  male,  was  ad- 
mitted to  Norfolk  General  Hospital  on  Feb- 
ruary 20,  1968,  in  shock  from  massive  he- 
moptysis. 

In  September  1966,  at  age  seven,  he  de- 
veloped a clinical  picture  suggestive  of  acute 
appendicitis.  Pre-operative  chest  x-ray 
(x-ray  #1)  showed  probable  pneumonitis 
of  the  lingula  of  the  left  upper  lobe.  Ap- 
pendectomy elsewhere  revealed  only  reac- 
tive lymphoid  hyperplasia. 

Subsequently,  periodic  follow-up  chest 
x-rays  elsewhere  continued  to  show  unex- 
plained infiltration  in  the  lingula,  (x-ray 
#2  of  February  1967.) 


Presented  by  Dr.  Old  at  the  Muller  Surgical  So- 
ciety Meeting,  University  of  Virginia  Medical  Center, 
April  2-3,  1971. 
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In  the  fall  of  1967  he  had  an  episode  of 
mild  hemoptysis. 

The  present  illness  began  about  12  hours 


X-ray  #1 


before  admission  with  progressively  increas- 
ing massive  hemoptysis  and  subsequent 
shock. 


X-ray  #2 

Admission  physical  examination  showed: 
Blood  pressure  50/?;  pulse  140;  respirations 
36;  temperature  normal.  This  was  a well- 
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developed  and  well-nourished,  acutely  ill 
white  male  child,  coughing  up  profuse  quan- 
tities of  blood.  HEENT  was  not  remarkable. 
Both  lungs  exhibited  rales  and  rhonchi. 
Heart  normal.  Remainder  of  physical  ex- 
amination not  unusual. 

Hemoglobin  7.0  grams.  Studies  for  blood 
dyscrasia  were  normal.  The  chest  x-ray 
(x-ray  #3)  showed  infiltration  in  the  lin- 
gula of  the  left  upper  lobe  but  also  diffuse 
infiltration  suggestive  of  aspirated  blood. 


X-ray  #3 


He  was  admitted  to  the  Intensive  Care 
Unit  where  appropriate  transfusions,  medi- 
cations, etc.  led  to  gradual  stabilization. 

Further  laboratory  studies  were  not  re- 
markable. Electrocardiogram  was  normal. 
Sputum  studies  were  not  informative.  Rou- 
tine skin  tests  were  all  negative.  Barium 
swallow  x-rays  were  normal. 

Then,  on  February  22,  1968,  under  M.D. 
general  anesthesia,  bronchoscopy  revealed 
considerable  blood  in  the  tracheobronchial 
tree  which  seemed  to  be  coming  from  the 
left  upper  lobe  orifice.  Bronchial  washings 
gave  no  diagnostic  help.  An  attempt  was 
made  to  do  a left  upper  bronchogram,  but 
so  much  blood  was  present  in  the  tracheo- 
bronchial tree,  and  especially  in  the  left  up- 
per lobe  bronchus,  that  bronchogram  was 
not  technically  successful.  Repeat  chest 
x-ray  was  done  (x-ray  #4)  and  interpreted 
as  aspirated  blood. 

The  patient  continued  relatively  stable 
until  February  23,  1968,  when  he  had  an- 


other episode  of  massive  hemoptysis  with 
resultant  mild  shock,  necessitating  further 
transfusions;  and  thus  it  was  felt  that  sur- 
gery was  mandatory. 


X-ray  #4 


After  appropriate  pre-operative  meas- 
ures, he  was  deemed  ready  for  surgery  on 
Saturday,  February  24,  1968.  Pre-operative 
discussion  with  the  M.D.  anesthesiologist 
resulted  in  decision  not  to  use  Overholt 
prone  position,  bronchial  blockers  or  Carlens 
double  lumen  endotracheal  tube.  There- 
fore, he  was  given  general  M.D.  endotrach- 
eal anesthesia  in  slight  Trendelenberg  posi- 
tion; and  a routine  left  posterolateral  tho- 
racotomy incision  was  made.  Considerable 
infiltration  was  found  in  the  left  upper  lobe 
of  the  lung,  especially  in  the  lingula  and  an- 
terior segment  with  a rather  extensive  ad- 


Fig.  #1 


hesion  to  the  anterior  chest  wall  over  ap- 
proximately a one-inch  area  (figure  #1). 
With  considerable  difficulty  with  aspi- 
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rated  blood  which  necessitated  exhaustive 
anesthesia  manipulation  as  well  as  meticu- 
lous surgical  care,  finally  a left  upper  lo- 
bectomy with  excision  of  the  chest  wall  ex- 
tension was  successfully  completed  (figure 
#2). 


Fig.  #2 


The  long-term  follow-up  has  been  un- 
eventful without  further  disease. 

Discussion 

Bollinger,  in  1877,  first  used  the  term 


Microphotograph  #1 


Microphotograph  #2 

"Actinomycosis”  with  reference  to  a dis- 
ease of  cattle  in  which  there  was  a woody 
swelling  of  the  tongue  and  diffuse  enlarge- 
ment of  the  jaw.  Also  in  1877,  Harz  sug- 
gested the  use  of  the  term  "Ray  Fungus” 
or  Actinomyces  bovis  for  the  delicate 
branching  mycelial  filaments  which  cause 
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The  immediate  post-operative  left  thorac- 
otomy, left  upper  lobectomy  course  was 
rather  shaky,  but  gradually  stabilized  out 
nicely  without  complication;  and  later  fol- 
low-up chest  x-ray  (x-ray  #5)  showed 
good  re-expansion  of  the  left  lower  lobe 
which  filled  the  left  hemithorax  satisfac- 
torily. 


X-ray  #5 

The  surgical  pathologist  reported  actino- 
mycosis with  acute  and  chronic  pneumonia, 
scarring  and  hemorrhage,  left  upper  lobe 
of  lung  (microphotographs  #1  and  #2). 

The  patient  received  a prolonged  course 
of  "penicillin”  post-operatively. 
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the  disease  in  cattle.  Israel,  in  1878,  found 
the  organism  in  human  necropsy  material 
and  subsequently  gave  a clinical  description 
of  the  disease.  Bostroem,  in  1890,  described 
an  aerobic  form  of  the  organism  in  cattle 
and  in  man.  This  form  was  not  acid  fast. 
Wolff  and  Israel  in  1891,  wrote  a descrip- 
tion of  the  pathology  based  upon  two  hu- 
man cases  in  which  they  isolated  an  anae- 
robic form  which  grew  at  body  tempera- 
ture and  showed  true  branching.  In  1888, 
Nocardia  described  the  pathogenic  aerobic 
genus  which  was  subsequently  called  No- 
cardia. In  1905  Wright  established  a term, 
Actinomyces  bovis,  for  the  anaerobic  form; 
and  this  nomenclature  continued  until  1 949 
when  the  Medical  Research  Council  decided 
that  the  anaerobic  organism  responsible  for 
all  human  infections  should  subsequently 
be  known  as  Actinomyces  israeli. 

It  has  been  shown  that  the  Actinomyces 
israeli  is  a normal  inhabitant  of  many  peo- 
ple’s mouths  and  under  certain  conditions 
of  tissue  damage  or  infection  in  the  lung, 
the  organism  finds  the  necessary  conditions 
to  invade  the  lung  tissue  and  causes  the  clin- 
ical pulmonary  disease.  Rarely  the  anae- 
robic or  microaerophilic  organism,  Actino- 
myces israeli,  is  spread  through  the  blood 
stream  to  the  lung. 

The  usual  course  of  events  is  that  the 
Actinomyces  israeli  reaches  the  bronchioles, 
peribronchial  tissue  or  lung  parenchyma  and 
results  in  suppuration  which  proceeds  on  to 
abscess  formation  that  may  be  extensive  and 
is  attended  by  interstitial  pneumonia  with 
fibrosis.  Thus,  this  is  a chronic  suppurative 
bronchopneumonia  which  extends  by  con- 
tinuity so  that  eventually  multiple  abscesses 
with  intervening  dense  fibrous  tissue  occupy 
a large  part  of  a lobe  and  may  present  as  a 
coarse  honeycomb. 

Bates  and  Cruickshank  wrote  the  classic 
paper  on  "Thoracic  Actinomycosis”  in 
"Thorax”  in  1957  and  they  presented  the 
classification  of  Thoracic  Actinomycosis. 

All  authors  agree  that  approximately 
1 5 % of  human  actinomycotic  infections 
affect  the  thorax.  Males  are  affected  more 


often  than  females  and  various  figures  are 
quoted,  ranging  from  4:1  to  2:1.  The  ma- 
jority of  cases  occur  after  the  age  of  20. 
Thoracic  actinomycosis  has  been  reported 
from  different  countries,  but  particularly 
from  Europe  and  the  U.S.A.  Country  dwell- 
ers are  no  more  prone  to  this  condition  than 
city  dwellers.  There  is  apparently  no  occu- 


Classification  of  Bates  and  Cruickshank 


Pleuropulmonary 


Primary 
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Bronchopulmonary 


. Mediastinal 
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[Extension  from  abdominal  actinomycosis 
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1 Extension  from  cervico-facial  actinomycosis 
{ Pyaemia 

Metastatic  j Chest  wall 
l Cardiac 


Actinomycosis  associated  with  pulmonary  tuberculosis. 


pational  incidence  and  Cope,  in  1949, 
stated:  "We  must  put  aside  the  popular 

fairy  tale  about  infections  from  grass  and 
straw.” 

Pain  is  the  most  common  presenting 
symptom.  There  are  four  different  types  of 
pain  from  which  these  patients  suffer  de- 
pending upon  the  variety  of  the  disease. 
Pleuropulmonary  infection  in  which  the 
pleural  cavity  is  obliterated,  often  presents 
with  rheumatic  pain,  while  those  who  have 
an  empyema  may  present  with  an  acute 
pleurisy.  The  mediastinal  cases  complain  of 
continuous  retro-sternal  aching  while  the 
chest  wall  lesions  are  painful  to  touch. 

Cough  occurs  at  some  stage  of  the  disease 
and  is  often  associated  with  purulent  spu- 
tum. Hemoptysis  is  unusual. 

The  only  physical  sign  which  is  diagnostic 
for  this  condition  is  the  chest  wall  sinus 
which  tends  to  break  down  and  discharge 
and  then  periodically  heals  over.  The  other 
physical  signs  are  non-snecific. 

Multiple  radiological  appearances  have 
been  described  in  pulmonary  actinomycosis. 
No  really  characteristic  radiological  change 
has  been  described  although  several  authors 
considered  the  presence  of  periostitis  of  sev- 
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eral  adjacent  ribs  in  the  absence  of  an  em- 
pyema to  be  of  diagnostic  significance. 

The  diagnosis  of  thoracic  actinomycosis 
is  extremely  difficult.  The  sputum  and  bron- 
chial washing  are  of  no  value  as  the  fungus 
is  normally  in  the  mouth.  There  are  no  good 
serologic,  etc.,  tests. 

The  tissue  diagnosis  is  the  key.  Actino- 
myces israeli  is  not  acid  fast,  whereas  the 
Nocardia  astroides  is  often  acid  fast.  Sulfur 


fit  gained  from  iodine  therapy  is  the  result 
of  resorption  of  fibrous  tissue,  thus  allowing 
other  agents  to  get  into  immediate  contact 
with  the  causative  organism.  Radiotherapy 
and  radium  implants  have  had  some  suc- 
cess. A few  cases  have  been  treated  with 
thymol  without  help. 

Since  1940,  the  treatment  of  thoracic 
actinomycosis  has  been  revolutionized  by 
the  introduction,  first  of  sulfa  drugs,  and 


TABLE  I 

Pulmonary  Actinomycosis  Treated  by  Lung  Resection 


Author- 


KAY,  MEADE 


KAY 


POPPE 


KAY 


BATES,  CRUCKSHANK 


PRITZKER,  McKAY 


VILLEGAS,  SALA 


MOORE,  SCANNELL 

HALSETH,  REICH 
McQUARRIE,  HALL 
PRATHER  ET  AL. 


PRESENT  REPORT 


-Year  Re  porte  d- 


1945 

1946 

1946 

1947 

1957 

1963 

1965 

1963 

1968 

1968 

I 

1970 

1971 


-CAses Under  Age  12- 


Unknown 

6 

0 

Unknown 

1 

0 

0 

0 

0 

I 

0 

0 


-Deaths- 

0 

0 

0 

I 

0 

6 

l 

0 
0 

0 

1 

0 

I 

0 


Massive 

-Hemoptysis 


TOTAL 


37 


granules  are  found  in  the  skin  and  viscera 
with  infection  due  to  Actinomyces  israeli 
or  Nocardia  astroides. 

A great  variety  of  modalities  have  been 
used  in  the  treatment  of  thoracic  actino- 
mycosis. Vaccines  have  been  tried.  Various 
forms  of  iodines  were  thought  to  have  spe- 
cific action,  but  it  is  now  realized  that  bene- 


later,  penicillin.  Other  antibiotics  have  been 
used,  but  it  now  seems  reasonably  well  es- 
tablished that  penicillin  is  the  drug  of  choice 
in  thoracic  actinomycosis.  Various  com- 
binations of  drug  therapy  are  probably  not 
superior  to  penicillin  alone. 

Surgical  treatment  of  thoracic  actino- 
mycosis was  mainly  confined  to  drainage 
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procedures  and  chest  wall  excision  until  the 
first  pulmonary  resection  was  reported  by 
Earle  Kay  and  Richard  Meade  in  1945.  Fol- 
lowing this  report  only  a few  pulmonary 
resections  have  been  done  as  evidenced  by 
Table  I. 

Massive  hemoptysis  is  a life-threatening 
complication  of  several  cardiopulmonary 
diseases.  Massive  hemoptysis  has  usually  been 
defined  as  pulmonary  bleeding  of  more  than 
600  ml  in  a period  of  48  hours.  Hemoptysis 
has  usually  been  treated  non-operatively  and 
surgical  intervention  has  been  reserved  for 
those  who  fail  to  stop  bleeding. 

Recently,  Karlson  and  his  associates  at 
the  Downstate  Medical  Center,  and  Kings 
County  Hospital,  have  advocated  pulmo- 
nary resection  for  massive  hemoptysis  when 
the  site  of  the  massive  bleeding  can  be  re- 
sected by  lobectomy.  They  continue  to  treat 
massive  hemoptysis  from  lesions  requiring 
pneumonectomy  non-operatively  until  the 
risk  of  surgical  intervention  is  clearly  indi- 
cated to  be  lower  than  the  risk  of  continu- 
ing hemorrhage. 

Therefore,  in  summary,  this  is  the  first 
reported  case  of  shock  from  massive  hemop- 
tysis from  pulmonary  actinomycosis  in  a 
child  treated  successfully  by  pulmonary  re- 
section of  left  upper  lobectomy  followed  by 
penicillin  therapy.  A brief  review  of  the 
topic  has  been  presented. 
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Mouth  Cancer-Concepts  of  Treatment 


Most  of  the  intraoral  malignan- 
cies should  be  evaluated  before 
treatment  by  a team  of  special- 
ists. The  obvious  reason  for  this 
approach  lies  in  the  fact  that 
there  is  generally  more  than  one 
acceptable  form  of  treatment. 

HE  TREATMENT  OF  ORAL  MALIG- 
NANCIES is  a most  controversial  subject 
and  the  medical  and/or  surgical  approaches 
to  this  disease  are  many.  The  most  common 
malignant  tumor  is  the  squamous  cell  car- 
cinoma, accounting  for  at  least  90%  of  all 
mouth  malignancies.  Most  of  the  intraoral 
malignancies  should  be  evaluated  before  treat- 
ment by  a team  of  specialists  such  as  the  ra- 
diotherapist, internist,  oral  surgeon,  oral  pa- 
thologist, and  general  surgeon  who  have  had 
special  interest  and/or  training  in  head  and 
neck  oncology.  Following  an  evaluation  by 
the  above  specialists,  additional  consultations 
may  be  necessary  with  a chemotherapist, 
prosthodontist,  plastic  surgeon,  and  psychia- 
trist. 

The  obvious  reason  for  the  team  approach 
for  the  treatment  of  this  disease  lies  in  the  fact 
that  there  is  generally  more  than  one  accept- 
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able  form  of  treatment.  On  occasions,  mul- 
tiple modalities  of  therapy  may  be  instituted 
to  provide  the  patients  with  the  most  favorable 
prognosis.  Adequate  rehabilitation  is  necessary 
before  a patient  can  return  to  his  role  in  so- 
ciety when  extensive  surgical  procedures  were 
utilized,  either  as  a cure  or  palliation  of  the 
disease.  In  certain  oral  malignancies,  en-bloc 
resection  may  be  the  treatment  of  choice 
which  may  be  followed  by  irradiation  or  to 
follow  pre-operative  irradiation.  In  some  in- 
stitutions chemotherapy  administered  by  in- 
fusion is  followed  by  irradiation  and  occasion- 
ally surgery.  In  other  instances,  depending 
upon  such  factors  as  histopathology,  location 
and  size  of  lesion,  physical  condition  of  the 
patient,  age,  physical  findings  of  neck  lymph 
nodes,  may  suggest  wide  local  resection  and 
most  cautious  periodic  post-operative  observa- 
tion. It  is  in  these  cases  that  the  oral  surgeon 
should  assume  surgical  responsibility  and  fol- 
low up  care. 

In  extensive  neck  surgery,  which  would 
include  the  excision  of  the  primary  lesion  of 
the  mouth  or  jaws,  the  general  surgeon  should 
assume  the  surgical  responsibility  but  be  as- 
sisted by  the  oral  surgeon.  The  mouth  and 
contiguous  structures  are  where  the  oral  sur- 
geon’s competence  and  skills  are  most  valuable. 
The  oral  surgeon  can  assist  in  the  immediate 
reconstruction  by  inserting  prosthetic  devices 
where  large  segments  of  bone  have  been 
resected. 

Very  few  physicians  or  dentists  in  general 
practice  see  enough  oral  cancer  to  be  suffi- 
ficiently  experienced  in  determining  the  best 
method  of  treatment;43  however,  the  avail- 
ability of  the  mouth  to  digital  and  visual  exam- 
ination permits  the  physician  or  dentist  to 
make  an  early  diagnosis  and  institute  proper 
treatment.  The  dentist  should  not  be  so  pre- 
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occupied  with  the  teeth  and  gums  that  the 
examination  of  the  adjacent  areas  is  neglected. 
Even  though  the  exact  etiology  of  cancer 
remains  obscure,  the  curability  of  oral  cancer 
is  more  closely  related  to  early  diagnosis  than 
to  any  other  factor.  This,  plus  education  of 
the  public  about  oral  cancer,  are  by  far  the 
most  effective  means  of  combating  malignant 
disease  of  the  mouth.27,43 

A constant  awareness  equals  an  early  detec- 
tion since  5%  of  all  cancers  occur  in  the  oral 
cavity  with  a five  year  cure  rate  of  all  cases 
of  32. 5%.45 

It  is  not  intended  in  this  article  to  describe 
the  normal  or  pathological  appearance  of  the 
oral  cavity  and  neck;  however,  of  special  sig- 
nificance in  the  examination  of  the  neck  are 
the  lymph  nodes. 

In  the  normal  individual  very  few  lymph 
nodes  are  palpable  on  clinical  examination; 
however,  their  strategic  location,  along  the 
lymph  channels  exposes  them  to  a variety  of 
infections,  as  well  as  metastases  from  various 
types  of  malignancies.  Enlargement  of  nodes 
may  be  confined  to  small  areas  or  may  be 
widespread  in  nature;  accompanied  by  the 
cardinal  signs  of  inflammation.  Sequelae  of 
involvement  may  be  necrosis,  rupture  of  the 
nodules,  and  the  formation  of  a sinus.  Enlarge- 
ment of  nodes  sometimes  is  noticed  even  in  the 
absence  of  any  signs  of  inflammation.  The  ex- 
aminer, while  palpating,  should  determine 
whether  the  nodules  appear  singly  or  in  mul- 
tiple masses,  are  unilateral  or  bilateral,  discrete 
or  matted  together,  and  if  there  is  any  tender- 
ness present.  The  consistency  of  the  mass 
must  be  noted  to  determine  if  it  is  hard,  firm, 
or  fluctuant,  and  if  there  is  any  fixation  to  an 
underlying  structure  such  as  the  mandible. 
The  first  evidence  of  lymph  node  enlargement 
may  be  the  pressure  associated  with  its  in- 
creased size,  or  signs  of  systemic  involvement 
if  the  condition  is  inflammatory  in  character.20 

Metastasis  of  oral  carcinoma  to  distant  sites 
is  a relatively  unusual  occurrence,  but  its  rarity 
has  perhaps  been  overemphasized.  The  metas- 
tasis of  oral  mucosal  carcinoma  depends  pri- 
marily on  the  biological  characteristics  of  the 


neoplasm.  The  highly  anaplastic  type  of  oral 
carcinoma  usually  metastasizes  to  regional 
lymph  nodes  as  well  as  spread  to  other  sites, 
usually  the  lungs.12  Metastasis  from  a primary 
carcinoma  from  a distant  organ  must  also  be 
recognized  since  extensive  surgery  of  the 
mouth  and  jaws  would  be  contraindicated. 

The  exact  mechanism  by  which  carcinoma 
spreads  from  sites  in  the  head  and  neck  to  the 
lungs  is  not  clear;  nor  are  the  factors  that 
govern  development  of  distant  metastases  com- 
pletely understood.  Of  the  forty-two  patients 
who  died  of  epidermoid  carcinoma  of  the  head 
and  neck,  thirty-three  (55  per  cent)  were 
found  to  have  distant  metastases.18  It  has  been 
shown  that  the  relationship  between  the  age 
and  survival  is  not  apparent;  histological  cer- 
vical metastases  are  of  definite  prognostic  sig- 
nificance, and  more  meaningful  than  clinical 
examination  of  the  neck  which  carries  a 25% 
incidence  of  error;  neither  the  size  or  location, 
nor  history  of  the  intraoral  lesion  appear  to 
be  of  prognostic  value  per  se.38 

Another  author  in  a study  of  187  patients 
with  oral  cancer,  were  studied  with  respect  to 
their  causes  of  death  showed  that  17%  died 
of  metastatic  disease  beyond  the  neck  and  1 1 % 
from  uncontrollable  disease  above  the  clavicles. 
Complications  from  treatment  accounted  for 
24%. 42 

The  tongue  was  the  second  most  frequent 
site  of  mouth  cancer;  squamous-cell  carcinoma 
was  the  most  common  neoplasm.41  Of  116 
patients,  each  of  whom  had  one  intraoral  car- 
cinoma, twenty  patients  had  a total  of  twenty- 
four  extraoral  malignant  primary  carcinomas, 
while  in  a study  of  120  patients  treated  for 
cancer  of  the  head  and  neck,  random  biopsy 
revealed  five  had  additional  tumors.22,17 

A review  of  the  mucoepidermoid  carcinomas 
of  the  major  and  intraoral  minor  salivary 
glands  has  disclosed  that  the  parotid  gland  is 
by  far  the  most  commonly  affected  major 
gland,  whereas  the  palatal  glands  are  the  most 
common  site  of  occurrence  for  intraoral  tu- 
mors. Intraoral  tumors  noted  a slightly  poorer 
prognosis  than  did  major  gland  tumors.13 

Cases  have  been  reported  where  mucoepi- 
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dermoid  carcinoma  of  the  mandible  which  has 
progressed  for  some  30  years,  changed  from 
benign  to  malignant,  as  well  as  another  muco- 
epidermoid carcinoma  around  the  posterior 
side  of  the  mandible  in  association  with  a 
dentigerous  cyst.33,5 

Since  it  is  probably  better  to  err  on  the  side 
of  safety,  wide,  radical  local  excision  in  the 
palate  is  probably  quite  acceptable  for  the 
mucoepidermoid  lesion.  Lesions  of  the  floor 
of  the  mouth  should  have  at  least  complete 
excision  of  the  submaxillary  triangle,  including 
removal  of  the  submaxillary  gland  and  duct, 
sublingual  duct,  and  exploration  of  the  lingual 
nerve.11 

In  another  study,  none  of  37  patients  with 
a mucoepidermoid  carcinoma  under  the  tongue 
had  any  palpable  cervical  adenopathy,  al- 
though one  patient  developed  a metastatic 
lymph  node  in  the  submandibular  triangle. 
Surgical  excision  of  the  entire  sublingual  gland 
had  revealed  no  local  recurrence  of  the  dis- 
ease, and  only  in  one  case  was  there  cervical 
metastases  which  was  treated  by  radical  neck 
dissection.31 

Because  of  the  rapid  onset  and  occurrence 
of  central  mucoepidermoid  tumors  of  the  jaws, 
wide  local  excision  offers  a good  prognosis.36 

It  must  be  remembered  also  that  salivary 
glands  and  odontogenic  elements  have  a com- 
mon embryonic  origin  and  a well  differen- 
tiated tumor  would  not  be  expected  to  metas- 
tasize, therefore  a delayed  radical  operation 
would  still  offer  a cure  if  there  should  be  a 
local  recurrence  or  a regional  lymph  node 
metatasis.2 

Wide  surgical  excision  of  a mucoepidermoid 
carcinoma  offers  a good  prognosis  of  tumors 
in  the  posterior  portion  of  the  mandible  and 
maxilla.36  With  intrabony  salivary  gland  tu- 
mors, treatment  consisted  of  hemisection  fol- 
lowed by  radiotherapy  given  postoperatively.46 

Laboratory  and  clinical  evidence  indicates 
that  a sample  of  cells  scraped  from  the  surface 
of  a mouth  lesion  can  disclose  beginning, 
cryptic  and  unsuspected  mouth  cancers.  The 
dangers  of  relying  upon  cytologic  studies  for 
screening  and  diagnosing  has  been  shown  by 
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many  authors,  and  it  has  been  recommended 
that  for  the  more  accurate  tissue  diagnosis, 
biopsy  of  any  questionable  lesion  is  indicated. 
Obviously,  cytology  is  of  limited  value  if  a 
biopsy  can  be  done  immediately,  since  the  lat- 
ter procedure  has  a diagnostic  reliability  of 
close  to  100%.  Cytology  is  of  great  value, 
however,  if  a biopsy  cannot  be  done  for  some 
reason,  since  this  technique  had  a reliability 
of  86%.  A combined  cytology-biopsy  ap- 
proach may  be  of  value.  Cytology  did  not 
reveal  a single  case  of  carcinoma  that  was  not 
also  demonstrated  by  the  initial  biopsy.7,35,32 

Radical  surgical  procedures  at  the  Cleveland 
Veterans  Administration  Hospital  revealed 
postoperative  complications  including  salivary 
fistulas,  dysphagia,  wound  infection,  and  dys- 
phonia.  Primary  tumor  sites  were,  in  descend- 
ing order  of  frequency,  the  tongue,  floor  of 
the  mouth,  tonsil,  gingiva,  buccal  mucosa,  and 
pharynx,  and  in  twelve  of  the  forty-five  pa- 
tients who  did  not  have  palpable  cervical  nodes 
there  was  microscopic  evidence  of  nodal 
cancer.9 

Tongue  cancer  has  a high  incidence  of 
metastases  to  regional  lymph  nodes.  Frazell 
and  Lucas  found  that  40%  of  their  1,554  pa- 
tients with  tongue  carcinoma  had  lymph  node 
involvement.  Yet  in  spite  of  these  findings 
the  advisability  of  routine  neck  dissections  on 
patients  with  tongue  cancer  without  palpable 
nodes  could  not  be  ascertained  in  their  ex- 
tensive studies.15 

Small  or  moderate-size  lesions  may  be  ex- 
cised locally  with  a reasonably  safe  margin, 
such  as  cancer  of  the  lip,  on  the  tip  and  lateral 
borders  of  the  tongue,  the  mucosa  of  the 
cheek,  etc.,  as  well  as  just  excising  the  super- 
ficial lobe  of  the  parotid  gland,  preserving  the 
main  trunk  of  the  facial  nerve.25 

Tumors  of  the  nasopharynx,  tonsil,  hypo- 
pharynx,  and  extrinsic  larynx  are  notorious  for 
their  early  invasive  and  metastatic  potential, 
which  would  influence  the  clinician  in  his 
judgment  of  performing  an  elective  neck 
dissection.37 

Treatment  of  metastatic  malignant  disease 
in  the  neck  should  be  aggressively  pursued, 
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even  in  the  absence  of  an  obvious  or  obscure 
primary.21 

The  experience  of  an  author  in  the  manage- 
ment of  82  patients  undergoing  radical  surgery 
of  mouth  cancer  having  clinically  negative 
cervical  lymph  nodes  revealed  26.7%  having 
microscopic  node  metastasis.9 

Transverse  wedge  resections  of  the  entire 
lip  in  treating  early  carcinoma  proved  to  be 
more  efficacious  than  the  conventional  V 
wedge  excision.44 

Multiple  biopsies  are  important  especially 
in  the  eradication  of  leukoplakia  which  may 
be  accomplished  by  the  electro-surgical  loop 
or  by  excision  with  the  scalpel.  The  main  cause 
of  recurrence  is  undoubtedly  failure  to  remove 
the  etiologic  factors.3 

The  judicious  and  knowledgeable  utiliza- 
tion of  the  elective  neck  dissection  will  pro- 
vide the  surgeon  with  a means  of  regionally 
encompassing  the  overt  as  well  as  the  occult 
disease,  and  if  the  patient  underwent  adequate 
initial  surgery,  the  prognosis  for  the  tumors 
was  favorable.29,37 

There  has  been  some  suggestion  that  an 
immune  response  is  evoked  by  cryosurgery 
which  may,  in  fact,  initiate  a vigorous  antigen- 
antibody  response  to  this  cold-injured  tumor. 
Patients  with  suspected  cervical  metastatic 
disease  were  treated  by  cryotherapy  for  the 
primary  lesion  and  by  radical  neck  dissection. 
In  general,  it  appeared  that  cryotherapy  may 
be  as  effective  as  surgical  excision  for  the  treat- 
ment of  the  primary  lesion  in  selected  cancer 
cases.8,16 

Irradiation  is  also  possible  after  chemother- 
apy. By  intraarterial  infusion,  the  drug  reaches 
the  entire  distribution  of  the  external  carotid 
artery  and  its  entire  lymphatic  system.  This 
could  obviate  surgery  or  allow  it  to  be  more 
conservative.  The  results  of  other  studies  sug- 
gest the  effectiveness  of  the  use  of  hydroxy- 
urea with  radiotherapy  followed  by  surgical 
treatment.10,24 

Cancer  chemotherapy,  through  the  use  of 
local  perfusion  with  antimetabolites,  reveals 
that  greater  concentrations  of  these  drugs  can 
be  administered  with  continuous  regional  ar- 


terial infusions  than  through  the  oral  and  intra- 
venous routes.23 

In  its  present  status,  chemotherapy  is  a use- 
ful adjunct  to  surgery  and  radiotherapy,  but 
no  matter  its  route  of  administration,  it  is  still 
experimental,  and  should  never  substitute  for 
surgery  or  radiotherapy  except  in  the  very  ad- 
vanced inoperable  cases.14  Following  external 
radiation  therapy,  radioactive  isotopes  have 
been  found  particularly  useful  in  the  treat- 
ment of  recurrences.1 

Regardless  of  the  mode  of  therapy,  epi- 
dermoid carcinoma  has  a poor  prognosis.  How- 
ever, there  was  a higher  five-year  survival  rate 
for  surgery  as  opposed  to  radiation  therapy.4 

It  is  impossible  to  support  one  method  of 
treatment  over  another,  but  the  selection  for 
the  therapy  used  (either  surgery  or  radiation) 
is  based  on  the  age  of  the  patient,  his  general 
condition,  and  the  exact  involvement  of  the 
disease.34 

Some  authors  believe  that  radiation  is  the 
treatment  of  choice  for  mouth  lesions  and  sur- 
gery is  reserved  for  radio-resistant  lesions  or 
for  cases  in  which  recurrence  has  followed 
radiation  therapy.  When  involved  lymph  nodes 
are  found  in  the  neck,  radical  neck  dissection 
is  performed.28  It  has  also  been  shown  that  the 
primary  lesion  for  squamous-cell  carcinoma 
was  healed  by  radiotherapy  more  frequently 
than  by  surgery;  the  reverse  was  true  in  the 
treatment  of  metastases,  and  the  prognosis  was 
poor.41 

The  smaller  lesions  may  be  treated  equally 
effectively  by  surgery  or  radiation  treatment, 
while  extensive  lesions  are  treated  by  en-bloc 
dissection.19  On  the  other  hand,  it  has  been 
shown  that  complete  surgical  excision  of  the 
tumor  is  the  preferred  treatment,  with  radia- 
tion therapy  used  to  manage  recurrent  or 
inoperable  lesions.39  Combined  radiation  and 
surgical  therapy  offers  the  best  prognosis.6  In 
31  patients  without  palpable  nodes,  who  had 
radical  neck  dissection,  32%  showed  meta- 
static tumor  to  cervical  lymph  nodes.  The 
treatment  modalities  in  12%  of  these  individ- 
uals was  radiation  alone,  while  64%  were 
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treated  by  surgery  only,  and  24%  by  a com- 
bination of  these  two  modalities.40 

Multiple  primary  tumors  have  been  reported 
as  high  as  34%  in  patients  with  a primary  oral 
carcinoma;  65%  of  these  in  the  upper  gastro- 
intestinal tract  and  respiratory  system.42 

Excellent  studies  show  about  8-9%  of  sec- 
ond oral  primaries  in  patients  with  oral  squa- 
mous cell  carcinoma.26 

Radical  radiation  therapy  and  radical  sur- 
gical therapy  have  both  been  successful  in  a 
large  portion  of  patients  with  moderately  ad- 
vanced carcinoma  of  the  head  and  neck.30 
Both  surgery  and  radiation  are  potential  meth- 
ods of  curing  cancer.  Therapy  should  be 
planned  and  administered  through  the  close 
association  of  a team  consisting  of  oral  sur- 
geon, head  and  neck  cancer  surgeon,  and 
radiation  therapist.43 

It  is  obvious  from  the  above  review  of  the 
literature  that  the  treatments  for  oral  cancer 
are  as  numerous  as  the  clinic:ans  who  treat 
them. 

The  eight  cases  to  be  described  illustrate 
the  treatment  and  judgment  utilized  to  help 
patients  with  oral  malignancies.  The  cases 
presented  revealed  the  following  common 
denominator: 

1 . All  of  these  lesions  were  surgically  acces- 
sible to  wide  local  excision  with  good  margins 
of  healthy  tissue. 

2.  None  of  these  patients  had  clinical  or 
radiographic  evidence  of  regional  or  distant 
metastases  from  the  primary  oral  malignancy. 

3.  None  of  these  lesions  were  metastatic 
from  other  organs. 

4.  Seven  of  the  eight  cases  were  well  to 
moderate  differentiated  squamous  cell  carci- 
nomas. The  other  case  was  a low  grade  muco- 
epidermoid carcinoma  of  bone. 

CASE  1— P.  B.  This  45  year  old,  white  fe- 
male was  referred  to  our  office  October  10, 
1962,  by  her  local  dentist  for  a lesion  of  the 
right  anterior  floor  of  the  mouth.  On  examina- 
tion, the  lesion  was  indurated  and  measured 
approximately  a centimeter  and  a half  in  all 
dimensions.  It  also  appeared  to  be  an  exophy- 
tic lesion  crossing  the  midline  of  the  floor  of 


the  mouth.  The  patient  was  admitted  to  the 
hospital  this  same  day  and  a complete  medical 
and  laboratory  work  up  revealed  no  evidence 
of  metastatic  involvement  either  regional  or 
distant.  The  liver  was  found  to  be  enlarged. 
A history  of  alcoholism  and  heavy  cigarette 
smoking  was  elicited.  On  the  fifteenth  of  Oc- 
tober, under  general  anesthesia,  a local  wide 
resection  of  the  malignant  lesion  was  per- 
formed including  a partial  glossectomy.  The 
tumor  bed  was  electro  coagulated  following 
surgical  excision.  The  post-operative  course 
was  uneventful;  patient  was  discharged  from 
the  hospital  on  the  twenty-fifth  of  October 
and  was  followed  closely  on  a periodic  basis. 

On  December  5,  1963,  a mass  of  the  left 
floor  of  the  mouth  was  noted.  On  excision  it 
was  found  to  be  a mucous  retention  cyst.  On 
October  22,  1968,  patient  was  seen  on  one  of 
her  periodic  examinations  and  complained  of 
a persistent  sore  throat  on  the  left  side  of  her 
neck.  Ear,  Nose  & Throat  consultation  was 
sought.  A lesion  was  detected  in  the  larynx 
and  patient  was  referred  to  National  Institutes 
of  Health,  where  she  was  admitted  in  January, 
1969,  and  was  operated  on  January  23,  1969. 
A left  radical  neck  dissection  with  a total 
laryngectomy  was  performed.  Epidermoid 
carcinoma  was  found  to  involve  the  vallecula, 
epiglottis  and  left  pharyngeal  wall.  Positive 
neoplastic  findings  on  the  left  pharyngeal  wall 
with  repeated  attempts  to  attain  a negative 
margin  resulted  in  the  finding  of  four  new 
primary  carcinomas.  Two  out  of  seventeen 
cervical  lymph  nodes  were  positive  from  the 
left  radical  neck  dissection.  Lymph  nodes  in 
the  paratracheal  area,  below  the  clavical,  above 
the  thoracic  duct  were  negative  for  tumor 
metastases.  She  did  well  following  surgery 
and  underwent  a course  of  radical  radiation 
therapy,  receiving  6000  rads  of  radiotherapy 
to  the  oral-pharynx  and  neck  over  a six  week 
period.  In  February,  1970,  the  patient  was 
seen  at  National  Institutes  of  Health  complain- 
ing of  dysphagia  which  was  found  not  to  be 
of  neoplastic  origin.  She  was  treated  for  a 
hypopharyngeal  stricture  by  dilation  and  made 
relatively  comfortable.  She  also  developed 
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some  post  irradiation  dental  disease  which  re-  CASE  2— E.  K.  On  November  14,  1969, 
quired  extraction  of  all  her  lower  teeth.  As  this  72  year  old,  white  male,  obese  and  with 


Fig.  1.  Stroma  of  squamous  cells  showing  moderate  variation  in  size  and  shape  which 
is  arranged  in  cords  and  strands  invading  the  fibrous  stroma.  The  neoplastic  cells 
show  formation  of  parakeratotic  pearls. 


of  this  writing  she  is  alive  without  clinical 
evidence  of  neoplastic  disease. 

In  spite  of  repeated  attempts  to  make  the 
patient  discontinue  her  smoking  and  drinking, 
she  has  persisted  and  approximately  two  years 
ago  was  hospitalized  with  Laennec’s  cirrhosis 


Fig.  2.  Squamous  cell  carcinoma,  floor  of  mouth. 

as  she  had  hemorrhaged  from  esophageal 
varices.  She  was  in  liver  failure  with  ascites 
and  peripheral  edema  as  well  as  jaundice  and 
central  nervous  system  confusion.  (Figs.  1-4) 


a history  of  cardiovascular  disease,  was  re- 
ferred to  this  office  by  radiotherapist  for  local 
excision  of  a small  ulcer  in  the  anterior  por- 


Fig.  3.  Ventral  surface  of  tongue  and  floor  of  mouth 
at  completion  of  surgery. 
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tion  of  the  right  floor  of  the  mouth,  which 
was  suspected  as  being  residual  carcinoma  fol- 
lowing irradiation.  Patient  was  originally  diag- 
nosed on  June  19,  1969,  after  biopsy  of  the 
right  lateral  border  of  the  tongue,  as  having 
an  infiltrating  well  differentiated  epidermoid 
carcinoma.  The  initial  size  of  the  lesion  was 
described  by  the  surgeon  doing  the  original 
biopsy  as  3 l/2  cm  in  length  and  7 mm  in  width 
extending  from  the  cuspid  to  the  first  molar. 
Following  initial  biopsy,  the  patient  was  re- 
ferred to  radiotherapist  where  he  received 
6400  rads  of  Cobalt  60.  When  examined  in 
our  office  there  was  induration  of  the  right 
floor  of  the  mouth  extending  approximately 
6 cm  anterior-posteriorly,  and  extending  from 
the  lateral  border  of  the  tongue  to  the  mucous 


Fig.  4.  Three  months  post-operative  view  of  tongue. 


membrane  overlying  the  alveolar  mucosa.  There 
was  a small  ulcer  about  8 mm  in  circumference 
in  the  more  anterior  portion  of  the  right  floor 
of  the  mouth.  The  induration  of  the  floor  of 
the  mouth,  posterior  to  the  ulcer,  was  thought 
to  be  fibrosis  from  the  radiation.  Films  of  the 
mandible,  skull  and  chest  revealed  no  evidence 
of  metastatic  disease;  however,  the  aorta  was 
tortuous  and  there  was  marked  enlargement 
of  the  heart.  The  patient  was  admitted  to  the 
hospital  on  November  20,  1969,  and  consul- 
tation was  sought  with  oncologist,  internist 


and  general  surgeon,  all  of  whom  concurred 
that  local  excision  of  the  residual  oral  carci- 
noma was  the  treatment  of  choice.  Medical 
work-up  confirmed  arteriosclerotic  heart  dis- 
ease with  atrial  fibrillation  as  well  as  a chronic 
obstructive  lung  disease.  On  November  26, 
1969,  under  general  nasotracheal  anesthesia, 
a specimen  for  frozen  section  was  taken  in  the 
most  posterior  portion  of  the  right  floor  of 
the  mouth  where  the  induration  stopped  (least 
suspicious  region)  and  was  found  to  be  epi- 
dermoid carcinoma,  Grade  1.  A hemiglossec- 
tomy  with  excision  of  the  entire  right  floor 
of  the  mouth  as  well  as  a resection  of  the 
mandible  from  the  symphysis  to  the  ramus  was 
performed.  A Steinmann  Pin  was  bent  and 
inserted  to  replace  the  resected  bone.  The 
wound  was  closed  with  the  tongue  sutured  to 
the  right  buccal  mucosa.  The  post-operative 
course  was  stormy  as  the  patient  developed  a 
cardiac  arrhythmia  as  well  as  an  early  bron- 
chial pneumonia.  Arterial-bloodgases  studies 
were  done  and  patient  was  followed  closely 
in  the  coronary  care  unit.  He  gradually  re- 
sponded and  was  discharged  from  the  hospital 
on  December  14,  1969.  Pathology  reported 
adequate  margins  about  the  malignant  tumor 
and  no  disease  in  the  mandible.  There  was  no 
clinical  evidence  of  involvement  of  neck 
lymph  nodes. 

On  December  18,  1969,  in  the  office,  the 
Steinmann  Pin  from  the  mandible  became  loose 
and  was  removed.  On  December  23,  1969,  a 
mass  in  the  right  submaxillary  space  was  noted 
and  since  the  patient  was  running  an  elevation 
of  one  degree  of  fever  he  was  put  on  Ery- 
thromycin. When  seen  on  January  5,  1970, 
the  mass  in  the  right  submaxillary  region  had 
increased  in  size  and  induration.  Immediate 
consultation  with  general  surgeon  was  ob- 
tained. On  January  16,  1970,  a right  radical 
neck  dissection  was  performed  and  multiple 
metastatic  nodes  and  involvement  of  soft  tissue 
was  found.  The  patient  responded  well  to  this 
surgery  and  was  discharged  from  the  hospital 
on  the  thirteenth  post-operative  day.  Subse- 
quently recurrent  disease  of  the  neck  was  clin- 
ically visible  and  verified  by  aspiration  biopsy. 
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There  was  necrosis  of  the  wound  with  chronic 
drainage  which  was  treated  by  intra-tumor 
injections  of  methotrexate.  The  metastatic 
disease  of  the  neck  appeared  to  be  well  con- 


medical  consultant,  upon  examination  of  the 
patient,  suspected  left  side  heart  failure  and 
patient  was  treated  with  Lanoxin.  He  was 
pronounced  dead  on  July  28,  1970,  at  the  hos- 


Fig.  5.  Section  of  tumor  with  nests  and  sheets  of  well  differentiated  squamous 
epithelial  cells  which  show  numerous  pearl  formations. 

tained  under  chemotherapy;  however,  gen-  pital,  eight  days  after  admission.  Autopsy  re- 
eral  deterioration  of  the  patient  became  clin-  vealed  that  bilateral  bronchial  pneumonia  was 


Fig.  6.  Ulcerated  and  indurated  mass  persisting  in  floor 
of  mouth  after  irradiation. 


ically  detectable.  Several  days  prior  to  his  last 
admission  to  the  hospital,  general  weakness, 
dehydration  and  anorexia  developed.  The 


Fig.  7.  Toluidine  blue  staining  ulcerated  part  of  lesion 
following  irradiation  prior  to  surgery. 


the  immediate  cause  of  death.  Malignant  dis- 
ease was  found  to  exist  only  in  the  neck  with 
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some  Grade  1 residual  epidermoid  carcinoma. 
There  was  no  evidence  of  malignancy  at  the 
primary  site  or  in  any  other  organ.  (Figs. 
(5-10) 


Fig.  8.  Tongue,  floor  of  mouth  and  body  of  mandible 
resected  with  metal  pin  in  place  to  replace  bone. 


CASE  3— C.  J.  B.  This  56  year  old,  white 
male  with  a history  of  hypertension  and  jaun- 


Jbig.  9.  Radiograph  showing  amount  of  resected  bone 
replaced  by  Steinmann  Pin. 

dice  was  seen  in  our  office  April  26,  1963, 
presenting  a lesion  of  the  right  soft  palate 


extending  onto  the  hard  palate  and  measuring 
about  3 cm  in  length  and  \/2  cm  in  width. 
The  lesion  was  painless  with  rolled  edges  and 
previous  cytology  within  the  past  two  months 


Fig.  10.  Necrotic  exudate  from  neck  following  neck  dis- 
section and  recurrence  of  neoplasm  with  infection. 


by  family  physician  was  diagnosed  as  nega- 
tive. He  had  been  on  different  mouth  rinses 
and  the  patient  felt  the  lesion  had  gotten  small- 
er. Alcoholism  was  not  denied  by  patient. 
He  was  admitted  to  the  hospital  and  medical 
evaluation  revealed  arteriosclerosis  of  the 
aorta,  hypertension,  but  no  evidence  of  re- 
gional or  distant  metastases.  On  May  6,  1963, 
a resection  of  the  right  soft  palate  and  partial 
resection  of  the  right  hard  palate  was  per- 
formed. The  frozen  section  revealed  this  to 
be  a well  differentiated  squamous  cell  carci- 
noma of  the  palate,  verrucoid  type.  The  mar- 
gins of  the  lesion  as  well  as  the  bone  removed 
from  the  hard  palate  were  negative  for  malig- 
nant disease.  The  base  of  the  remaining  defect 
was  electrofulgerated.  The  patient  tolerated 
surgery  and  left  the  hospital  on  the  sixth  post- 
operative day.  He  was  followed  on  a monthly 
basis  and  on  July  9,  1963,  a suspicious  area 
of  the  soft  palate  was  biopsied  and  was  found 
to  be  a granuloma  pyogenicum.  On  August 
27,  1963,  another  biopsy  was  done  of  the  soft 
palate  and  was  found  to  be  another  granuloma 
pyogenicum.  On  October  22,  1963,  for  the 
first  time  a cervical  node  was  palpated  high 
in  the  right  anterior  cervical  lymph  node 
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chain.  General  surgical  consultation  was 
sought  and  this  cervival  node  on  biopsy  was 
found  to  be  a Grade  1 squamous  cell  carci- 
noma. A right  radical  neck  dissection  was 
performed  by  the  general  surgeon  on  January 
13,  1964.  There  were  no  other  positive  nodes, 


in  eight  out  of  thirteen  cervical  nodes  there 
was  found  to  be  metastases  of  the  epidermoid 
carcinoma  Grade  2 to  3.  On  April  5,  1965, 
the  patient  developed  a mass  in  the  left  supra- 
clavicular region  which  was  found  to  be  myo- 
sitis ossifians.  There  have  been  no  additional 


Fig.  11.  Squamous  cell  carcinoma  showing  neoplastic  epithelium  invading  the  super- 
ficial zone  of  the  mucous  salivary  glandular  element. 


only  the  palpated  one,  out  of  the  twenty-six 
lymph  nodes  removed  from  the  right  radical 
neck  dissection.  The  general  surgeon  followed 
the  patient  with  us  and  in  May,  1964,  addi- 
tional nodes  were  felt  on  the  left  side  of  the 


Fig.  12.  Squamous  cell  carcinoma  involving  right  hard 
and  soft  palate. 


neck.  On  the  thirteenth  of  May,  1964,  a left 
radical  neck  dissection  was  performed  and 


evidences  of  malignant  disease  and  the  patient 
is  alive  and  well  as  of  this  date.  (Figs.  11-14) 
CASE  4— J.  R.  B.  This  67  year  old,  white 


Fig.  13.  Resected  hard  and  soft  palate. 

male  was  seen  on  August  18,  1970,  and  was 
found  to  have  a fungating  lesion  approxi- 


Volume  99,  February,  1972 


157 


mately  3 cm  in  width  and  depth  of  the  lower 
left  lip.  This  patient  also  was  unable  to  relate 


Fig.  14.  Obturator  replacing  surgical  defect  following 
surgery. 

a competent  history  as  to  the  duration  of  his 


lesion.  Facilities  at  our  disposal  did  not  permit 
frozen  section  or  cytology,  however,  the  pa- 
tient did  state  “that  he  had  in  the  past  month 
visited  a surgeon  in  a nearby  hospital  where 
a biopsy  of  this  lesion  was  taken  and  was 
found  not  to  be  malignant.”  He  was  given  an 
ointment  to  use  and  the  patient  felt  that  this 
had  improved  his  lip  lesion.  Personal  conver- 
sation with  hospital  personnel  confirmed  what 
the  patient  had  stated  and  the  tissue  report 
was  that  of  a granuloma  pyogenicum.  Our 
index  of  suspicion  was  not  relieved  by  this 
pathological  report  and  the  patient  permitted 
us  to  do  an  incisional  biopsy.  Permanent  sec- 
tion revealed  this  to  be  a moderately  well  dif- 
ferentiated squamous  cell  carcinoma  and  in 
approximately  one  month  after  his  initial  visit 
he  was  seen  for  definitive  surgery.  At  this 
time  the  lesion  measured  5 cm  and  had  ap- 
peared to  grow  a significant  amount  during 
this  one  month  interval.  This  lesion  was  ex- 
cised under  local  anesthesia  and  a flap  from  the 
upper  lip  was  rotated  for  closure  and  plastic 
repair  (Estlander  Rotation  Flap).  Histologic 
examination  revealed  adequate  margins  and 
the  same  diagnosis.  Follow  up  examination  by 
the  local  Health  Officer  reveals  no  evidence  of 
recurrence  to  date  or  regional  metastatic  in- 
volvement. (Figs.  15-18) 


Fig.  15.  Neoplastic  cells  are  characterized  by  cellular  disorientation,  pleomorphism, 
prominent  nuclei  and  hyperchromaticity. 
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Fig.  16.  Squamous  cell  carcinoma  involving  the  lower  lip. 


Fig.  17.  Dye  outlining  excision  and  flap  rotation. 


CASE  5—0.  S.  Patient  was  seen  on  August 
18,  1970,  with  a clinically  characteristic  pic- 
ture of  squamous  cell  carcinoma  of  the  right 


Fig  18.  Post-operative  appearance  following  flap  rotation 
and  surgical  repair  of  lip. 


lower  lip.  This  60  year  old,  white  male  was 
unaware  of  the  duration  of  this  lesion  but  was 
cognizant  of  its  increase  in  size.  No  facilities 
being  available  in  our  outpatient  clinic  for  a 
frozen  section,  this  patient’s  attitude  was  one 


Fig.  19.  Histologic  examination  reveals  infiltrating  epithelial  tissue  which  exhibits 
pleomorphism,  nuclear  hyperchromatism,  prominent  nuclei  and  increased  mitotic 
activity. 
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palpable  nor  was  there  any  suggestion  of  dis- 
tant metastases.  He  is  doing  well  according 
to  reports  received  by  the  local  Health  Officer 
who  is  following  this  patient.  (Figs.  19-21) 
CASE  6— K.  Q.  E.  This  57  year  old,  white 
female  was  referred  to  the  office  by  her  fam- 
ily physician  for  a swelling  in  the  right  soft 
palate  and  posterior  portion  of  the  right  maxil- 
lary tuberosity.  The  soft  palate  swelling  was 
relatively  firm  and  felt  like  scar  tissue.  The 
mucous  membrane  overlying  the  posterior 
tuberosity  appeared  inflamed  and  compression 
of  the  bone  revealed  subjective  pain  and  ob- 
jective crepitus.  Periapical  x-rays  of  the  area 
revealed  loss  of  trabeculae  pattern  and  demin- 
eralization of  the  tuberosity  area.  The  patient, 
who  wore  a full  upper  denture,  complained  of 
bleeding  from  this  area  of  the  tuberosity  as 
well  as  pain  when  wearing  the  denture.  Our 
initial  impression  was  chronic  osteomyelitis. 
Her  past  history  was  interesting  in  that  ap- 
proximately twenty  years  ago  she  had  had 
surgery  in  this  part  of  her  mouth  and  was  told 
that  her  condition  was  serious  and  should  be 
followed.  Exhaustive  attempts  to  find  the 
name  of  the  surgeon  or  reports  of  the  pathol- 
ogy were  to  no  avail.  The  initial  visit  of  this 
patient  was  on  January  14,  1966;  she  was 
admitted  to  the  hospital  on  January  23,  1966, 
and  on  the  28th,  surgery  was  performed  under 
general  anesthesia.  Medical  work-up,  prior  to 
this  surgery,  in  the  hospital  revealed  no  other 
pathological  findings.  A biopsy  was  performed 
on  the  mass  of  the  right  soft  palate.  This  was 
followed  by  exploration  and  curettage  of  the 
right  posterior  maxillary  tuberosity.  She  was 
discharged  from  the  hospital  on  February  3, 
1966.  The  tissue  report  from  pathology  re- 
vealed lobules  of  mucous  glands  in  the  soft 
palate  swelling,  however,  the  intra-osseous 
histopathology  was  low  grade  mucoepider- 
moid carcinoma.  Consultation  was  then  had 
with  numerous  oral  pathologists  in  the  area, 
all  of  whom  basically  agreed  with  the  patho- 
logical diagnosis.  General  surgeons,  chemo- 
therapists  and  radiologists  were  consulted  and 
here  there  was  difference  of  opinion  as  to  the 
treatment  of  choice  varying  from  no  addi- 


in  which  if  not  treated  at  this  time  he  would 
not  return.  Under  local  anesthesia  a shield 
excision  with  adequate  margins  of  the  lesion 


Fig.  20.  Squamous  cell  carcinoma  of  lower  lip. 

of  the  lower  lip  was  performed  and  the  wound 
was  closed  in  layers.  Histologic  diagnosis  re- 


Fig.  21.  Post-operative  appearance  of  lip  following  full 
thickness  shield  excision. 

vealed  this  to  be  a moderately  differentiated 
squamous  cell  carcinoma.  No  neck  nodes  were 
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tional  surgery  to  resection  of  the  right  maxilla. 
After  much  contemplation  and  recognition 
of  this  patient  as  a cooperative  individual, 
whose  occupation  is  a telephone  operator,  our 
decision  of  close  periodic  observation  clinically 
and  radiographically  was  made.  The  patient 
was  followed  on  a monthly  basis  and  the 
wound  healed.  Her  denture  was  relined  and 
the  patient  became  asymptomatic.  Periodic 


apical  film  an  increased  demineralization  of  the 
bone  just  anterior  to  the  initial  surgery.  Under 
a local  anesthesia  with  premedication,  a mar- 
ginal resection  of  the  right  tuberosity  was 
performed  to  and  including  the  floor  of  the 
antrum.  Pathologic  examination  of  this  issue 
revealed  mucoepidermoid  carcinoma.  Consul- 
tation with  the  pathologist  revealed  that  the 
sinus  membrane  which  was  submitted  for  pa- 


Fig.  22.  Mucoepidermoid  carcinoma,  low  grade,  showing  clear  cells  surrounding  ir- 
regular spaces  filled  with  eosinophilic  material,  reacting  positive  with  mucicarmine. 


x-rays  of  maxilla  and  chest,  blood  count  and 
weight  control  was  followed  intently.  On 
December  11,  1967,  the  patient  was  concerned 
about  a questionable  increase  in  the  size  of 
the  right  soft  palate  as  well  as  tenderness  in 
this  area.  A biopsy  was  done  on  this  date  and 
was  reported  as  chronic  sialadenitis  of  the  soft 
palate. 

On  October  21,  1968,  there  was  tender 
overgrowth  of  tissue  in  the  right  buccal  ves- 
tibule adjacent  to  the  posterior  portion  of  the 
tuberosity.  This  tissue  was  excised  and  exam- 
ination revealed  it  to  be  mucosa  showing  ul- 
ceration,  marked  parakeratosis  and  severe  in- 
flammatory reaction.  This  was  felt  to  be  due 
to  the  inadequacy  of  the  denture  in  this  region 
and  patient  was  referred  to  her  local  dentist 
for  prosthetic  correction. 

On  June  26,  1969,  at  a time  of  periodic 
x-ray  examination  there  appeared  in  the  peri- 


thological  examination  was  free  of  tumor 
infiltration.  This  pathologist  recommended 


Fig.  23.  Note  enlargement  of  posterior  aspect  of  edentu- 
lous maxillary  tuberosity. 


that  the  patient  be  kept  under  observation  and 
to  postpone  for  as  long  as  possible  any  radical 
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procedure.  The  patient  has  continued  to  be 
asymptomatic  without  evidence  of  clinical  or 
radiographic  changes  of  this  area  to  the  pres- 
ent time.  The  neck  is  negative,  chest  films, 
weight  control  and  blood  count  are  all  within 
normal  limits;  however,  on  June  25,  1970,  she 
did  develop  a Bells  Palsy  of  the  left  side  of 
her  face  which  has  responded  to  medication. 
(Figs.  22-26) 


Fig.  24.  Radiograph  (dental)  of  tuberosity  and  right 
maxillary  ridge.  Note  loss  of  trabeculae  and  demin- 
eralization of  bone. 


CASE  7— L.  F.  This  58  year  old,  Negro 
male  presented  in  the  office  December  13, 
1965,  an  indurated  mass  about  3 cm  in  cir- 


Fig.  25.  Post-operative  radiograph  following  segmental 
resection  of  maxilla;  June,  1969. 


cumference  in  the  right  floor  of  the  mouth 
which  extended  to  the  midline.  The  patient 
had  known  of  this  lesion  for  three  weeks.  He 
was  admitted  to  the  hospital  on  December 
26,  1965,  and  consultation  was  had  with  radio- 
therapist and  general  surgeon;  all  felt  wide 
excision  the  choice  procedure.  Films  of  the 
mandible  were  negative.  The  chest  film 
showed  no  evidence  of  metastases  although 
there  was  some  suggestion  of  calcification  of 


the  aortic  knob.  The  neck  was  completely 
negative,  clinically,  with  respect  to  metastatic 
disease.  On  December  28,  1965,  under  general 
anesthesia,  a wide  local  resection  of  the  lesion 
in  the  floor  of  the  mouth  was  performed.  The 
soft  tissue  bed  was  then  electrofulgerated. 
About  the  fourth  post  operative  day  bleeding 


Fig.  26.  Post-operative  defect  as  seen  in  December,  1970. 

Patient  wears  full  upper  denture  satisfactorily. 

began  in  the  floor  of  the  mouth  and  it  was 
persistent  until  controlled  by  intra-oral  ligation 
of  a branch  of  the  lingual  artery.  On  January 
7,  1966,  a post-operative  thrombophlebitis 
developed  in  the  right  leg  and  was  treated 
medically.  The  patient  was  discharged  on  the 
twenty-second  of  January,  1966.  Examination 
of  the  lesion  by  pathology  revealed  this  to  be 
a partially  differentiated  squamous  cell  carci- 
noma with  adequate  margins.  Monthly  follow 
up  examination  was  essentially  negative  until 
February  28,  1966,  when  a firm  fixed  mass  was 
noted  in  the  right  submaxillary  region.  On 
March  1,  1966,  the  submandibular  mass  was 
biopsied  by  a general  surgeon  and  was  found 
to  be  sialadenitis  of  the  submaxillary  gland. 

On  April  4,  1966,  there  was  noted  bilateral 
swellings  in  the  submandibular  region  and  a 
consultation  was  sought  with  the  radiotherapist 
with  respect  to  this  bilateral  submaxillary  gland 
enlargement.  The  radio-therapist  administered 
450  roentgens  to  the  right  and  left  submaxil- 
lary glands  and  upper  cervical  triangle,  both 
with  orthovoltage.  This  treatment  lasted  from 
March  seventh  through  the  fourteenth,  1966. 
Radiation  reduced  the  swelling,  but  on  June 
13,  1966,  bilateral  swelling  in  the  submandibu- 
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lar  region  was  again  noted.  There  were  no 
palpable  neck  nodes.  Chest  x-rays  as  well  as 
jaw  film  were  negative  for  metastases.  It  was 
strongly  urged  by  our  office  and  general  sur- 
gery that  these  submaxillary  swellings  be  sur- 
gically evaluated  again,  but  patient  refused. 
On  October  31,  1966,  there  was  still  bilateral 


tient  was  uncomfortable  but  still  refused  sur- 
gery. He  was  at  this  time  referred  to  a 
chemotherapist  who  instituted  methotrexate 
therapy  into  the  tumor.  When  seen  on  May 
2,  1967,  the  disease  had  not  progressed  sig- 
nificantly since  the  last  visit  but  patient  was 
not  following  up  with  his  chemotherapy.  On 


Fig.  27.  Partially  differentiated  squamous  cell  carcinoma,  floor  of  mouth. 


enlargement  of  submaxillary  glands  but  no 
evidence  of  cervical  node  involvement;  the 
mouth  was  clean. 

On  December  19,  1966,  an  indurated  node 


Fig.  28.  Squamous  cell  carcinoma  of  the  floor  of  mouth. 

in  the  superior  portion  of  the  anterior  cervical 
chain  was  noted  and  again  strong  warnings 
about  the  need  for  surgical  intervention  were 
ignored  by  patient. 

On  February  3,  1967,  the  neck  was  even 
more  involved  by  metastatic  disease.  The  pa- 


September  7,  1967,  he  was  in  severe  pain  and 
x-rays  revealed  malignant  invasion  of  the  right 
mandible.  The  patient  still  refused  any  form 
of  medical  or  surgical  assistance.  He  also 


Fig.  29.  Operative  defect  at  completion  of  surgery. 


refused  to  be  followed  by  our  office  and  ac- 
cording to  his  wife,  gradually  went  down  hill 
and  died  on  December  6,  196*".  A post- 
mortem examination  was  not  performed  and 
immediate  cause  of  death  is  not  known.  (Figs. 
27-30) 
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CASE  8— M.  V.  This  57  year  old,  white 
male  was  referred  to  our  office  by  his  internist 
who  noted  a lesion,  just  left  of  the  midline  of 


Fig.  30.  Invasion  of  mandible  by  carcinoma  21  months 
after  original  surgery. 

the  floor  of  the  mouth,  which  was  ulcerated 
and  indurated  with  some  white  lesions  around 


31,  1967,  an  incisional  biopsy  was  performed 
and  histological  examination  revealed  an  infil- 
trating squamous  cell  carcinoma  (predomi- 
nantly Grade  1).  Subsequent  consultation 
with  the  radiotherapist  and  general  surgeon 
found  mutual  agreement  in  treating  this  pri- 
mary lesion  by  wide  local  excision.  Patient  was 
admitted  to  the  hospital  on  February  21,  1967, 
and  on  the  following  day,  a wide  local  excision 
of  the  lesion  was  performed.  The  operative 
bed  in  the  floor  of  the  mouth  was  then  cov- 
ered with  a full  thickness  mucous  membrane 
graft  taken  from  the  left  buccal  mucosa.  Gauze 
pressure  dressing  and  Penrose  drain  were  in- 
serted over  the  graft  to  maintain  pressure  and 
prevent  hematoma  formation.  The  pressure 
dressing  was  held  in  place  by  suture  to  the 
skin  of  the  submental  region.  Pathology  re- 
vealed this  to  be  an  epidermoid  carcinoma 
Grade  1.  There  were  no  significant  physical 
findings  pre-  or  post-operatively  and  the  neck 
contained  no  palpable  lymph  nodes.  Patient 
was  discharged  from  the  hospital  on  March 
1,  1967.  The  graft  took  well.  Patient  was 
followed  closely  on  a periodic  basis  and  on 
August  29,  1967,  there  was  a small  raised  lesion 


Fig.  31.  The  tumor  is  composed  of  sheets  and  nests  of  epithelial  cells,  some  of  which 
are  hyperchromatic  and  multinucleated.  The  nuclei  vary  in  size  and  shape  as  well 
as  in  depth  of  staining. 


it.  The  lesion  measured  approximately  2 cm  of  the  left  floor  of  the  mouth  that  had  not 
in  circumference.  On  his  initial  visit  January  been  seen  previously.  This  was  excised  and 
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found  to  be  granulation  tissue.  On  February 
3,  1969,  a white  lesion  on  the  right  side  of  the 
soft  palate,  clinically  insignificant,  was  cyto- 
logically  examined  and  found  to  show  no  evi- 
dence of  malignant  disease.  Only  a few  kera- 
tinized epithelial  cells  were  noted.  The  patient 


Fig.  32.  Clinical  appearance  of  squamous  cell  carcinoma 
with  surrounding  leukoplakia.  The  midline  of  the  floor 
of  the  mouth  was  felt  to  be  involved. 


is  presently  doing  well  and  like  all  patients 
with  this  disease  receives  periodic  chest  and 
facial  bone  x-rays,  complete  blood  counts, 
and  is  closely  followed.  (Figs.  31-35) 


Fig.  33.  Buccal  mucosa,  a donor  site  for  full  thickness 
mucous  membrane  graft  to  floor  of  mouth  after  resec- 
tion. 


Conclusions 

1.  The  team  approach  offers  the  best  chance 
of  cure  for  the  patient  with  oral  cancer. 

2.  The  team  approach  offers  the  patient,  if 
not  curable,  the  best  means  of  paliation. 


3.  The  size,  histopathology,  and  location  of 
the  primary  lesion  is  related  to  metastasis  and 
prognosis. 

4.  Carefully  selected  cases  can  be  cured  by 
wide  local  excision,  with  minimal  morbidity. 

5.  The  treatment  of  choice  is  dependent 


Fig.  34.  Buccal  mucous  membrane  graft  to  floor  of 
mouth,  two  weeks  post-operative. 


upon  the  physical  findings  on  each  patient, 
and  the  skills  of  the  oral  cancer  team. 

6.  Careful  periodic  follow-up  on  all  patients 
following  therapy  is  mandatory. 


Fig.  35.  One  month  post-operative.  Minimal  scarring  floor 
of  mouth  with  excellent  function. 


7.  Multiple  biopsies  should  be  done  on  sus- 
picious lesions,  regardless  of  negative  histo- 
logic reports,  until  clinician  has  confirmed 
diagnosis.  Follow-up  post-surgical  biopsies  are 
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essential  because  of  the  tendency  of  recurrence 
and  new  primaries. 

8.  In  lieu  of  our  present  knowledge  regard- 
ing oral  cancer  and  the  best  modalities  of 
therapy  for  this  disease,  it  would  seem  pre- 
sumptuous for  any  specialty  or  specialist  to 
treat  an  oral  cancer  patient  without  proper 
consultation  as  this  could  deprive  the  patient 
of  the  best  medical  science  has  to  offer. 


The  authors  wish  to  acknowledge  with  sin- 
cere gratitude  and  appreciation  the  efforts  on 
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Miller,  Dental-Medical  Photographers  and 
Teaching  Assistants,  Visual  Aids  Department, 
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Longevity  and  the  Supreme  Court  Bench 


The  recent  resignation  and  death  of  Justice 
Hugo  L.  Black  at  the  age  of  85,  after  34  years 
on  the  Supreme  Court,  followed  by  the  resig- 
nation because  of  ill  health  of  Justice  John  M. 
Harlan,  72,  after  16  years  on  the  Bench,  have 
raised  questions  about  the  observation  that 
members  of  the  Supreme  Court  are  an  unu- 
sually long-lived  body  of  men.  The  latest  in 
a series  of  studies  of  the  longevity  of  govern- 
ment officials,  conducted  in  the  Statistical  Bu- 
reau of  the  Metropolitan  Life  Insurance  Com- 
pany, provides  evidence  that  the  Justices  of 
the  Supreme  Court  are  indeed  longlived.  Since 
the  turn  of  the  century,  men  appointed  to  the 
United  States  Supreme  Court  have  enjoved 
significantly  greater  longevity  than  white  men 
in  the  general  population,  whereas  those  who 
took  office  before  1901  lived  on  the  average 
only  about  as  long  as  their  contemporaries. 

In  the  180  years  between  1789  and  the  end 
of  1968,  96  men  were  appointed  to  the  United 
States  Supreme  Court,  including  one  reap- 
pointment and  two  elevations  to  Chief  Justice. 


The  actual  deaths  among  Supreme  Court  Jus- 
tices from  date  of  appointment  (beginning  in 
1789)  to  the  end  of  1968  or  prior  death  were 
only  88  percent  of  those  which  would  have 
been  expected  if  their  mortality  had  been  the 
same  as  that  of  corresponding  cohorts  of  white 
males  in  the  general  population. 

The  Constitution  of  the  United  States  pro- 
vides that  all  Federal  judges  shall  hold  office 
during  good  behavior,  so  that  it  is  not  surpris- 
ing that  Supreme  Court  Justices  have  remained 
in  office  for  much  longer  periods  than  other 
government  officials.  Exactly  half  (or  48)  of 
the  Justices  died  while  on  the  Bench,  22  retired, 
14  resigned,  and  three  became  disabled.  Jus- 
tice Oliver  W.  Holmes  was  90  years  old  when 
he  retired  in  1932  and  six  men  were  in  their 
eighties  when  they  left  the  Bench.  Fourteen 
Judges  were  still  alive  at  the  end  of  1968;  the 
oldest,  James  F.  Byrnes,  who  resigned  in  1942, 
is  presently  92  years  old. 

(Statistical  Bulletin,  Metropolitan  Life  In- 
surance Company,  October  1971.) 
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Correspondence  . . . . 


Vitamin  B12  Deficiency 

To  the  Editor: 

The  article  on  “Vitamin  B12  Deficiency  in  a 
General  Medical  Clinic”  by  Dr.  Janet  C.  Kim- 
brough troubled  me  very  much.  It  is  possible 
that  the  non-specific  symptoms  in  the  patients 
she  described  are  related  to  vitamin  B12  de- 
ficiency and  may  have  been  relieved  by  injec- 
tion of  vitamin  B12.  Dr.  Kimbrough  does  not 
give  us  sufficient  information  to  determine  this. 
It  would  be  good  to  know  the  type  of  assay 
used  to  measure  serum  B12  and  if  some  condi- 
tions which  give  misleading  results  may  have 
been  present.  For  example,  if  it  was  a micro- 
biological assay,  and  if  any  of  the  patients  were 
taking  antibiotics  then  a falsely  low  assay 
would  be  found. 

Of  more  importance  to  the  patient  however, 
is  the  meaning  of  a low  serum  vitamin  B12.  As 
Dr.  Kimbrough  points  out,  if  a patient  is  found 
to  have  a vitamin  B12  deficiency,  injections  of 
vitamin  B12  are  essential  since  the  deficiency 
almost  always  indicates  poor  absorption.  A 
dietary  deficiency  of  vitamin  B12  is  extremely 
difficult  to  develop  and  occurs  only  in  those 
avoiding  all  food  of  animal  origin.  Thus,  the 
major  point  of  concern  to  me  is  that  the  treat- 
ment she  gave  consisted  of  four  injections  of 
cyanocobalamin  1000  meg.  given  at  weekly 
intervals.  If  these  patients  truly  had  malab- 
sorption of  vitamin  B12,  there  is  no  reason  to 
think  that  such  limited  replacement  therapv 
will  correct  the  underlying  problem.  In  other 
words,  if  we  do  as  Dr.  Kimbrough  suggests 
and  accept  a borderline  low  serum  B12  as  indi- 
cative of  vitamin  B12  deficiency,  then  we  are 
obliged  either  to  continue  the  injections  for 
life,  or  to  demonstrate  that  the  patient  is  able 
to  absorb  vitamin  B12  normally.  If  the  patients 
have  an  absorptive  defect  and  are  not  treated 
for  life,  then  sooner  or  later  they  will  get  into 
difficulty  again.  I believe  this  should  be  pointed 
out  since  others  may  decide  to  follow  her  lead 
and  at  some  point  someone  is  going  to  suffer 


irreparable  neurological  damage  with  this  type 
of  management. 

AIunsey  S.  Wheby,  M.D. 
November  23,  1971 


School  of  Medicine 
University  of  Virginia  22901 

Dr.  Wheby’s  letter  referring  to  my  recent 
article,  “Vitamin  B12  Deficiency  in  a General 
Medical  Clinic”,  raises  certain  completely  valid 
points  and  I am  most  grateful  for  his  remarks. 
Let  me  say,  however,  that  I did  not  intend 
to  suggest  that  my  work  established  B12  de- 
ficiency as  the  cause  of  the  rather  nonspecific 
symptoms  mentioned.  I established  only  that 
14  patients  with  these  symptoms  had  subnor- 
mal B12  serum  levels.  This  certainly  indicated 
a need  for  further  study  and  I regret  if  my 
article  seemed  to  suggest  otherwise.  The 
assay  used  was  a bioassay  and  I avoided  the 
use  of  antibiotics,  and  other  medications  also, 
where  possible. 

The  treatment  and  results  were  uncontrolled 
and  for  this  reason  were  not  included  in  my 
summary.  I agree  that  treatment  with  four 
weekly  injections  of  1000  megm.  B12  will  give 
only  very  temporary  relief  if  a patient  is  un- 
able to  absorb  vitamin  B12  from  the  G.I.  tract. 
Further  lab  work,  such  as  the  Schilling  test, 
and  repeated  injections  of  B12  may  be  neces- 
sary. These  tests  were  not  available  in  the 
Army  Hospital  where  I worked.  I explained 
this  in  detail  to  each  of  the  14  patients  and  also 
included  these  facts  in  their  permanent  records 
which  are  kept  by  the  Army.  In  addition  I 
gave  each  patient,  to  be  delivered  in  person 
to  whatever  doctor,  military  or  civilian,  was 
next  seen,  a written  statement  as  to  the  results 
of  the  tests  and  the  injections  which  were 
given.  These  patients  are  now  widely  scat- 
tered, as  is  true  of  most  Army  personnel  and 
their  dependents,  and  I am  no  longer  working 
for  the  Army.  I have  lost  track  of  most  of 
them  but  at  least  one  of  them  was  admitted 
to  a hospital  for  further  tests  and  another  has 
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been  receiving  B12  injections  from  a civilian 
physician. 

Failure  to  absorb  B12  is  often,  but  not  al- 
ways, a permanent  condition.  There  are  re- 
ports in  the  literature  of  temporary  malab- 
sorption, notably  with  severe  diarrhea,  and  it 
also  seems  reasonable  that,  if  absorption  is  bor- 
derline, such  conditions  as  hemorrhage  and 
pregnancy  might  produce  temporary  defi- 


ciency. There  are  many  unanswered  questions 
in  the  study  of  B12  deficiency.  I can  only  hope 
that  someone,  with  funds  available  to  cover 
the  laboratory  tests,  will  undertake  further 
work  in  this  field. 

Janet  C.  Kimbrough,  M.D. 

January  3,  1972 
Tucker  House 

Williamsburg , Virginia  23195 


Guidelines  on  Combination  Products 


The  second  FDA  regulation,  published  in 
final  form  October  15,  attempts  to  clarify  the 
conditions  under  which  combination  drug 
products  will  be  permitted  to  remain  available, 
or  be  introduced  anew  for  prescribing. 

A controversy  involving  the  medical  profes- 
sion, drug  maunfacturers,  and  various  elements 
of  pharmacy  has  been  smoldering  since  Feb- 
ruary 18,  when  the  FDA  issued  its  proposed 
policy  on  fixed  combinations.  Those  guidelines 
had  a strong  “anticombination”  flavor,  repre- 
senting an  attitude  prevalent  in  some  areas  of 
academic  medicine. 

More  than  1,000  physicians,  elements  of  or- 
ganized medicine,  the  Pharmaceutical  Manu- 
facturers Association,  29  individual  drug  firms, 
and  several  organizations  representing  phar- 
macy, contested  the  proposed  guidelines.  Gen- 
erally, it  was  charged  their  enforcement  would 
deny  doctors  valuable,  highly-respected  prod- 
ucts, cost  patients  more  because  of  the  indi- 
vidual prescribing  of  separate  combination  in- 
gredients, and  lead  to  undue  federal  intrusion 
into  the  practice  of  medicine. 

The  final  guidelines  which  were  published 
on  October  15  represent  a more  moderate 
viewpoint  on  the  part  of  the  FDA,  while  at 
the  same  time  retaining  its  basic  authority  to 
move  against  combination  products  it  considers 
to  be  in  non-compliance  with  effectiveness 
criteria.  The  FDA  guidelines  state: 

“A.  Two  or  more  drugs  may  be  com- 
bined in  a single  dosage  form  when  each 
component  makes  a contribution  to  the 
claimed  effects  and  the  dosage  of  each  com- 
ponent (amount,  frequency,  duration)  is 


such  that  the  combination  is  safe  and  effec- 
tive for  a significant  patient  population  re- 
quiring such  concurrent  therapy  as  defined 
in  the  labeling  for  the  drug.  Special  cases 
of  this  general  rule  are  where  a component 
is  added: 

“(1)  To  enhance  the  safety  or  effec- 
tiveness of  the  principal  active  compo- 
nent. 

“(2)  To  minimize  the  potential  for 
abuse  of  the  principal  active  component. 

“B.  If  a combination  drug  presently  the 
subject  of  an  approved  new-drug  application 
or  antibiotic  monograph  has  not  been  rec- 
ognized as  effective  by  the  Commissioner  of 
Food  and  Drugs  based  on  his  evaluation  of 
the  appropriate  NAS-NRC  panel  report,  or 
if  substantial  evidence  of  effectiveness  has 
not  otherwise  been  presented  for  it,  then 
formulation,  labeling,  or  dosage  changes  may 
be  proposed  and  any  resulting  formulation 
may  meet  the  appropriate  criteria  listed  in 
paragraph  (A)  of  this  section.” 

The  essence  of  the  new  guidelines  is  that  the 
FDA  will  continue  to  evaluate  individual  prod- 
ucts that  combine  active  ingredients  in  fixed 
ratios,  probably  moving  cautiously  against 
those  with  strong  clinical  support  but  seeking 
to  remove  from  the  marketplace  those  that 
have,  in  its  opinion,  more  tenuous  reasons  for 
existence. 

FDA  evaluation  of  non-prescription  com- 
bination products  is  in  the  process  of  being 
systematized.  No  action  is  expected  for  some 
time. 
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Central  Nervous  System  Leukemia  in  Children 

DIANE  M.  KOMP,  M.D. 
WILLIAM  G.  THURMAN,  M.D. 


A variety  of  new  drugs  and  new  treatment 
schedules  for  the  management  of  acute  leu- 
kemia in  childhood  have  resulted  in  longer 
survival  for  more  children.  As  survival  is  pro- 
longed, an  increase  is  seen  in  the  number  of 
children  with  both  diffuse  meningeal  and  cor- 
tical involvement  with  leukemic  cells  (CNS 
leukemia).  The  incidence  as  quoted  in  the  lit- 
erature varies  with  a maximum  of  68.4% 
based  on  routine  lumbar  punctures  in  asympto- 
matic children.1  At  the  University  of  Virginia 
School  of  Medicine  from  1967-1971,  the  inci- 
dence was  60%  when  lumbar  punctures  were 
performed  as  the  result  of  suspicious  symp- 
toms. Fifty  per  cent  of  hospital  admissions  for 
leukemic  children  were  for  the  treatment  of 
CNS  leukemia. 

Symptoms 

The  most  common  presenting  symptoms  are 
headache,  vomiting  and  personality  change. 
This  may  progress  to  seizures,  photophobia, 
blindness,  cranial  nerve  palsies,  coma,  respira- 
tory embarrassment  and  death.  Occasionally, 
symptoms  referable  to  hypothalamic  or  pitui- 
tary infiltration  are  the  first  to  appear.  These 
include  pathological  obesity,  hirsutism,  hyper- 
tension and  loss  of  temperature  regulation.2 

Department  of  Pediatrics,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville,  Vir- 
ginia 22901. 

Sponsored  by  the  Professional  Education  Com- 
mittee, Virginia  Division,  American  Cancer  So- 
ciety. 


Case  1.  R.  Sm.  was  two  years  old  when  diag- 
nosed as  acute  lymphoblastic  leukemia.  His 
first  and  second  CNS  episodes  were  eighteen 
and  twenty-six  months  after  diagnosis.  The 
third  time  he  presented  with  weight  gain  of 
14  pounds,  ataxia,  seizures,  apnea  and  fever. 
He  had  not  been  on  steroids  for  six  months  but 
looked  severely  Cushingoid.  His  bone  marrow 
was  in  complete  remission.  He  was  treated 
with  a combination  of  intrathecal  methotrexate 
and  radiotherapy.  After  complete  recovery 
from  coma,  his  pathologic  appetite  continued 
for  one  month.  He  would  prowl  the  wards 
with  a flight  bag  full  of  food  in  one  hand, 
feeding  himself  with  the  other  and  begging 
for  more  between  bites.  His  appetite  subsided 
and  personality  returned  to  normal  after 
recovery. 

Case  2.  C.S.  was  diagnosed  as  acute  lym- 
phoblastic leukemia  at  four  years  of  age.  Fif- 
teen months  following  diagnosis,  two  months 
after  the  last  dose  of  steroids,  a faint  mous- 
tache and  downy  pubic  hair  were  noted  on 
physical  examination.  They  had  not  been  pres- 
ent previously.  There  was  no  history  of 
headache,  vomiting  or  personality  change. 
Papilledema,  meningismus  and  hvperreflexia 
were  not  present.  Lumbar  puncture  was  per- 
formed with  the  following  results:  opening 
pressure  200  mm  H20,  200  cells,  all  mononu- 
clear, protein  110  mg%.  She  was  treated  with 
2400  R to  the  craniospinal  axis  with  resolution 
of  the  cerebrospinal  fluid  findings.  A plasma 
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cortisol  level  drawn  prior  to  therapy  was  ele- 
vated. It  returned  to  normal  after  the  com- 
pletion of  radiotherapy. 

Indications  for  lumbar  puncture  should  be 
liberal  since  symptoms  can  progress  rapidly. 
Since  we  have  been  more  attuned  to  the  im- 
portance of  these  symptoms,  evidence  of  CNS 
disease  by  neurological  examination  is  rarely 
found.  Papilledema,  meningismus,  cranial 
nerve  palsies  and  hyperreflexia  are  rarely  seen 
at  the  time  of  diagnosis  if  action  is  taken  at 
the  first  symptom.  The  risk  involved  with 
lumbar  puncture  in  children  with  leukemia  is 
far  smaller  than  the  risk  of  delay  in  diagnosis. 

Diagnosis 

Most  pediatricians  and  neurosurgeons  ap- 
proach lumbar  puncture  in  a child  with  in- 
creased intracranial  pressure  with  fear  and 
trepidation.  However,  children  with  menin- 
geal leukemia  may  be  tapped  with  a margin 
of  safety  even  in  the  face  of  papilledema.  Prior 
to  the  introduction  of  effective  therapeutic 
modalities,  treatment  offered  usually  consisted 
of  repeated  lumbar  punctures  with  the  removal 
of  10-15  ml  of  fluid  to  relieve  pressure.  A 
syringe  containing  saline  or  lactated  Ringers 
solution  is  kept  on  the  tray.  If  symptoms  at- 
tributable to  herniation  of  the  cerebellar  tonsils 
were  to  appear,  an  amount  equivalent  to  the 
amount  of  fluid  removed  should  be  injected. 
This  has  never  been  necessary  in  our  experi- 
ence. 

Lumbar  puncture  in  a neutropenic  or  throm- 
bocytopenic patient  should  be  approached 
with  caution.  Except  in  emergencies,  lumbar 
punctures  in  thrombocytopenic  patients  should 
be  performed  only  after  the  infusion  of  plate- 
let packs.  Spinal  cord  subdural  hematoma  is  an 
undesirable  complication  of  lumbar  puncture 
in  thrombocytopenic  patients.3  A sharp  needle 
with  a stylet  should  be  used  after  very  careful 
sterile  preparation  of  the  field.  Use  of  dis- 
posable needles  without  stylets4  should  be 
avoided  to  eliminate  introduction  of  micro- 
scopic pieces  of  skin  that  may  cause  infection 
in  the  compromised  host  and  to  maintain  con- 


trol of  increased  pressure.  The  procedure 
should  be  performed  by  the  most  expert  mem- 
ber of  the  team  present. 

During  lumbar  puncture,  opening  pressure 
is  measured  and  fluid  is  obtained  in  three  tubes 
for  cell  count,  chemistry  and  culture.  Fluid 
should  be  examined  with  the  help  of  India  ink 
to  rule  out  cryptococcal  meningitis.  These 
organisms  can  look  like  mononuclear  cells 
without  the  contrast  of  the  ink.  Greater  than  10 
mononuclear  cells  per  mm3  is  abnormal  and 
is  usually  accompanied  by  increased  protein  in 
CNS  leukemia.  On  the  counting  chamber 
and  in  Wright-stained  and  Gram-stained 
smears,  it  is  unusual  to  be  able  to  distinguish 
lymphocytes  from  lymphoblasts  and  myelo- 
blasts. Centrifugation  by  the  cytocentrifuge* 
increases  the  ability  to  distinguish  accurately. 
Although  rarely  reported,  aseptic  meningitis 
may  occur  in  children  with  leukemia  with 
similar  cerebrospinal  fluid  findings.5 

Treatment 

1.  Intrathecal  therapy 

Since  most  antileukemic  drugs  do  not  cross 
the  blood  brain  barrier,  effective  systemic  anti- 
leukemic therapy  has  little  or  no  influence  on 
cellular  proliferation  in  the  CNS.  Methotrex- 
ate, an  antifolate,  is  an  effective  agent  when 
given  intrathecally.6  One  commonly  used 
schedule  calls  for  its  administration  every  four 
to  five  days  in  a dose  of  15  mg  per  meter2  per 
dose.  CNS  remission  is  usually  attained 
within  four  doses.  Treatment  is  continued  one 
dose  past  normal  cell  count.  Since  metho- 
trexate does  cross  from  the  brain  to  systemic 
circulation,  folinic  acid  is  given  parenterally 
within  an  hour  of  intrathecal  therapy  if  the 
system  effects  of  methotrexate  are  to  be 
avoided. 

Cytosine  arabinoside  is  another  agent  with 
intrathecal  activity.7  Its  primary  evaluation  to 
date  has  been  in  patients  resistant  to  metho- 
trexate. 

Intrathecal  therapy  may  result  in  untoward 
side  effects.  Headaches,  fever,  vomiting,  pare- 
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sis  and  convulsions  have  been  reported.84’ 
Arachnoiditis  secondary  to  drugs  may  make 
lumbar  punctures  difficult  and  delay  delivery 
of  therapy. 

2.  Radiation  therapy 

Because  of  the  diffuseness  of  meningeal  in- 
volvement, effective  radiotherapy  in  treatment 
of  CNS  leukemia  must  include  the  spinal  axis 
as  well  as  the  cranium.10  Although  smaller 
doses  may  be  palliative,  effective  treatment 
involves  delivery  of  2400  R to  the  entire 
craniospinal  axis.  Alopecia  occurs  in  all  pa- 
tients. This  radiation  port  includes  a great  deal 
of  bone  marrow  in  the  child  and  it  is  usually 
necessary  to  omit  systemic  therapy  during  the 
treatment  of  the  spine.  For  this  reason  it  is 
not  useful  in  definitive  treatment  of  CNS  leu- 
kemia during  bone  marrow  relapse.  In  pa- 
tients in  bone  marrow  remission,  the  value  of 
radiotherapy  must  be  weighed  against  the 
possibility  of  bone  marrow  relapse  if  systemic 
therapy  is  withheld. 

3.  Systemic  chemotherapy 

Crossage  of  the  blood  brain  barrier  is  de- 
pendent on  lipoid  solubility  of  the  agent.  The 
nitrosoureas,  BCNU,  CCNU  and  methyl- 
CCNU  have  high  lipoid  solubility  and  readily 
cross  the  blood  brain  barrier.11  Nitrosoureas 
are  effective  in  treatment  of  meningeal  leuke- 
mia in  the  mouse  L1210  system.  BCNU  has 
produced  CNS  remission  in  some  patients1213 
but  has  not  yet  been  shown  to  be  superior  to 
intrathecal  therapy  or  radiotherapy.  CCNU 
and  methyl-CCNU  which  have  the  advantage 
of  oral  administration,  remain  to  be  evaluated. 
A recent  report11  of  efficacy  of  pyrimethamine, 
an  antifolate  useful  in  the  treatment  of  toxo- 
plasmosis, will  doubtless  stimulate  further  eval- 
uation. None  of  these  systemic  agents  have 
been  fully  evaluated  as  single  agents  in  the 
treatment  of  childhood  leukemia.  Their  bone 
marrow  suppressant  activity  would  require  the 
omission  of  other  systemic  agents  while  they 
are  in  use. 

Corticosteroids  were  the  first  chemothera- 
peutic agents  to  be  used  for  symptomatic  treat- 
ment of  CNS  leukemia.  It  is  unclear  if  steroid 


action  in  neoplastic  disease  is  related  to  on- 
colytic activity  or  relief  of  cerebral  edema.14 
Decadron  is  effective  as  an  adjuvant  in  symp- 
tomatic CNS  leukemia.  We  have  had  much 
less  occasion  to  use  it  with  earlier  diagnosis 
of  CNS  involvement. 


4.  Maintenance  therapy 

Once  a child  has  developed  CNS  leukemia, 
recurrence  is  likely  despite  clearance  with 
either  radiotherapy  or  intrathecal  therapy. 
Neither  radiotherapy  or  intrathecal  therapy 
for  the  acute  episode  eradicate  or  produce 
long-term  CNS  remissions.  Some  form  of 
maintenance  CNS  therapy  is  necessary  to  delay 
recurrence. 


Case  3.  R.  St.  was  diagnosed  to  have  acute 
lymphoblastic  leukemia  ten  months  prior  to 
his  first  CNS  episode.  The  presenting  symp- 
tom of  this  complication  was  persistent  falling 
to  one  side.  He  is  still  alive  4%  years  follow- 
ing diagnosis  but  has  had  four  bone  marrow 
and  seven  CNS  relapses.  Prior  to  the  present 
CNS  episode,  he  had  experienced  ataxia, 
hvperphagia,  seizures,  behavior  problems  and 
blindness  at  various  times  while  in  CNS  re- 
lapse. He  has  received  a total  of  5500  R to 
his  head  and  spine  in  three  courses  and  had 
three  courses  of  intrathecal  methotrexate  with- 
out maintenance.  Seven  months  ago  he  pre- 
sented acrain  with  ataxis  and  irritability.  He 

O J 

was  treated  with  intrathecal  methotrexate, 
hydrocortisone  and  cytosine  arabinoside  for 
four  doses  and  has  been  maintained  on  intra- 
thecal hydrocortisone  and  cytosine  arabino- 
side. His  cerebrospinal  fluid  has  remained 
clear  now  for  eight  months.  Previous  CNS 
relapse  occurred  within  one  to  three  months  of 
cessation  of  intrathecal  therapy  or  radiother- 
apy. Although  his  CSF  pressure,  cell  count 
and  protein  remain  normal,  he  has  had  pro- 
gressive signs  of  degenerative  brain  disease.  A 
skull  film  now  shows  intracranial  calcification 
(Fig.  1). 


5.  Prophylactic  therapy 

Since  meningeal  complications  occur  in  such 
large  numbers  of  children  with  long-term  sur- 
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vival,  most  pediatric  hematologists  consider 
effective  prophylactic  CNS  therapy  a high 
priority  for  study.  Aur15  et  al.  have  shown  the 
influence  of  prophylactic  radiotherapy  to  the 
craniospinal  axis  and  intrathecal  therapy  on  the 
total  prognosis  of  their  patients.  Current 
studies  by  various  groups  are  comparing  the 
various  modalities  available  to  determine  the 
most  effective  and  least  toxic  approach. 


Summary 

CNS  leukemia  is  an  important  complication 
of  childhood  leukemia.  Early  diagnosis  is  im- 
portant and  lumbar  puncture  should  be  per- 
formed on  slight  suspicion.  Effective  palliative 
therapy  includes  intrathecal  chemotherapy  and 
radiotherapy.  Maintenance  intrathecal  chemo- 
therapy can  delay  recurrence  but  may  have 
undesirable  side  effects  in  some  patients.  Ef- 
fective oral  agents  have  not  been  fully  evalu- 
ated. Various  forms  of  prophylactic  CNS 
therapy  are  currently  under  study.  As  long- 
term survival  becomes  more  common  in  chil- 
dren with  leukemia,  the  quality  of  that  survival 
to  a large  extent  will  depend  on  adequate  pre- 
vention and  treatment  of  CNS  leukemia. 
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Comment 

Drs.  Komp  and  Thurman  have  focused  on 
an  aspect  of  childhood  leukemia  that  has  be- 
come a more  frequent  problem  now  that  sur- 
vival of  these  children  has  been  prolonged  by 
improved  therapeutic  regimes.  Most  pediatric 
hematologists  have  favored  intrathecal  chemo- 
therapy as  described  and  have  reserved  radia  - 
tion for  subsequent  assistance  in  management 
when  needed.  In  essence  this  is  the  recom- 
mendation of  these  authors. 

One  point  alluded  to  in  this  interesting  pre- 
sentation should  be  stressed.  This  is  the  recent 
appreciation  of  the  value  of  “prophylactic” 
CNS  therapy  in  childhood  leukemia.  Even 


with  intensive  therapy  leading  to  normal  mar- 
row and  blood  examination,  a significant 
number  of  leukemic  children  relapse  with 
meningeal  involvement.  Trials  thus  far  with 
prophylactic  therapy  with  intrathecal  chemo- 
therapy and  radiation  early  in  the  treatment 
have  shown  significant  prolongation  of  remis- 
sion.15 Although  prophylactic  CNS  therapy 
in  childhood  leukemia  is  not  yet  generally  em- 
ployed, it  is  clearly  the  approach  for  the  future. 

Improvement  in  various  aspects  of  the  treat- 
ment of  childhood  leukemia  have  probably 
been  greater  than  with  most  of  the  cancers  that 
physicians  are  called  upon  to  treat.  This  is 
just  one  more  example  of  this  refinement  of 
therapy. 

The  Editors 


Clinical  Center  Study  of  Patients  with  Untreated 
Carcinoma  of  the  Lung 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  carcinoma  of 
the  lung  for  clinical  study  and  treatment  by  the 
Radiation  Branch  of  the  National  Cancer  In- 
stitute at  the  Clinical  Center,  National  Insti- 
tutes of  Health,  Bethesda,  Maryland. 

All  previously  untreated  patients  with  a tis- 
sue or  unequivocal  cytologic  diagnosis  of  bron- 
chogenic carcinoma,  who  are  unresectable  be- 
cause of  local  extension  only,  or  who  refuse 
surgery,  will  be  considered.  Patients  who  have 
had  an  attempted  partial  resection,  or  patients 


with  serious  medical  complications  contrain- 
dicating surgery  are  not  acceptable. 

Upon  completion  of  treatment,  patients  will 
be  returned  to  the  care  of  the  referring  physi- 
cian, who  will  immediately  receive  a summary 
of  the  findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Kent  B.  Lamoureux, 
M.D.,  Clinical  Center,  Room  B3B-38,  National 
Institutes  of  Health,  Bethesda,  Maryland  20014. 
Telephone:  301-496-5457. 
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State  Health  Commissioner  of  Virginia 


Public  Health 


Virginia  Fluoridation 

The  22nd  World  Health  Assembly  meeting 
in  Boston  on  July  23,  1969,  adopted  a resolu- 
tion calling  on  all  WHO  member  states  to  in- 
troduce fluoridation  of  water  supplies  “where 
practicable.”  WHO  which  has  131  member 
countries  thus  added  their  voice  to  the  rallying 
cry  for  the  need  of  fluoridated  public  water 
supplies  as  a public  health  measure.  Experience 
has  indicated  that  the  adjustment  of  the  fluo- 
ride content  of  water  supplies  to  an  optimal 
level  of  0.6- 1.5  ppm  is  a practicable,  safe  and 
efficient  public  health  measure.  Extensive 
scientific  investigation,  on  the  subject,  has  dis- 
closed no  valid  evidence  of  any  ill  effects  on 
human  or  animal  health  from  the  use  of  water 
supplies  with  an  optimal  concentration  of 
fluoride. 

In  a recent  resolution  approved  by  the 
House  of  Delegates  of  the  American  Dental 
Association,  the  Association  urged  Congress 
“to  consider  the  establishment  of  priorities  fa- 
voring states  and  local  communities  having 
communal  water  supplies  adjusted  to  the  op- 
timal fluoride  level  when  authorizing  federal 
funds  for  dental  services  in  comprehensive 
health  care  programs.”  In  guidelines  for  den- 
tal care  programs  under  state  Medicaid  plans, 
the  Dental  Association  urged  that  priority  be 
given  to  comprehensive  care  for  children  with 
full  use  of  all  “proven  preventive  procedures 
which  can  significantly  reduce  the  incidence 
of  dental  disease  and  the  total  dimensions  of 
the  dental  problem.” 

Every  state  and  community  should  provide 
the  benefits  of  water  fluoridation  to  its  citizens 
to  the  maximum  degree  possible.  A number 
of  studies  have  shown  that  fluoridated  com- 
munal water  supplies  can  reduce  the  incidence 
of  dental  decay  up  to  60%.  It  has  been  dem- 


onstrated that  the  cost  of  dental  care  for  chil- 
dren in  non-fluoridated  communities  is  more 
than  double  the  cost  for  children  in  fluoridated 
communities.  In  view  of  the  continuing  and 
growing  shortage  of  dentists  throughout  the 
world,  as  well  as  in  Virginia,  the  need  and 
advisability  for  fluoridated  public  water  sup- 
plies is  apparent.  No  other  equally  effective 
means  for  the  control  of  dental  caries  is  avail- 
able for  conferring  on  whole  populations  the 
beneficial  effects  of  fluoride  on  dental  health. 

The  Food  and  Nutrition  Board  of  the  Na- 
tional Research  Council  recently  endorsed 
fluoridation  and  further  commented  on  flu- 
orine as  a nutrient  stating: 

“Fluorine  is  incorporated  in  the  structure 
of  teeth  and  is  necessary  for  maximal  re- 
sistance to  dental  caries.  For  these  reasons, 
it  is  considered  to  be  an  essential  nutrient. 
Its  protective  role  is  particularly  evident 
during  infancy  and  early  childhood  and  per- 
sists through  adult  life.” 

The  report  further  noted:  “Fluoride  is  present 
in  small  but  widely  varying  amounts  in  prac- 
tically all  soils,  water  supplies,  plants,  and  ani- 
mals and  thus  is  a normal  constituent  of  all 
diets.” 

Dating  as  far  back  as  1931,  studies  have 
shown  that  various  areas  in  Virginia  contained 
water  borne  fluorides,  from  trace  amounts  to 
the  optimum  levels  of  1 ppm.  In  the  Chesa- 
peake Bay  area  and  the  tidal  basins  of  the 
James,  York  and  Rappahannock  Rivers,  the 
percentages  of  natural  fluoride  in  water  sup- 
plies is  often  higher  than  the  optimal  level  of  1 
ppm.  In  some  instances,  the  fluoride  level 
reaches  6 ppm. 

The  above  findings  led  to  greater  efforts  by 
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the  State  Department  of  Health  in  conducting 
an  expanded  program  of  water  analysis  to 
determine  where  and  what  amount  of  fluorides 
are  naturally  contained  in  the  various  individ- 
ual and  public  water  supplies.  Similar  studies 
in  other  states  revealed,  at  times,  high  levels 
of  fluorides  in  natural  water  supplies. 

Based  on  the  hypothesis  that  water  borne 
fluorides  were  a possible  causative  factor  in 
the  decrease  of  the  prevalence  of  decayed 
teeth,  further  studies  were  conducted  to  deter- 
mine the  optimum  level  of  fluoride  to  yield 
maximum  benefits  of  reduction  of  dental 
caries  experienced  without  any  systemic  ill- 
effects.  Epidemiological  studies  conducted  in 
widely  separated  parts  of  the  world  demon- 
strated the  validity  of  the  association  of  a 50- 
70  percent  reduction  in  dental  caries  with  the 
inclusion  of  an  optimum  level  of  fluoride  in 
the  water  supply  system.  The  dental  benefits 
to  be  derived  from  fluorides  in  the  water  sup- 
ply seem  to  reach  a maximum  when  the  con- 
centration is  in  the  neighborhood  of  0.6- 1.5 
ppm.  At  this  level  there  is  a minimal  danger 
of  dental  fluorosis  as  a result  of  the  fluorides 
added  to  the  water  supply.  These  findings  led 
to  the  proposal  that  optimum  amounts  of  sup- 
plemental fluorides  be  added  to  the  drinking 
water  supply  as  a partial  caries-control  measure. 

Controlled  fluoridation  of  public  water  sup- 
plies in  Virginia  began  in  September  1951  in 
the  City  of  Lynchburg.  Since  that  date  every 
major  population  center  of  Virginia  has  ini- 
tiated fluoridation  as  well  as  many  rural  com- 
munities serving  less  than  3,000  residents.  The 
initial  emphasis  for  controlled  fluoridation  was 
given  to  communities  of  100,000  or  more  pop- 
ulation; second  priority  was  given  to  communi- 
ties of  50,000  or  more  and  then  a graduation 
down  to  25,000  to  15,000  and  then  to  the 
smaller  rural  or  isolated  communities.  Accord- 
ing to  the  recently  published  Fluoridation  Cen- 
sus-1969, published  by  the  National  Institute  of 
Health,  H.E.W.,  Virginia  now  ranks  3rd  na- 
tionally with  93.2  percent  of  its  population 
using  public  water  supplies  with  natural  or 
controlled  fluoridation. 

That  scientific  evidence  clearly  documents 
Volume  99,  February,  1972 


the  safety,  effectiveness  and  efficacy  of  fluori- 
dation as  a public  health  measure  in  preventing 
tooth  decay  has  been  available  and  discussed  in 
scientific  journals,  the  public  press,  and  on 
radio  and  television  for  more  than  25  years. 
Perhaps  no  other  health  measure  has  been  so 
authoritatively  validated  and  indorsed  by 
major  health  and  scientific  organizations  both 
in  this  country  and  abroad.  Throughout  the 
world,  some  110  million  people  in  32  nations 
are  now  drinking  fluoridated  water,  including 
90  million  Americans  in  over  7,000  communi- 
ties. Paradoxically  perhaps,  no  other  health 
measure  in  the  history  of  man  has  met  with 
such  vocal  and  verbal  discrimination  on  the 
part  of  faddists,  riders  of  political  band  wagons 
and  harbingers  of  ill-will  in  an  attempt  to  de- 
feat and/or  limit  the  acceptance  of  adding  the 
optimum  level  of  fluoride  to  public  drinking 
water.  Fortunately  for  Virginia  the  fluorida- 
tion of  public  water  supplies  has  come  about 
without  too  much  commotion.  Credit  for  the 
success  of  the  fluoridation  program  in  Virginia 
goes  to  the  Dental  Division  of  the  State  Health 
Department,  the  State  and  local  dental  socie- 
ties and  many  other  interested  citizens. 

In  the  past  the  Health  Department  has  con- 
ducted numerous  dental  surveys  throughout 
the  various  geographic  areas  of  Virginia  to 
determine  the  dental  conditions  of  school  chil- 
dren aged  5-18  inclusive.  Both  pre-  and  post- 
fluoridation studies  have  been  conducted  and 
they  clearly  indicate  the  success  of  fluoridated 
water  in  combating  dental  disease.  Mass  screen- 
ings of  students  in  various  geographic  areas 
have  clearly  shown  that  the  “DMF”  rate  (de- 
cayed, missing,  filled)  has  shown  a consider- 
able decrease  in  those  localities  that  have  ex- 
perienced an  extended  period  of  continuous 
fluoridated  water  supplies. 

In  the  brief  period  of  time  that  communi- 
ties have  benefited  from  the  fluoridation  of 
their  public  water  supplies  the  decrease  in  den- 
tal disease  has  been  substantial.  The  need  for 
continued  and  expanded  use  of  optimum  fluo- 
ridated water  supplies  is  even  more  critical 
today  when  we  consider  the  ever  widening 
dentist  to  population  ratio.  Until  such  time  as 
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an  inoculation  for  the  prevention  of  dental 
decay  is  developed  and  approved  by  dental 
scientific  investigators,  fluoridation  will  remain 
as  the  major  bulwark  against  this  most  preva- 
lent disease  of  man. 

Doctors  George  E.  Shambaugh,  Jr.,  M.D. 
and  Lexander  Petrovic,  M.D.,  writing  in  Vol. 
209,  of  the  Journal  of  the  American  Medical 
Association,  June  10,  1968,  stated: 

“The  time  may  not  be  far  distant  when  flu- 
oride will  be  recognized  as  essential  to  health 


and  when,  in  addition  to  being  added  to  the 
water  supply  where  deficient,  it  will  be  pre- 
scribed to  older  persons  to  prevent  senile 
osteoporosis  and  frequent  fractures.” 

Thus  the  benefits  and  value  of  this  most 
necessary  health  measure  in  those  children 
born  in  a fluoridated  community  today,  while 
being  immediately  realized,  we  have  yet  to 
realize  the  possible  health  potential  in  future 
years. 


Monthly  Report  of  Bureau  of  Communicable 
Disease  Control 

Jan.-  Jan.- 


Dee. 

1971 


Brucellosis — 

Diphtheria  — 

Hepatitis  118 

Meningitis  (Aseptic)  ...  2 

Meningococcal  Infections  6 

Poliomyelitis — 

Rocky  Mt.  Spotted  Fever  2 

Rubella  10 

Rubeola  3 

Tularemia  — 

Rabies  in  animals  5 

Venereal  Diseases: 

Syphilis  128 

Gonorrhea  1,257 

Other  3 
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Dec. 

Dec. 

Dec. 

1971 

1970 

1970 

17 

- 

26 

1 

1,413 

1,492 

140 

97 

16 

235 

50 

4 

50 

37 



51 

229 

39 

782 

1,631 

281 

2,343 

9 

10 

16 

78 

8 

217 

2,051 

143 

1,525 

15,557 

1,158 

14,790 

40 

1 

26 
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Mental  Health  . . 


A Follow-up  Study  of  Rehabilitated  Cases  Served  by  Vocational 
Rehabilitation  Units  in  Certain  Hospitals  of  the  Department  of  Mental 
Hygiene  and  Hospitals. 


This  is  the  third  article  having  to  do  with 
this  subject  to  appear  in  the  Virginia  Medical 
Monthly.  All  articles  have  as  their  purpose 
to  keep  the  medical  profession  of  the  Com- 
monwealth informed  relative  to  Vocational 
Rehabilitation  activities  within  our  Mental 
Hospitals.  The  first  article  was  in  relation  to 
the  initiation  of  the  service.1  The  second  ar- 
ticle was  a 10-month  review  of  the  services  at 
Central  State  Hospital,  Petersburg.2  This  ar- 
ticle will  give  a follow-up  study  of  the  reha- 
bilitated cases. 

The  compiling  of  data  and  preparation  of 
this  report  is  the  work  of  Mr.  Tom  Turman 
and  the  Rehabilitation  staff  in  each  of  the  var- 
ious hospitals. 

In  a response  to  a request  from  the  Depart- 
ment of  Vocational  Rehabilitation  Commis- 
sioner, Don  W.  Russell,  a follow-up  study  was 
conducted  to  see  what  happened  to  clients 
(patients)  closed  as  successfully  rehabilitated 
(26’s),  in  our  Mental  Hospital  Vocational  Re- 
habilitation Units  during  the  1969-70  fiscal 
year.  Included  in  the  study  were  the  Units  at 
Central  State,  Eastern  State,  Western  State  and 
Lynchburg  Training  School  and  Hospital. 
The  study  was  conducted  between  November 

Dawson,  A.  Ray,  MX).,  Director  of  Geriatric 
Services , Department  of  Mental  Hygiene  and 
Hospitals. 

Turman,  Thomas  D.,  B.S.,  M.Ed.,  Assistant 
Director , Me?ital  Health  Programs,  Department 
of  Vocational  Rehabilitation. 

Approved  for  publication  by  the  Commissioner 
of  the  Department  of  Mental  Hvgiene  and  Hos- 
pitals. 
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1970  and  January  1971,  which  means  the 
clients  had  been  employed  from  four  to  sixteen 
months  at  the  time  the  follow-up  information 
was  obtained. 

Survey  forms  were  completed  on  a total  of 
300  clients  which  gives  a good  representation 
of  the  447  rehabilitated  during  this  time  period. 
No  attempt  was  made  to  do  an  in-depth  re- 
search oriented  study,  but  rather  was  aimed  at 
enabling  us  to  create  a general  picture  of  what 
was  happening  to  these  clients.  Analysis  of 
this  picture  has  enabled  us  to  make  certain 
observations  and  to  note  indications  of  patterns 
and  trends.  Further  study  will  be  necessary, 
however,  before  any  definite  conclusions  can 
be  made. 

A total  of  300  closures  were  considered  for 
this  analysis,  and  employment  status  of  the 
group  is  presented  in  Table  I. 


TABLE  I 

Employment  Status 


Status 

Number 

Percent 

Employed  

258 

86 

LTiemployed  

42 

14 

T otal  

300 

100 

The  type  of  work 

in  which  the 

258  em- 

ployed  were  involved  is  shown  in  Table  II. 

Clients  employed  in  the  areas  of  food  service 
and  skilled  labor  normally  had  the  highest 
salaries.  Many  of  those  earning  lower  salaries, 
however,  received  fringe  benefits  such  as  board 
and  lodging  in  addition  to  stated  earnings. 
Weekly  salary  figures  for  the  206  wage  earn- 
ers (excluding  the  52  homemakers)  are  pre- 
sented in  Table  III. 
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244  clients  held  only  one  job,  53  held  two 
jobs,  19  held  three  jobs,  one  held  four  jobs, 
and  one  held  five  jobs.  184  clients  were  placed 
by  Vocational  Rehabilitation,  eight  by  Vir- 


TABLE  II 
Type  of  Work 


Type  of  Work 

Number 

Percent 

Homemaker  

52 

20.1 

Domestic  

42 

16.3 

Skilled  Labor  

37 

14.3 

Food  Service  

36 

14.1 

Sales  Area  

22 

8.5 

Custodial  

21 

8.2 

Nurses  Aide  

14 

5.4 

Secretary-Clerical  . 

11 

4.2 

Unskilled  Labor  . . . 

9 

3.5 

Other  

14 

5.4 

Total  

258 

100. 

ginia  Employment  Commission,  and  101  found 
their  own  jobs.  The  other  seven  are  unknown. 

156  clients  were  trained  and  141  were  not. 

Of  those  trained, 

117 

were  trained  in 

the  Re- 

habilitation  Unit, 

18 

trained  outside 

of  the 

TABLE  III 

Average  Weekly  Wages 

Weekly  Wages 

Number  clients 

percent 

$25  to  $50  

70 

34.0 

$50  to  $75  

84 

40.8 

$75  to  $100  

39 

18.9 

$100+  

13 

6.3 

Total  

206 

100. 

Unit,  and  2 1 received  training  both  in  and  out 
of  the  Unit. 

Table  IV  gives  a breakdown  of  the  group 
in  terms  of  disability  category.  32  of  the  men- 
tally retarded  were  from  Lynchburg  Training 
School  and  Hospital.  Also,  it  is  to  be  noted 
that  four  clients  had  dual  disabilities. 

One  hundred  and  forty-five  clients  returned 
home,  112  were  placed  in  other  living  situa- 
tions such  as  boarding  homes,  Y.W.C.A., 
Y.M.C.A.,  etc.  Forty-three  either  were  unable 
to  leave  the  hospital,  (predominantly  Lynch- 
burg Training  School  and  Hospital  which  had 
11  such  cases),  or  had  to  be  readmitted.  228 
clients  attended  after-care  clinics,  four  received 
social  service  follow-up,  and  for  68  there  was 


no  indication  of  follow-up  other  than  that 
provided  by  the  rehabilitation  staff. 

Out  of  the  total  of  268  clients  in  the  three 
mental  hospitals,  (excluding  Lynchburg  Train- 
ing School  and  Hospital),  139  (52%)  were 
diagnosed  as  schizophrenics.  Of  this  group  91 
(66%)  attended  after-care  clinics.  This  is  a 

TABLE  IV 
Disability  Category 


Disability  Number  Percent 


Schizophrenia  

Personality  disorder 

139 

45.7 

(including  alcoholic) 

60 

19.7 

Mental  Retardation  

36 

11.9 

Manic  depressive  

, 25 

8.2 

Psychotic  Depressive  . . 

19 

6.3 

Chronic  Brain  Syndrome 

18 

5.9 

Behavior  disorder  

4 

1.3 

Sociopath  

3 

1.0 

Total  

Diagnosis  as  recorded  in 

304 

Hospital  records. 

100. 

higher  ratio  than  for  any  other  disability  cate- 
gory. The  average  wages  for  schizophrenics 
was  higher  than  the  average  for  all  categories 
of  disabilities,  and  those  who  received  the  high- 
est salaries  normally  had  changed  jobs  at  least 
once.  Those  who  were  trained  normally  stayed 
on  one  job  and  had  higher  salaries  than  those 
not  trained.  The  individuals  in  lower  paid  jobs 
had  a higher  readmission  rate  than  other  schiz- 
ophrenics. Those  who  returned  home  (73 
or  53%)  had  a higher  employment  rate,  nor- 
mally stuck  to  one  job,  and  were  not  read- 
mitted as  frequently  as  the  others. 

Out  of  a total  of  300  clients  from  the  four 
units,  43  (14%)  were  readmitted,  or  never 
released  from  the  hospital.  Lynchburg  Train- 
ing School  and  Hospital  had  11,  or  34%  of 
their  closures,  who  were  unable  to  function 
in  a living  situation  in  the  community,  but 
were  able  to  work  while  living  at  the  hospital. 
Eastern  State  had  19  (22%)  readmissions,  Cen- 
tral State  had  10  (9%),  and  Western  State  had 
three  (4%).  Of  the  total  of  32  in  the  latter 
three  hospitals,  the  majority  were  over  40  years 
of  age.  Twenty  were  schizophrenics,  six  per- 
sonality disorder,  three  were  manic  depressive, 
and  two  were  sociopathic.  Eleven  returned 
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home  and  21  did  not,  which  does  not  follow 
the  pattern  for  all  clients  where  approximately 
50%  did  return  home.  This  may  indicate  a 
cause  for  readmission.  Sixteen  of  the  clients 
had  after-care  clinic  follow-up,  16  did  not. 
Five  of  the  readmissions  were  working  at  the 
time  of  the  survey  and  evidently  had  been  re- 
admitted and  released. 

There  are  no  indications  that  any  particular 
type  of  employment  had  a greater  effect  on 
readmission  than  any  other,  with  the  exception 
of  lower  paid  service  occupations  previously 
mentioned  which  ties  in  directly  with  severity 
of  handicap.  Twenty-one  of  the  readmissions 
had  received  training,  11  had  not.  Eighteen 
were  trained  within  the  unit,  two  both  in  the 
unit  and  outside,  and  1 trained  outside.  Sixteen 
of  those  trained  had  worked  in  the  area  in 
which  trained.  Rehabilitation  found  employ- 
ment for  18,  and  six  found  their  own  positions. 
The  average  pay  was  higher  than  the  average 
for  all  clients. 

There  was  a total  of  42  clients  not  employed 
at  the  time  of  the  survey,  one-half  of  whom 
had  after-care  clinic  follow-up,  16  did  not. 
were  from  Eastern  State  Hospital.  Twenty- 
five  of  these  had  received  training,  17  had  not. 
Rehabilitation  had  found  jobs  for  24  of  these 
clients,  Virginia  Employment  Commission 
none,  and  12  found  jobs  through  other  means. 
Most  were  in  lower  paid  occupations,  but  the 
spread  of  jobs  gives  no  clear  indication  that 
any  particular  job  skill  was  more  subject  to 
unemployment  than  others.  Twenty-four  of 
the  unemployed  were  diagnosed  as  schizo- 
phrenic, and  this  may  be  a determining  factor. 

General  Comments 

During  these  analyses  we  have  sought  those 


factors  by  which  successful  vocational  rehabil- 
itation can  be  judged,  and  of  course,  these  fac- 
tors are  elusive  and  difficult  to  pin  down.  The 
fact  that  a client  is  out  of  the  hospital  at  all  is 
an  achievement,  but  since  our  business  in  voca- 
tional rehabilitation,  getting  them  out  is  not 
sufficient.  Employment,  or  at  least  contribu- 
tion to  the  earning  capacity  of  the  “bread  win- 
ner” is  required.  In  this  regard  many  clients 
are  homemakers  (52)  and  it  is  difficult  to 
measure  their  contributions  since  they  release 
the  money  earner  from  household  duties  or 
preclude  his  having  to  pay  an  outsider  for  such 
services.  The  salaries  of  domestic  workers  show 
up  low  in  statistics,  but  other  compensations 
such  as  board,  lodging,  etc.,  are  not  reflected 
in  such  figures. 

It  is  indicated  that  training  plays  an  impor- 
tant role  in  the  ability  of  the  client  to  obtain 
and  retain  employment.  Even  in  cases  where 
employment  is  not  in  the  area  in  which  trained, 
there  appears  to  be  a carryover  which  enables 
him  to  perform  on  the  job  at  which  he  is  work- 
ing. Perhaps  the  work  habits  which  have  been 
learned  are  mainly  responsible  for  this. 

The  fact  that  a person  has  held  only  one  job 
since  he  left  the  hospital  does  not  necessarily 
indicate  a greater  degree  of  success  in  rehabili- 
tation. He  may  be  content  to  remain  at  the 
first  job  whereas  another  client  may  be  more 
ambitious  and  seek  to  improve  himself  or  his 
salary  by  moving. 
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Medicare-Part  B . . 


Nature  and  Effect  of  the  Assignment 

In  the  January  1971  issue  of  the  Virginia 
Medical  Monthly  the  Medicare  Assignment 
Agreement  was  discussed  in  part.  It  appears 
that  some  misunderstanding  of  the  nature  and 
effect  of  this  agreement  continues. 

The  Part  B Intermediary  Manual,  Section 
6108.5  (Revision  246)  contains  the  Social  Se- 
curity Administration’s  regulations  pertaining 
to  this  matter.  This  reference  material  is  avail- 
able for  your  inspection  at  your  nearest  Social 
Security  District  Office. 

An  assignment  is  an  agreement  between  a 
physician  and  an  enrollee.  Under  the  terms 
of  the  assignment,  the  enrollee  transfers  to  the 
physician  his  right  to  benefits  based  on  covered 
services  specified  on  the  assigned  claim;  the 
physician  in  return  agrees  to  accept  the  reason- 
able charge  determined  by  the  carrier  as  his 
full  charge  for  the  items  or  services. 

In  effect,  the  physician  who  accepts  assign- 
ment is  precluded  from  charging  the  enrollee 
more  than  the  deductible  and  coinsurance 
based  upon  the  reasonable  charge  determina- 
tion. If  the  physician  is  dissatisfied  with  the 
amount  of  the  reasonable  charge,  he  may  re- 
quest review  and  a hearing  but  he  violates  the 
assignment  agreement  if  he  collects  (or  at- 
tempts to  collect)  from  the  enrollee  or  anyone 
else  any  amount  which,  when  added  to  the 
benefit,  is  in  excess  of  the  reasonable  charge. 
His  bill  for  the  services  is  paid  in  full  when  the 
reasonable  charge  is  paid. 

The  carrier’s  reasonable  charge  determina- 
tion takes  into  consideration  all  of  the  services 
rendered  by  the  physician  in  connection  with 


CURTIS  J.  KELLY,  JD 
Richmond,  Virginia 

Agreement 

the  claim.  Therefore,  a physician  may  not 
charge  the  enrollee  for  “paperwork”  involved 
in  filing  an  assigned  claim. 

If  the  enrollee  has  private  insurance  in  addi- 
tion to  Medicare,  the  physician  who  accepts 
assignment  of  SMI  benefits  would  be  in  viola- 
tion of  his  agreement  if  he  bills  or  collects 
from  the  enrollee  and/or  the  private  insurer 
an  amount  which,  when  added  to  the  Medicare 
benefit  received,  exceeded  the  reasonable 
charge. 

The  assignment  agreement  has  limitations 
that  are  fixed  by  law  and  it  is  not  affected  by  a 
“side  agreement”  between  the  parties  or  be- 
tween one  of  them  and  a third  party,  nor  is  it 
affected  by  any  purported  misunderstanding 
of  either  or  both  of  the  parties.  Once  entered 
into,  an  assignment  agreement  cannot  be  uni- 
laterally rescinded  by  either  party.  It  may  be 
rescinded  only  by  mutual  agreement  of  both 
parties  communicated  to  the  carrier  before  the 
carrier  has  made  and  sent  notice  of,  its  reason- 
able charge  determination. 

Noncovered  services  include  tests,  visits  and 
procedures  which  are  denied  in  full  by  the 
carrier.  The  physician  is  not  precluded  by  the 
assignment  from  charging  the  patient  for  such 
noncovered  services.  Under  the  terms  of  the 
assignment,  the  physician  agrees  to  accept  the 
reasonable  charge  as  the  full  charge  for  covered 
services. 

We  solicit  your  cooperation  in  complying 
with  Medicare  regulations  concerning  the  as- 
signment agreement. 
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Woman's  Auxiliary 


• • • • 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President  . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary  . . . Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 

Annual  Meeting 

The  forty-ninth  Annual  Meeting  of  the 
Woman’s  Auxiliary  to  The  Medical  Society 
of  Virginia  was  called  to  order  by  the  Presi- 
dent, Mrs.  Reuben  F.  Simms,  in  the  Persian 
Room  of  the  Marriott  Twin  Bridges  Motor 
Hotel,  Arlington,  on  October  15,  1971. 

The  Invocation  was  given  by  the  Chaplain, 
Mrs.  Daniel  Anderson. 

The  Pledge  of  Allegiance  to  the  Flag  fol- 
lowed by  the  Pledge  of  Loyalty  were  repeated 
in  unison. 

Mrs.  Ira  Green,  President  of  the  Auxiliary 
to  the  Alexandria  Medical  Society,  extended 
a warm  welcome  to  members  and  guests.  Mrs. 
Harold  Williams,  1st  Vice-President,  re- 
sponded. 

Mrs.  Simms  introduced  the  following  hon- 
ored guests:  Mrs.  Nash  Thompson,  Represen- 
tative from  Southern  Medical  Auxiliary,  Mrs. 
Daniel  iVnderson,  Director,  Woman’s  Aux- 
iliary to  the  AMA,  Mrs.  Wilson  Smith,  from 
West  Virginia,  Past  E.R.,  AMAERF  Chair- 
man, Mrs.  Bruce  Martin,  President  of  the  West 
Virginia  Auxiliary,  and  Mrs.  Weeks,  wife  of 
the  President  of  the  West  Virginia  Medical 
Society. 

All  members  of  the  State  Board  were  asked 
to  stand.  Mrs.  Simms  expressed  thanks  to  all 
the  Committee  Chairmen. 


The  Past  State  Presidents  were  then  asked 
to  stand  and  were  recognized  at  this  time. 

Announcements  were  made  by  the  Conven- 
tion Chairman,  Mrs.  William  Reardon,  who 
called  attention  to  the  award  received  by  the 
State  at  the  AMA  Convention  for  the  greatest 
increase  in  contributions  to  AiMAERF  in  the 
Eastern  Region. 

Mrs.  Thomas  Hunnicutt,  Jr.,  read  the  Con- 
vention Rules  of  Order,  as  adopted  in  1968. 

The  Secretary,  Mrs.  Donald  F.  Fletcher, 
called  the  Roll.  Present  were  13  Officers,  16 
Committee  Chairmen,  and  86  members.  Nine- 
teen of  the  twenty-three  component  auxiliaries 
were  represented,  with  Fairfax  having  12  and 
Roanoke  10  members  in  attendance. 

The  Auditing  Committee  Chairman,  Mrs. 
William  Reardon,  reported  that  the  Treas- 
urer’s Books  had  been  examined  and  found  to 
be  correct. 

The  Reading  Committee  Chairman,  Mrs. 
James  Moss,  reported  that  the  minutes  of  all 
meetings  had  been  read  and  approved. 

Mrs.  Wallace  Baker,  Chairman  of  Creden- 
tials Committee,  reported  that  73  delegates  and 
a total  of  152  had  registered,  as  of  9 A.M. 

The  Secretary  read  and  moved  the  adoption 
of  the  following  recommendation  from  the 
Board:  uThat  the  Auxiliary  return  to  system 
of  awards  as  approved  by  the  1967  Conven- 
tion here  at  the  Marriott.”  This  was  seconded 
and  carried. 

Mrs.  Simms  introduced  Dr.  William  Hotch- 
kiss, President-Elect  of  The  Medical  Society 
of  Virginia,  who  brought  greetings  from  the 
Society.  Dr.  Hotchkiss  expressed  appreciation 
for  the  wives  of  all  physicians  but  especially 
for  those  in  solo  practice.  He  recounted  the 
accomplishments  of  the  Auxiliary  and  gave  a 
brief  resume  of  the  problems  facing  The  Med- 
ical Society  in  the  coming  year. 

The  Treasurer,  Mrs.  Hans  Klapproth,  re- 
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ported  a balance  of  $3,069.91  in  the  checking 
account.  In  addition,  there  is  $1,114.59  in  the 
savings  account. 

The  Finance  Committee  report  was  read  by 
Mrs.  F.  Elliott  Oglesby,  in  the  absence  of  the 
Chairman,  Mrs.  Robert  Keeling.  Mrs.  Oglesby 
recommended  the  acceptance  of  the  budget 
with  the  additions  as  noted.  This  was  seconded 
and  carried. 

Mrs.  David  Hill  moved  “that  Editorial 
changes  pertaining  to  Standing  Committees  to 
conform  to  National  Directions,  Article  VIII, 
pp.  5 of  the  Handbook”.  This  motion  was  sec- 
onded and  carried. 

Mrs.  David  Hill  moved  “that  the  AD-HOC 
Committee  continue  to  meet  until  the  Hand- 
book can  be  finished  to  their  satisfaction”.  This 
was  seconded  and  carried. 

Mrs.  James  Moss  moved  that  we  accept  the 
recommendations  of  the  Board  as  to  further 
changes.  This  motion  was  seconded  and  passed. 

Mrs.  Simms  introduced  Mrs.  Nash  Thomp- 
son who  brought  greetings  from  the  Auxiliary 
to  the  Southern  Medical  Association. 

Mrs.  Simms  introduced  a guest  from  Michi- 
gan, Mrs.  Rhodes. 

Mrs.  G.  Prentiss  Lee,  President  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  Asso- 
ciation, was  introduced  by  Mrs.  Simms.  It  was 
noted  that  Mrs.  Lee  has  served  on  the  National 
level  for  the  past  ten  years.  In  her  keynote 
address,  Mrs.  Lee  stressed  that  as  doctors’ 
wives,  our  service  to  the  health  field  can  never 
be  static.  As  knowledgeable  and  informed 
members  we  must  be  willing  to  accept  changes 
in  promoting  our  aims  and  goals,  Mrs.  Lee 
said.  She  stated  that  the  National  Health  Con- 
ference will  be  held  in  Chicago  on  April  26-28, 
1972. 

Mrs.  Simms  thanked  Mrs.  Lee  for  her  in- 
spiring talk. 

Mrs.  David  Pecora  gave  the  report  of  the 
delegates  to  the  forty-eighth  Annual  Con- 
vention of  the  Woman’s  Auxiliary  to  the 
A.M.A.  held  in  Atlantic  City  in  June.  Mrs. 
Simms  thanked  Mrs.  Pecora  for  the  splendid 
report. 

Mrs.  Wallace  Baker,  Legislation  Chairman, 


in  outlining  the  accomplishments  of  the  com- 
ponent auxiliaries  in  this  field,  noted  especially 
those  members  who  had  contributed  one  dozen 
days  for  Public  Affairs.  Awards  were  pre- 
sented to  these  individuals. 

Mrs.  Daniel  Anderson  gave  a brief  report 
on  the  White  House  Conference  on  Children, 
which  she  attended  under  the  sponsorship  of 
the  A.M.A. 

Mrs.  Lrank  Buck  made  the  presentation  of 
the  State  Scrapbook  and  then,  graciously,  pre- 
sented the  State  President’s  Scrapbook  to  Mrs. 
Simms. 

Mrs.  Joseph  M.  Straughan,  Chairman  of  the 
Nominating  Committee,  presented  the  follow- 
ing slate  for  1971-72: 

President-Elect:  Mrs.  William  Reardon 

1st  Vice-President:  Mrs.  Harold  Williams 

2nd  Vice-President:  Mrs.  Donald  Lletcher 

3rd  Vice-President:  Mrs.  William  Gordge 

Corresponding  Secretary:  Mrs.  Richard 
Clark 

Recording  Secretary:  Mrs.  Randolph  Hoge 

Treasurer:  Mrs.  Hans  Klapproth 

Directors:  Mrs.  Reuben  Simms,  Mrs.  James 
Moss,  Mrs.  Joseph  Straughan  to  serve  with 
Mrs.  David  Hill  as  President. 

Mrs.  Simms  asked  for  further  nominations 
from  the  floor.  There  being  none,  she  moved 
that  the  slate  be  accepted  as  presented.  This 
was  seconded  by  Mrs.  Oglesby  and  passed. 

Mrs.  David  Hill  moved  “that  this  General 
Assembly  recommend  Mrs.  Daniel  Anderson 
for  continued  National  Auxiliary  considera- 
tion”. This  was  seconded  and  passed. 

The  Chairman  of  the  Courtesy  Resolutions, 
Mrs.  Robert  Nirschl,  read  the  resolutions  and 
moved  that  they  be  accepted.  This  motion, 
seconded,  passed. 

Mrs.  William  Reardon,  Convention  Chair- 
man, made  announcements  concerning  the  ar- 
rangements for  the  luncheon. 

Mrs.  Simms  read  letters  from  The  Honor- 
able Linwood  Holton,  Governor  of  the  Com- 
monwealth of  Virginia,  proclaiming  Commu- 
nity Health  Week— October  17-23,  1971;  from 
Dr.  James  M.  Moss,  President  of  The  Medical 
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Society  of  Virginia,  recognizing  the  award  to 
the  State  Auxiliary  for  the  largest  percent  of 
increase  in  AMA-ERF  contributions  in  the 
Eastern  Region;  and  from  Dr.  Kinloch  Nelson, 
expressing  appreciation  for  the  contributions, 
through  the  AMA-ERF,  to  the  Medical  Col- 
lege of  Virginia. 

The  Chaplain,  Mrs.  Daniel  Anderson,  con- 
ducted the  impressive  Memorial  Service  in 
tribute  to  the  deceased  members. 

Following  Hospitality  Time  and  Luncheon 
at  the  Westwood  Country  Club,  Vienna,  the 
meeting  was  reconvened  by  the  President,  Mrs. 
Reuben  Simms.  Mrs.  Ira  Godwin,  President 
of  the  Fairfax  Auxiliary,  gave  the  welcome. 
The  Invocation  was  offered  by  the  Chaplain. 
Mrs.  Simms  introduced  the  special  guests  of 
the  day,  namely,  Mrs.  Hotchkiss,  Dr.  David 
Hill,  Mrs.  Nash  Thompson,  Mrs.  Daniel  An- 
derson, Mrs.  V.  H.  Miller  and  Mrs.  Wilson 
Holland.  Mrs.  Simms  expressed  her  apprecia- 
tion to  Mrs.  William  Reardon  and  the  many 
members  of  her  committee  for  the  social  ac- 
tivities planned  for  our  pleasure. 

Mrs.  George  Kelly,  Chairman  of  Awards, 
introduced  the  AMA-ERF  Chairman,  Mrs. 
William  Reardon,  who  awarded:  to  Fairfax— 
the  silver  tray— the  largest  total  contribution; 
to  Fairfax— the  greatest  increase  over  last  year; 
and  to  Fairfax— the  largest  contribution  per 
capita.  Certificates  of  Merit  were  awarded  to 
Richmond,  Lynchburg,  Alexandria,  Arlington 
and  Norfolk  for  increases  over  last  year. 

The  Hampton  Auxiliary  won  the  Commu- 


nity Health  and  Service  Award  for  their  par- 
ticipation in  the  2,200  Audiometric  Screening 
Tests,  with  500  students  being  retested.  Hon- 
orable Mention  was  awarded  to  Wise  County 
Auxiliary.  Hampton  won  the  Health  Careers 
Award  for  their  Candy  Striper  Workshop  and 
Festival.  The  Doctors’  Day  Awards  were  won 
by:  Arlington— over  50  members— the  Mar- 
garet Howard  Silver  Bowl  and  Hampton- 
under  50  members— Silver  Bowl. 

A token  of  appreciation  was  presented  to 
Anna  Anderson  for  her  service  to  the  State 
and  National  Auxiliary. 

Mrs.  G.  Prentiss  Lee  was  introduced  and  in 
her  official  capacity  as  President  of  the  Wom- 
an’s Auxiliary  to  the  American  Medical  Asso- 
ciation installed  the  newly  elected  officers. 
With  a few  appropriate  remarks,  Mrs.  David 
Hill  accepted  the  State  President’s  pin  from 
Mrs.  Simms.  Mrs.  Joseph  Straughan  presented 
the  Past  President’s  pin  to  Mrs.  Simms. 

Mrs.  Frank  Buck  presented  Scrapbook 
Awards  to:  Norfolk— over  75  members  and 
Virginia  Beach— under  75  members. 

A fashion  show,  featuring  the  latest  fashions 
from  The  Full  Cry  Shop  of  Vienna,  was  the 
highlight  of  the  afternoon.  Several  local  Aux- 
iliary members  served  as  models.  Following 
the  show,  guests  were  invited  to  board  busses 
for  a shopping  tour  at  Tyson’s  Corner. 

Virginia  Fletcher,  Recording  Secretary 
(Mrs.  Donald  F.  Fletcher) 
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Editorial  . . 


Why  Medical  Societies? 

AT  A RECENT  MEETING  of  one  of  our  State  specialty  societies  a 
member  questioned  why  one  had  to  belong  to  The  Medical  Society  of 
V irginia  in  order  to  maintain  membership  in  a specialty  society.  Since  it  was 
late  in  the  session  nobody  came  up  with  an  answer,  though  the  answer  should 
be  obvious  to  all  of  us.  “In  numbers  there  is  strength”  has  always  been  an 
accepted  premise  in  politics,  and  Ben  Franklin  long  ago  stated  that  we  must 
all  hang  together,  or  else  we  would  all  hang  separately.  Never  in  the  history 
of  American  Medicine  has  there  been  a greater  need  for  membership  and 
participation  of  all  physicians  in  their  local,  state  and  national  medical  asso- 
ciations, and  never  has  there  been  more  disenchantment  and  indifference  by 
local  doctors. 

As  the  Federal  Government  and  the  legislatures  move  more  and  more 
toward  the  control  of  medical  care,  it  becomes  imperative  that  all  physicians 
become  active  members  of  their  local  societies,  the  State  Medical  Society  and 
the  AMA.  Increased  membership  in  these  organizations  will  lead  to  increas- 
ing participation  by  all  physicians  in  the  shaping  of  the  destiny  of  medical 
care  in  the  United  States.  Only  through  activities  at  all  levels  of  organized 
medicine  can  we  have  an  effective  voice  in  determining  the  future.  In  re- 
membering the  old  cliche,  “don’t  shoot  the  piano  player,  he’s  the  only  one  we 
have,”  let  us  join  all  of  organized  medicine  in  fashioning  the  future  for  the 
American  physician  and  medical  care  for  the  American  people. 

W.  L.  Weyl,  M.D. 

A Rebuttal 

IN  AN  ADDRESS  given  by  Senator  Spong  to  the  Richmond  Academy  of 
Medicine  last  September,  he  reminded  the  members  that  the  House  of 
Delegates  of  the  American  Medical  Association  in  1969  adopted  a statement 
which  included  the  following:  “It  is  a basic  right  of  every  citizen  to  have 
available  to  him  adequate  health  care.”  A Special  Award  entitled  “Medical 
Care  as  a Right:  A Refutation”,  by  Robert  M.  Sade,  M.D.,  appeared  in  the 
December  2,  1971,  issue  of  the  New  England  Journal  of  Medicine.  An  article 
with  this  caption,  prepared  by  a Boston  physician  and  published  in  that  pres- 
tigious journal,  prompted  the  writer  to  read  this  rather  long  and  certainly 
thoughtful  rebuttal  with  more  than  casual  interest. 

The  abstract  that  preceded  the  article  was  too  condensed  to  do  justice  to 
the  author’s  ideas.  The  resume,  perhaps  unconsciously,  took  the  form  of  a 
syllogism,  of  sorts,  as  follows: 
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“From  man’s  primary  right— the  right  to  his  own  life— derive  all  others, 
including  the  rights  to  select  and  pursue  his  own  values,  and  to  dispose 
of  the  values,  once  gained,  without  coercion.  The  choice  of  the  condi- 
tions under  which  a physician’s  services  are  rendered  belongs  to  the 
physician  as  a consequence  of  his  right  to  support  his  own  life. 

“If  medical  care,  which  includes  physician’s  services,  is  considered  the 
right  of  the  patient,  that  right  should  properly  be  protected  by  govern- 
ment law.  Since  the  ultimate  authority  of  all  law  is  force  of  arms,  the 
physician’s  professional  judgment— that  is,  his  mind— is  controlled  through 
threat  of  violence  by  the  state.  Force  is  the  antithesis  of  mind,  and  man 
cannot  survive  qua  man  without  the  free  use  of  his  mind.  Thus,  since 
the  concept  of  medical  care  as  the  right  of  the  patient  entails  the  use  or 
threat  of  violence  against  physicians,  that  concept  is  anti-mind— therefore, 
anti-life,  and,  therefore,  immoral.” 

There  is  far  too  much  material  in  this  four  page  article  substantiating  the 
items  referred  to  in  the  abstract  to  permit  inclusion  in  this  brief  editorial,  but 
several  points  deserve  mention.  The  author  stated  that  the  “natural  rights” 
of  man,  though  promulgated  by  Locke  and  Burke  in  the  17th  and  18th  cen- 
turies, was  an  empty  concept  until  Jefferson  made  it  a reality  when  he  incor- 
porated it  into  the  formal  structure  of  our  government.  Dr.  Sade  pointed  out 
“Protection  of  the  lives  and  property  of  individual  citizens  was  the  salient 
characteristic  of  the  Constitution  of  1787.”  Ayn  Rand  in  Man's  Rights , Capi- 
talism: The  Unknown  Ideal , wrote  “the  principle  of  protection  of  the  indi- 
vidual against  the  coercive  force  of  government  made  the  United  States  the 
first  moral  society  in  history.” 

An  apt  illustration  was  introduced  by  the  author— the  natural  rights  of 
a baker  to  dispose  of  a loaf  of  bread  produced  by  him  in  a moral  society: 

“If  the  chain  of  natural  rights  is  interrupted,  and  the  right  to  a loaf  of 
bread  ...  is  proclaimed  as  primary  (avoiding  the  necessity  of  earning 
it) , everyman  owns  a loaf  of  bread,  regardless  of  who  produced  it.  Since 
ownership  is  the  power  of  disposal,  every  man  may  take  his  loaf  from 
the  baker  and  dispose  of  it  as  he  wishes  with  or  without  the  baker’s  per- 
mission. Another  element  has  thus  been  introduced  into  the  relation:  the 
use  of  force.  It  is  crucial  to  observe  who  has  initiated  the  use  of  force: 
it  is  the  man  who  demands  unearned  bread  as  a right,  not  the  man  who 
produced  it.  At  the  level  of  an  unstructured  society  it  is  clear  who  is 
moral  and  who  is  immoral.  The  man  who  acted  rationally  by  producing 
food  to  support  his  own  life  is  moral.  The  man  who  expropriated  the 
bread  by  force  is  immoral.” 

The  author  pointed  out  that  governments  are  formed  to  protect  the  basic 
rights  of  a baker  (or  a physician)  and  the  closest  that  has  ever  been  achieved 
was  in  our  own  country  after  the  War  of  Independence.  If  our  government 
now  ignores  the  natural  rights  of  the  baker,  and  indeed  protects  the  right  of 
the  individual  who  now  deprives  the  baker  of  his  right  to  dispose  of  his  own 
product,  our  government  has  completely  reversed  what  it  originally  stood  for. 
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This,  in  fact,  is  what  the  Kennedy-Griffiths  bill  proposes  to  do.  The  vast 
majority  of  physicians  are  unaware  of  the  iniquitous  provisions  that  are  being 
debated  today  in  Congress.  The  author  states  “the  basic  fallacy  that  health 
care  is  a right  has  led  to  several  corollary  fallacies,  among  them  the  following: 

“That  health  is  primarily  a community  or  social  rather  than  an  individual 
concern. 

“That  state  medicine  has  worked  better  in  other  countries  than  free  enter- 
prise has  worked  here. 

“That  the  provision  of  medical  care  somehow  lies  outside  the  laws  of 
supply  and  demand,  and  that  government-controlled  health  care  will  be 
free  care. 

“That  opposition  to  national  health  legislation  is  tantamount  to  opposition 
to  progress  in  health  care. 

“That  doctors  should  help  design  the  legislation  for  a national  health  sys- 
tem, since  they  must  live  with  and  within  whatever  legislation  is  enacted. 
To  accept  this  concept  is  to  concede  to  the  opposition  its  philosophic 
premises,  and  thus  to  lose  the  battle.” 

Perhaps  the  House  of  Delegates  of  the  AM  A was  wise  in  substituting  “a 
basic  right”  instead  of  “a  privilege”  in  defining  medical  care  but  the  fore- 
going thoughtful  article  should  be  read  in  its  entirety  before  the  reader  reaches 
his  own  conclusions  about  this  highly  charged  subject.  If  a copy  of  the  New 
England  Journal  of  Medicine  is  not  available,  reprints  may  be  obtained  from 
Dr.  Sade  at  the  Childrens  Hospital  Medical  Center,  300  Longwood  Avenue, 
Boston,  Massachusetts  02115. 

H.  J.  W. 
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News . . 


Calendar  of  Events 

Stoneburner  Lecture  Series— “What  Is  New  in  Anesthesiology”— Sponsored  by 
the  Department  of  Continuing  Education,  Medical  College  of  Virginia  and 
Virginia  Society  of  Anesthesiology— Baruch  Auditorium,  Medical  College  of 
Virginia— February  25-26,  1972. 

American  Fertility  Society— Annual  Meeting  and  Continuing  Education  Pro- 
gram—Waldorf  Astoria  Hotel— New  York— February  27-March  1,  1972. 

Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Department  of  Legal 
Medicine— Medical  College  of  Virginia— Richmond— March  3,  1972. 

Alton  D.  Brashear  Postgraduate  Course— “Head  and  Neck  Anatomy”— Medical 
College  of  Virginia— Richmond— March  6-9,  1972. 

AMPAC  Public  Affairs  Workshop— Washington-Hilton  Hotel,  Washington, 
D.  C.-March  11-12,  1972. 

Review  of  Clinical  Oncology— Sponsored  by  Department  of  Radiology  of  the 
Medical  College  of  Virginia— Williamsburg  Conference  Center— Williamsburg 
-March  12-15,  1972. 

Communicable  Disease  Control— Conference  Sponsored  by  Center  for  Disease 
Control— U.  S.  Public  Health  Service— Sheraton-Lincoln  Hotel— Houston, 
Texas— March  13-16,  1972. 

Southeastern  Surgical  Congress— Shoreham  Hotel— Washington,  D.  C.— March 
27-30,  1972. 

Joint  Cardiac  Symposium— Sponsored  by  Heart  Association  of  Northern  Virginia 
and  Washington  Heart  Association— Marriott  Twin  Bridges  Motor  Hotel— 
Arlington— April  12,  1972. 

Pediatric  Day— Sponsored  by  Department  of  Pediatrics— Medical  College  of  Vir- 
ginia—Richmond— April  14,  1972. 

Spring  Congress  in  Ophthalmology  and  Otorhinolaryngology  and  Allied 
Specialties— Sponsored  by  Gill  Memorial  Eye,  Ear  and  Throat  Hospital- 
Hotel  Roanoke— Roanoke— April  16-19,  1972. 

“Problems  in  the  Newborn”— Pediatric  Postgraduate  Course  Sponsored  by  De- 
partment of  Pediatrics,  University  of  Virginia  School  of  Medicine— Char- 
lottesville—April  21-22,  1972— Details  available  from  Dr.  F.  M.  Shepard,  Uni- 
versity of  Virginia  School  of  Medicine. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Division  of  Infectious 
Diseases,  Departments  of  Medicine,  Pathology,  Microbiology  and  Pediatrics 
of  Medical  College  of  Virginia— Richmond— May  8-9,  1972. 

“Management  of  Acute  Respiratory  Failure”— Sponsored  by  Division  of  Pul- 
monary Diseases,  Department  of  Medicine,  Medical  College  of  Virginia  and 
the  University  of  Virginia— Richmond— May  18-20,  1972. 

Annual  Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treatment 
Center  for  Children  and  Division  of  Child  Psychiatry,  Medical  College  of 
Virginia— Richmond— May  26,  1972. 

“Cardiac  Arrhythmias”— Sponsored  by  Council  on  Clinical  Cardiology,  Ameri- 
can Heart  Association  and  Tidewater  Heart  Association— Cavalier  Hotel— 
Virginia  Beach— June  8-11,  1972. 
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New  Members. 

The  following  doctors  were  admitted  into 
The  Medical  Society  of  Virginia  during  the 
month  of  December: 

Russell  Lee  Anderson,  M.D.,  Luray 
Benjamin  B.  Barnwell,  Jr.,  M.D.,  Petersburg 
Donald  Paul  Becker,  M.D.,  Richmond 
Richard  E.  Bullock,  M.D.,  Blacksburg 
Stephen  R.  Caplan,  M.D.,  Norfolk 
Harold  Melvin  Cherne,  M.D.,  Luray 
Nicholas  B.  Cirillo,  M.D.,  Annandale 
Jose  Fajardo  Colina,  Jr.,  M.D.,  Manassas 
David  Edgar  Couk,  M.D.,  Warrenton 
James  M.  Cov,  M.D.,  Richmond 
Roger  Denis,  M.D.,  Newport  News 
Raymond  Douglas  Dyer,  Jr.,  M.D., 
Blacksburg 

Emerson  Dale  Farley,  Jr.,  M.D.,  Richmond 
Lawrence  S.  Frankel,  M.D.,  Yorktown 
Robert  Courtney  Garcia,  M.D.,  Potomac, 
Maryland 

Richard  E.  Gardner,  M.D.,  Staunton 
Kenneth  Ira  Gottlieb,  M.D.,  Alexandria 
Arcadius  H.  Hakim,  M.D.,  Alexandria 
Lawrence  G.  Hefter,  M.D.,  Falls  Church 
Edward  G.  Hurlburt,  M.D., 

Virginia  Beach 

John  Paul  Jones,  M.D.,  Charlottesville 
Mickael  M.  Kannan,  M.D.,  Richmond 
Roger  Edward  King,  M.D.,  Richmond 
Gene  Norman  Lam,  M.D.,  Virginia  Beach 
Margaret  C.  Lee,  M.D.,  Alexandria 
Donald  Longwell  MacNay,  M.D., 
Remington 

Lee  Baldwin  Martin,  Jr.,  M.D.,  Arlington 
Ake  Mattsson,  M.D.,  Charlottesville 
Frederick  K.  McCune,  M.D., 

Virginia  Beach 

Paul  David  Mozley,  M.D.,  Portsmouth 
William  Michael  O’Brien,  M.D., 
Charlottesville 

Warren  H.  Pearse,  M.D.,  Richmond 
Wally  John  Picou,  M.D.,  Norfolk 
John  Gary  Powell,  M.D.,  Lynchburg 
Sheldon  J.  Rosenthal,  M.D.,  Alexandria 
Rahmat  M.  Seif,  M.D.,  Roanoke 
Chris  Simopoulos,  M.D.,  Annandale 


Daniel  Tarrosa  Solinap,  M.D.,  Norfolk 
Warren  Gene  Stamp,  M.D.,  Charlottesville 
Joseph  Owen  M.  Thatcher,  M.D., 

Virginia  Beach 

Margaret  E.  Toxopeus,  M.D.,  Winchester 
Winston  Mizuo  Ueno,  M.D.,  Alexandria 
Orestes  S.  Valdes,  M.D.,  Richmond 
Steven  Joel  Wolin,  M.D.,  Washington,  D.C. 

Officers  of  Component-  Medical  Socie- 
ties. 

The  following  Societies  have  announced 
new  officers  for  1972: 

Alexandria— Dr.  James  D.  Mills  has  been 
installed  as  president  and  Dr.  Harry  C.  Kuy- 
kendall named  as  president-elect.  Dr.  Richard 
Redding  is  vice-president;  Dr.  Alan  S.  Deutsch, 
secretary,  and  Dr.  Harold  Berman,  treasurer. 

Arlington— Dr.  W.  Leonard  Weyl  is  presi- 
dent and  Dr.  John  C.  Bucur,  president-elect, 
with  Dr.  William  D.  Dolan,  vice-president. 
Dr.  Bertram  C.  Snyder,  Jr.,  is  secretary  and 
Dr.  Thomas  C.  McWilliams,  treasurer. 

Newport  News— Dr.  Robert  J.  Frank  is 
president;  Dr.  Hugh  Warren,  Jr.,  vice-presi- 
dent; and  Dr.  Thomas  W.  Payne,  secretary- 
treasurer. 

Richmond  Academy  of  Medicine— Dr.  W. 
T.  Thompson,  Jr.,  has  been  installed  as  presi- 
dent and  Dr.  Emmett  C.  Mathews  has  been 
named  president-elect.  Drs.  Robert  K.  Duley 
and  Custis  L.  Coleman  are  vice-presidents.  Dr. 
Carrington  Williams,  Jr.,  is  chairman  of  the 
Board  of  Trustees,  and  Dr.  James  R.  Wick- 
ham is  recording  secretary. 

Tri-County— Dr.  George  J.  Carroll,  Suffolk, 
is  president;  Dr.  Robert  G.  Edwards,  Franklin, 
vice-president,  and  Dr.  Craig  A.  Tyder,  Suf- 
folk, secretary-treasurer. 

Williamsburg-] ames  City—  Dr.  Harry  G. 
Hager,  Jr.,  is  president  and  Dr.  J.  D.  Brown, 
Jr.,  secretary. 

Dr.  William  H.  Muller,  Jr., 

Charlottesville,  is  one  of  the  four  newly 
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elected  regents  of  the  American  College  of 
Surgeons.  He  will  serve  a three-year  term.  Dr. 
Muller  is  professor  and  chairman  of  the  de- 
partment of  surgery  at  the  University  of  Vir- 
ginia School  of  Medicine. 

Dr.  Anthony  J.  Munoz, 

Farmville,  has  been  elected  chairman  of  the 
regional  advisory  group  for  the  Virginia  Re- 
gional Medical  Program.  He  succeeds  Dr. 
Mack  I.  Shanholtz. 

Dr.  W.  Linwood  Ball, 

Richmond,  announced  his  retirement  from 
the  practice  of  medicine  on  January  1st.  He 
plans  to  spend  his  time  reading  some  of  the 
books  in  his  library  and  putting  in  order  his 
travel  slides. 

Dr.  O.  T.  Graham,  Jr., 

Richmond,  who  was  associated  with  Dr. 
Ball,  has  announced  that  Dr.  John  R.  Freeman 
became  his  new  associate  on  January  1st  for 
family  practice  of  medicine. 

Dr.  William  R.  Drucker 

Has  been  named  the  new  Dean  of  Medicine 
at  the  University  of  Virginia  School  of  Medi- 
cine, effective  July  1st.  He  is  presently  chair- 
man of  the  department  of  surgery  at  the  Uni- 
versity of  Toronto  and  Surgeon-in-chief  of 
the  Toronto  General  Hospital. 

Dr.  Mann  to  Leave  Virginia. 

Dr.  Geoffrey  T.  Mann,  Richmond,  chief 
medical  examiner  for  Virginia  for  twenty- 
three  years,  has  accepted  the  position  of  med- 
ical examiner  for  Broward  County,  Florida, 
effective  in  July. 

New  Members  of  American  College  of 
Physicians. 

The  following  Virginia  doctors  have  been 
elected  to  membership  in  the  College:  Major 
Peter  H.  Levine,  USAF,  MC.,  Alexandria;  Dr. 
David  D.  Stone,  Charlottesville;  Dr.  Robert  L. 


Howard,  Falls  Church;  Dr.  William  P.  Ed- 
mondson, Jr.,  and  Robert  K.  Heide,  Norfolk; 
Dr.  Reto  W.  Kaufmann,  Reston;  Dr.  Stanley 
A.  Goldman  and  Jack  D.  Proctor,  Richmond; 
Dr.  John  M.  Miller,  Jr.,  Roanoke;  and  Dr. 
William  W.  Ellis,  Winchester. 

American  Association  of  Medical  Assist- 
ants. 

The  fifteenth  annual  convention  of  the 
American  Association  of  Medical  Assistants 
was  held  in  Atlanta,  November  9-13.  Twenty- 
five  members  of  the  Virginia  chapter  were  in 
attendance.  Two  of  the  Virginia  members  are 
officers— Mrs.  Ruth  Dize  was  elected  Speaker 
of  the  House  and  Mrs.  Lonie  Kanak  is  a mem- 
ber of  the  Board  of  Trustees.  Mrs.  Macel 
Wisecarver  was  appointed  chairman  of  a na- 
tional committee. 

With  the  recognition  of  our  girls  by  na- 
tional, it  is  time  that  we  give  them  more  rec- 
ognition of  their  dedication  and  their  ability 
to  help  us  with  our  practice.  What  they  need 
is  more  support  from  us  and  I am  earnestly 
requesting  that  whenever  possible  you  insist 
upon  your  office  personnel  being  members  of 
the  local,  state  and  national  organizations,  al- 
lowing them  time  off  to  attend  the  meetings 
and  giving  them  financial  support.  All  of  this 
financial  support  is  Tax  Deductible  as  a legiti- 
mate office  expense. 

John  Wyatt  Davis,  Jr.,  M.D. 

Past  National  Advisor  A AM  A 

For  Renf  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  flu- 
oroscope  room,  supply  rooms,  oil  heat  furnace 
in  basement.  Plenty  of  parking  space. 

Suitable  for  doctors,  lawyers,  etc.  Lucra- 
tive area  and  considerate  patients.  For  infor- 
mation contact  R.  P.  Beckwith,  Jr.,  M.D., 
2801  Hey  Road,  Richmond,  Virginia  23224. 
Phone  276-5830.  ( Adv .) 
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Obituary 


• • • • 


Dr.  George  Geddy  Hankins, 

Newport  News,  died  December  25.  He  was 
eighty-seven  years  of  age  and  a graduate  of 
the  Medical  College  of  Virginia  in  1911.  Dr. 
Hankins  was  at  one  time  surgeon  for  the  Ches- 
apeake & Ohio  Railway  and  a staff  member  of 
Riverside,  Mary  Immaculate  and  Dixie  Hos- 
pitals. He  was  a member  of  the  Hampton 
Chamber  of  Commerce,  Rotary  Club  and  was 
a Mason. 

Dr.  Hankins  had  served  as  president  of  the 
Peninsula  Academy  of  Medicine  and  had  been 
a member  of  The  Medical  Society  of  Virginia 
for  fifty-nine  years. 

A son,  Dr.  George  Southey  Hankins,  Ne- 
port  News,  survives. 

Dr.  James  Noah  Greear,  Jr., 

Reno,  Nevada,  died  November  9,  after  a 
lengthy  illness.  He  was  seventy-six  years  of 
age.  Dr.  Greear  received  his  medical  degree 
from  the  University  of  Virginia  in  1920  and 
practiced  in  Washington,  D.  C.  He  had  been 
a member  of  The  Medical  Society  of  Virginia 
since  1922. 

His  wife  survives  him. 

Dr.  Frank  Ellsworth  Tappan, 

Berry ville,  died  December  13,  at  the  age  of 
seventy-seven.  He  received  his  medicine  de- 
gree from  the  University  of  Virginia  in  1928. 
Dr.  Tappan  had  been  a member  of  The  Medi- 
cal Society  of  Virginia  for  forty  years. 

Dr.  Michael  George  Dewey, 

Buckroe  Beach,  died  December  3 at  the  VA 


Hospital  in  Hampton.  He  was  eighty-two 
years  of  age  and  a graduate  in  medicine  from 
the  University  of  Pennsylvania  in  1913.  Dr. 
Dewey  had  practiced  in  the  Hampton  area 
since  1946.  He  joined  The  Medical  Society 
of  Virginia  in  1948. 

Dr.  Abraham  Samuel  Smith, 

Richmond,  died  December  29,  following  a 
heart  attack.  He  was  forty-five  years  of  age. 
Dr.  Smith  was  a native  of  Johannesburg,  South 
Africa,  and  came  to  the  United  States  in  1962 
to  join  the  staff  of  Louise  Obici  Hospital,  Suf- 
folk. He  was  a graduate  of  the  Witwatersrand 
University  Medical  School  in  South  Africa  in 
1951.  Dr.  Smith  had  been  a member  of  The 
Medical  Society  of  Virginia  since  196-5. 

His  wife,  a son  and  two  daughters  survive 
him. 

Dr.  Jim  Scow, 

Lexington,  died  October  6 at  the  age  of 
fifty-six.  He  was  a graduate  of  Northwestern 
University  School  of  Medicine  in  1945.  Dr. 
Scow  was  with  NASA  at  the  Langley  Research 
Center,  Hampton,  before  moving  to  Lexington 
last  year.  He  was  a member  of  The  Medical 
Society  of  Virginia. 

George  Hermon  Winfrey, 

Richmond,  Secretary-Treasurer  and  Gener- 
al Manager  of  The  Medical  Society  of  Virginia 
from  1919  to  1923,  died  December  7 at  the  age 
of  eighty-five. 
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Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  'primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HC1. 


The  positive  power  of 

Libritabsr 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying; 
congestivelieart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  ocher  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 
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Guest  Editorial 


Role  of  the  Physician  in  Medical  Cost  Control 

IN  SPITE  OF  WIDESPREAD  CRITICISM  by  populist  editorial  writers 
and  politicians,  the  American  medical  system  must  be  regarded,  both  quali- 
tatively and  quantitatively,  as  the  greatest  the  world  has  ever  known.  Its 
very  size  and  complexity,  however,  render  it  subject  to  attack  and  a ready 
target  for  those  wishing  to  seize  upon  its  weaknesses  and  to  bring  it  down 
in  the  belief  that  substitute  systems  will  bring  automatic  improvement. 

Certainly  the  problems  concerned  with  medical  costs  are  overriding  ones 
which  call  for  solution.  The  public  in  general,  and  the  medically  indigent 
more  particularly,  are  entitled  to  medical  care  high  in  quality  but  still  within 
their  means.  It  seems  apparent  to  me  that  current  efforts  on  the  part  of  a 
concerned  Medical  Profession  cooperating  with  a thoughtful  Congress  will 
eventually  result  in  changes  which  will  maintain  our  accustomed  high  stand- 
ards, while  greatly  expanding  the  distribution  of  health  care.  And  although 
the  time  is  short  and  the  pressures  are  great,  I am  convinced  that  these 
changes  will  be  accomplished  within  the  confines  of  fee-for-service  and  the 
free  selection  of  physician  by  patient. 

*7v  *7V*  '7V  *7f*  *7v*  "Tv 

This  all  sounds  fine  and  I sincerely  believe  it  to  be  true.  And  yet,  in  our 
zeal  for  excellence,  we,  as  a profession,  have  made  our  own  contributions, 
sizable  ones,  to  the  current  medical  economic  dilemma.  I refer  to  the  wide- 
spread tendency,  fostered  in  medical  schools  and  encouraged  as  a way  of 
life  in  the  average  university  residency  training  program,  to  include  in  patient 
management  each  and  every  diagnostic  and  therapeutic  modality,  however 
remote,  which  might  conceivably  apply. 

The  cost  of  such  overuse  and  duplication  of  procedures  is  enormous,  and 
I am  impressed  by  the  leverage  which  the  individual  physician  can  exert  upon 
medical  costs  by  applying  a single  simple  qualification:  a given  order  must 
be  felt  to  truly  increase  the  patient’s  opportunity  for  improvement  or  for 
cure.  Conversely,  the  frivolous  or  redundant  test  should  be  withheld. 

I.  Laboratory  Testing 

I suggest  that  the  laboratory  be  used  on  a selective  and  meaningful  basis 
and  that  we  develop  skepticism  for  mandatory  tests  until  their  yields  have 
been  proven.  The  evidence  is  not  yet  complete,  for  example,  on  the  routine 
SMA-12  survey  or  chest  x-ray  in  terms  of  pathology  demonstrated  in  rela- 


tion  to  over-all  cost.  I would  urge  that  authoritative  appraisals  be  made  of 
these  and  other  important  laboratory  studies  from  this  standpoint.  In  the 
meanwhile,  let  us  be  certain  that  they  do  not,  as  sometimes  happens,  serve  as 
useless  repeats  of  recent  examinations.  By  the  same  token,  the  radioactive 
scan,  the  daily  electrolyte  determination,  the  hormone  assay  and  the  blood 
arterial  gas  study  should  be  used  for  specific  purposes  rather  than,  as  may  be 
the  case,  to  adorn  the  patient’s  chart. 

II.  The  Routine  Laboratory  Examination  of  Surgical  Tissue 

In  our  hospital,  an  inflexible  rule  sends  every  tissue  removed  in  the  operat- 
ing room  to  the  surgical  pathology  laboratory  for  examination  and  reporting. 
The  reason,  felt  by  many  to  be  unassailable,  is  that  this  represents  a require- 
ment of  The  Commission  on  Hospital  Accreditation.  Our  pathologists  charge 
for  this  service  and  it  is  hard  to  blame  them  for  doing  so. 

What  I challenge  is  the  basic  premise  on  which  such  a rule  is  based,  its 
alleged  necessity  for  maintaining  surgical  integrity.  I also  question  the  argu- 
ment that  such  routine  tissue  examination  improves  in  some  important  way 
the  medico-legal  position  of  the  surgeon  himself.  Both  arguments  are  suspect 
in  my  opinion.  Instead,  let  us  raise  a serious  question  regarding  the  return 
to  the  patient  on  the  thousands  upon  thousands  of  dollars  expended  annually 
to  record  the  appearance  of  normal  skin,  hernia  sacs,  lipomas,  vaginal  mucous 
membrane,  blood  clots,  subcutaneous  fat,  normal  ribs,  cataracts,  varicose 
veins,  teeth,  and,  in  one  recent  instance,  a bullet.  I personally  would  include 
tonsils  and  hemorrhoids  within  this  list,  although  others  may  disagree. 

III.  Routine  Use  of  the  Postoperative-Recovery  Room 

The  value  of  this  important  hospital  facility  is  unquestioned  for  the  patient 
still  unconscious  from  a general  anesthetic.  Also,  for  those  patients  who  re- 
quire monitoring  because  of  unstable  circulation  or  for  numerous  special  rea- 
sons. But  what  of  the  patient  who  is  awake,  his  operation  over  and  his 
condition  obviously  satisfactory?  It  has  been  my  practice  to  by-pass  the 
recovery  room  for  the  average  patient  recovering  from  spinal  or  regional 
block  or  for  one  awake  following  a minor  general  anesthetic.  Since  there  has 
been  no  reason  to  regret  this  practice  over  a period  of  a good  many  years, 
I must  again  question  blind  acceptance  of  principles  based  on  custom  rather 
than  value. 

IV.  Over-Use  of  Intensive  Care  Units 

Of  many  important  recent  advances  in  patient-care,  the  development  of 
the  Intensive  Care  Unit  ranks  near  the  top.  For  countless  numbers  of  pa- 
tients, the  $80  or  more  per  day  expended  for  this  type  of  highly  specialized 
nursing  care  is  of  inestimable  value.  But  for  the  patient  who  could  clearly 
do  as  well  by  admission  to  the  general  hospital  and,  more  particularly,  for 
numerous  patients  for  whom  the  unit  has  served  its  purpose  and  who  are 
eligible  for  early  transfer,  the  extra  expense  of  intensive  care  achieves  large 
proportions  in  a surprising  minimum  of  time. 
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V.  Duplication  of  Professional  Medical  Services 

Since  drafting  the  original  version  of  my  thoughts  on  these  matters,  the 
above  was  suggested  to  me  by  an  experienced  colleague  who  is  an  internist 
and  for  whose  opinion  I have  high  regard.  I include  it  because  I believe  that 
it  represents  a source  of  unnecessary  expense  to  more  than  the  occasional 
patient. 

No  one  will  argue  the  propriety  of  adding  of  consultants  to  the  care 
of  patients  with  problems  beyond  the  ken  of  the  physician  who  assumes  pri- 
mary responsibility.  And  no  question  is  raised  concerning  the  rendering  of 
a proper  bill  to  the  patient  who  receives  such  service.  But  the  problem  arises 
when  parallel  supervision  follows  the  patient’s  transfer  from  one  medical 
service  to  another  and  when  an  otherwise  simple  and  straightforward  prob- 
lem thus  becomes  complicated  by  the  unnecessary  duplication  of  both  services 
and  fees. 

#####* 

Unpopular  as  these  thoughts  may  be,  it  is  my  opinion  that  they  cry  for 
expression.  And  make  no  mistake  about  it,  the  relentless  rise  in  medical  costs 
will  be  reversed.  Those  who  dismiss  it  all  by  quoting  one  medical  economist 
or  another  as  predicting  a minimum  hospital  charge  of  $100  or  more  per  day 
will  be  wrong,  and  to  their  sorrow.  Unless  we  act  with  dispatch  and  pur- 
pose, the  Federal  government  will  act  in  our  stead.  A convulsive  reorganiza- 
tion of  American  medical  practice  will  be  the  result  and  increasingly  stringent 
limitations  will  be  placed  upon  diagnostic  investigation,  upon  the  prescrip- 
tion of  drugs,  upon  hospital  admission  and  stay  and— yes— upon  professional 
fees. 

Having  said  these  things— and  they  come  from  a life-long  exponent  of  free 
enterprise— the  question  arises;  what  now?  Has  the  string  already  run  out  for 
American  medicine?  I think  not.  Although  the  time  is  truly  now,  we,  as 
physicians,  can  still  act;  and  by  doing  so  in  a decisive  and  positive  way,  M.D.’s 
can  do  much  to  shape  future  events  to  the  benefit  of  patient  and  physician 
alike. 

Monford  D.  Custer,  Jr.,  M.D. 
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Joseph  Barrett  s Psychiatry 


DR.  JOSEPH  E.  BARRETT,  who  died  re- 
cently at  his  home  in  Northport,  Alabama, 
spent  twenty  years  of  his  successful  and  pro- 
ductive career  in  psychiatry  in  Virginia,  thir- 
teen of  them  as  Commissioner  of  Mental 
Hygiene  and  Hospitals.  In  these  years,  which 
ran  from  the  late  ’thirties  to  the  late  ’fifties, 
Dr.  Barrett  implanted  in  the  collective  con- 
sciousness of  this  State,  as  it  had  never  been 
done  before,  the  proper  principles  of  the  prac- 
tice of  psychiatry  as  a most  essential  part  of 
the  public  health  program. 

Mental  illness,  though  we  are  here  dealing 
with  a relative  and  subtle  definition,  is  one  of 
the  commonest  and  most  disabling  of  the  ill- 
nessess  that  came  out  of  the  Pandora’s  box. 
Too  often,  the  mentally  ill  were  thought  of 
as  “The  Possessed”,  in  the  Dostoevskian  sense 
of  the  phrase. 

In  writing  a brief  memoir  of  Dr.  Barrett  and 
paying  him  the  tribute  he  deserves,  my  own 
work  as  the  first  chairman  of  the  Virginia 
Board  of  Probation  and  Parole  and  the  World 
War  II  Board  of  Pardons  and  Reprieves  may 
be  intrusive,  but  not  for  the  purpose  of  self- 
indulgence.  Elsewhere  we  have  published 
much  on  probation  and  parole;  here  we  shall 
try  to  show  how  Dr.  Barrett  helped  psychia- 
try by  helping  us  to  establish  a system  of 
supervising  those  on  probation  and  those  per- 
mitted to  serve  a portion  of  their  sentences 
beyond  prison  walls  on  parole  by  introducing 
psychiatry  into  the  penitentiary  and  into  the 
courts.  We  called  this  system  one  based  on 
the  understanding  of  the  offender.  It  was  one 
based  on  psychiatry  and  clinical  psychology. 
We  never  signed  a release  for  a prisoner  from 
the  Virginia  penal  system  without  first  study- 
ing his  pattern  of  behavior  over  the  years,  read- 
ing a report  on  him  written  by  a psychiatrist 
and  a second  report,  for  the  purpose  of  meas- 


WILLIAM  SHANDS  MEACHAM 
Norfolk,  Virginia 

uring  capabilities,  written  by  a clinical  psy- 
chologist. 

As  commissioner  and  head  of  what  was  then 
a department  under  the  executive  department 
of  the  government  with  an  authority  over  the 
sentencing  process  never  before  or  since  exer- 
cised as  widely,  we  needed  the  collaboration 
of  the  Commissioner  of  the  Department  of 
Mental  Hygiene  and  Hospitals.  We  received 
it  100  per  cent.  We  had  our  own  psychiatric 
consultants.  Yet  once  an  offender  was  released 
from  prison  and  he  developed  symptoms  of 
mental  illness,  as  was  sometimes  the  case,  we 
practiced  the  involuntary  commitment  pro- 
cedure. It  worked.  We  didn’t  want  to  bring 
the  sick  man  back  to  prison.  He  needed  hos- 
pitalization. 

Let  me  illustrate  how  the  system  worked. 
When  we  started  the  parole  system  many  rel- 
atively young  men  had  been  in  prison  too  long 
for  minor  crimes  against  property.  We  had  a 
convenient  term  we  used  for  these  men  who 
had  been  too  long  behind  the  high  walls  and 
suddenly  began  to  collapse  mentally  without 
any  apparent  reason.  We  called  it  “status- 
shock”.  These  still  guilt-ridden  offenders  were 
suffering  from  what  psychiatrists  might  call 
acute  functional  psychoses.  A man  approach- 
ing middle  age  and  suffering  from  conversion 
hysteria  presents  himself  at  the  prison  gate  and 
asks  for  readmission  to  serve  the  rest  of  his 
term— a fairly  long  time.  Instead,  Dr.  Barrett 
let  him  in  a nearby  hospital  for  treatment  and 
in  a matter  of  weeks  he  was  back  on  the  job. 

A man  just  released  from  prison  on  parole 
is  waiting  at  the  bus  station  and  listening  to  a 
loudspeaker  call  the  time  of  arrival  and  de- 
parture of  buses.  The  sound  suddenly  becomes 
distorted  for  this  man  and  he  hears  someone 
shouting,  “All  convicts  hit  the  road.”  His  med- 
ical and  psychiatric  reports  had  been  negative, 
but  he  starts  running  and  he  is  apprehended 
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by  the  police.  In  another  state  this  man  might 
have  gone  back  to  prison.  Not  in  Virginia  in 
our  time  would  he  have  done  so.  He  was  given 
the  psychiatric  treatment  he  needed  in  a state 
hospital  and  re-released  on  parole. 

We  followed  these  cases  that  went  into  the 
state  hospitals  for  early  and  effective  treatment 
for  “status-shock”  carefully  for  we  held  our 
offices  not  to  perpetuate  the  errors  of  justice, 
but  to  correct  them  and  we  knew  that  almost 
without  exception  the  persons  who  became 
deeply  disturbed  emotionally  by  freedom  had 
been  punished  too  much. 

Once  we  were  visiting  one  such  patient  in 
the  Central  State  Hospital  at  Petersburg  with 
Dr.  Barrett.  She  had  developed  auditory  hal- 
lucinations and  heard  accusatory  voices,  the 
devil  himself,  claiming  her  for  the  murder  of 
her  husband.  She  had  not  meant  to  kill  him. 
A kitchen  knife  stuck  in  anybody’s  chest  in  a 
fit  of  anger  always  seems  to  strike  the  myo- 
cardium, or  some  vital  artery. 

When  Mary  saw  us  she  broke  into  tears  so 
copious  that  a towel  brought  her  by  a kindly 
nurse  in  spotless  uniform,  soon  was  drenched. 
The  nurse  tossed  her  a second  towel.  Dr. 
Barrett  talked  consolingly  to  this  patient.  Out- 
side the  hospital  we  shook  our  head. 

“No,”  Dr.  Barrett  said,  “the  prognosis  in 
that  case  is  good.  Whenever  I see  them  cry- 
ing, or  hear  them  praying,  I am  favorably  im- 
pressed. They  are  getting  release  from  tension 
and  they  are  trying.” 

Our  patient  was  in  fact  out  of  the  hospital 
in  six  months.  We  gave  her  an  entire  change 
of  environment,  removing  her  from  what  an 
epidemiologist  might  call  the  old  source  of 
infection,  and  she  did  well. 

Before  we  left  Virginia  at  the  end  of  the 
Darden  Administration  to  become  the  first 
head  of  a parole  division  in  the  National  Coun- 
cil on  Crime  and  Delinquency  and  later  to 
serve  on  the  International  Penal  and  Peniten- 
tiary Commission  at  The  Hague,  our  case  load 
of  more  than  2,000  offenders  beyond  prison 
walls  was  carefully  checked,  and  we  made  a 
swing  around  the  State  to  visit  the  problem 
cases.  The  persons  who  had  developed  acute 


mental  disturbances  on  parole,  if  they  had  not 
been  cured,  had  been  socialized  and  were  pull- 
ing their  own  weight  in  society.  We  could 
not  have  brought  them  back  to  prison  for  psy- 
chiatric treatment,  although  we  had  an  excel- 
lent psychiatrist  there,  and  so  our  lasting  grati- 
tude must  go  to  the  psychiatry  of  Joseph  Bar- 
rett, the  kindliness  of  the  man  and  physician 
and  his  great  social  insight  as  well  as  his  psychi- 
atric percipience.  He  was  practicing  in  con- 
nection with  the  new  and  enlightened  penal 
program  of  Virginia  which  has  been  steadily 
moving  along  toward  objectives  set  then,  his 
social  philosophy  as  a psychiatrist.  It  is  about 
his  wide  social  vision  as  a physician  that  we 
should  like  to  speak  now. 

We  literally  were  in  and  out  of  prisons  in 
many  countries  of  the  West  before  we  re- 
turned to  Virginia  as  the  first  director  of  the 
Virginia  Council  on  Health  and  Medical  Care, 
still  a flourishing  private  enterprise  health  agen- 
cy originally  supported  by  The  Medical  So- 
ciety of  Virginia  and  supported  now  by  the 
medical  profession  of  Virginia.  The  first  presi- 
dent was  Dr.  Henry  B.  Mulholland  a former 
president  of  The  Medical  Society  of  Virginia, 
professor  of  medicine  at  the  University  Medi- 
cal School  and  chief  of  medicine  at  the  Uni- 
versity of  Virginia  Hospital.  (Elsewhere  we 
have  written  of  Dr.  Mulholland’s  services  to 
Virginia.) 

As  Director  of  the  Virginia  Council  on 
Health  and  Medical  Care  we  found  an 
even  closer  collaborator  in  Dr.  Barrett.  This 
time  we  had  two  goals:  winning  approval  for 
the  Hill-Burton  program  in  Virginia  and  im- 
proving the  care  and  treatment  of  the  mentally 
ill  in  Virginia.  We  traveled  the  State  together 
and  our  two-man  team  hardly  missed  a cross- 
roads village.  The  psychiatrist,  and  the  layman 
who  had  been  a medical  science  writer  in 
journalism  and  who  had  had  doctors  for  his 
tutors,  gave  as  much  time  to  an  audience  of 
twenty  as  to  an  audience  of  500.  Our  travels 
paid  our  causes  large  dividends.  The  Hill- 
Burton  Act  was  approved.  The  Richmond 
Times-Dispatch  was  later  to  speak  of  an  annus 
mirabilis  in  medical  legislation  in  Virginia. 
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We  cited  as  an  example  of  Dr.  Barrett’s 
dedication  and  candor  his  wish  to  have  the 
Mental  Health  Association  of  Virginia  appoint 
an  independent  commission  of  laymen  to  visit 
the  state  hospitals  and  report  on  what  they  saw. 
We  were  asked  to  head  the  commission  and 
we  wrote  the  report.  The  members  of  the 
commission,  representative  citizens  from  com- 
munities all  over  the  State,  reported  what 
they  saw  in  the  hospitals  and  we  welded  the 
eye-witness  reports  together.  The  principal 
recommendations  of  the  commission  were  ap- 
proved. We  had  visited  every  one  of  the  state 
hospitals.  Dr.  Barrett  took  no  part  in  the 
writing  of  the  report,  though  he  approved  its 
recommendations. 

Dr.  Barrett  had  two  goals  in  his  psychiatric 
program  which  he  iterated  and  reiterated.  One 
was  the  relieving  of  the  state  hospitals  of  their 
burden  of  patients  suffering  from  diseases  of 
the  senium  who  were  not  strictly  classifiable 
as  psychotic  and  who  could  be  cared  for  in 
their  communities.  Tightening  up  commitment 
procedures  helped  here.  His  other  goal  was 
the  decentralization  of  the  care  for  the  men- 
tally ill  in  local  communities  through  the  es- 
tablishment of  psychiatric  wards  in  general 
hospitals  for  those  suffering  from  acute  psy- 
choses and  the  construction  of  area  mental 
clinics  and  treatment  centers.  He  was  a pio- 
neer in  this  held  and  time  has  shown  how 
right  he  was.  There  are  mental  clinics  and 
treatment  institutes  for  the  mentally  ill  all  over 
Virginia  today.  The  effect  was  what  he  said 
it  would  be.  Psychiatrists  in  private  practice 
all  over  the  State  have  been  given  an  opportu- 
nity to  reach  and  treat  the  mentally  ill  be- 
fore breakdowns  come  that  cause  long-range 
trouble.  The  stigma  of  consulting  a psychia- 
trist which  once  hung  over  this  most  valuable 
branch  of  medicine  has  been  removed,  at  least 
for  intelligent  persons  who  possess  the  insight 
with  which  the  psychiatrist  does  business. 

Dr.  Barrett  was  one  of  the  physicians  most 
active  in  the  support  of  the  Hill-Burton  pro- 
gram in  Virginia,  which  needed  the  support  of 
doctors.  We  have  already  alluded  to  Dr.  Mul- 
holland’s  invaluable  support  and  The  Medical 
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Society  of  Virginia  backed  it  strongly  in  every 
way.  The  Society  has  reason  to  be  proud  of 
its  sound  judgment.  Since  the  Hill-Burton 
program  was  inaugurated  by  the  General  As- 
sembly of  1948,  11,672  new  general  hospital 
beds  have  been  provided  with  the  aid  of  this 
act.  The  list  of  new  medical  facilities  built 
with  the  substantial  aid  of  the  Hill-Burton  Act 
is  too  numerous  to  be  included  here.  It  in- 
cludes 44  new  hospitals,  80  hospital  additions 
and  62  new  health  centers.  This  program  has 
greatly  advanced  both  public  health  and  the 
private  practice  of  medicine  in  Virginia,  hardly 
separable  categories. 

In  our  travels  about  Virginia  for  the  causes 
in  which  we  were  both  interested,  we  talked 
about  the  public  health  program  in  general  and 
Dr.  Barrett  dealt  with  the  psychiatric  program 
in  particular.  He  did  not  talk  psychiatry  to 
laymen.  He  did  present  candidly  the  situation 
in  which  those  in  need  of  early  treatment  for 
mental  illness  in  Virginia  could  not  be  cared 
for  promptly,  and  the  high  ratio  of  successful 
treatment  for  mental  disease  when  psychiatric 
consultation  and  care  could  be  provided  for 
the  sufferers  in  time.  If  a question  was  asked 
from  the  audience,  Dr.  Barrett  answered  it. 

Dr.  Barrett  had  no  stage  business  or  tricks 
as  a speaker;  on  his  freckled,  handsome  face 
was  the  stamp  of  character  and  he  spoke  in 
a modulated  tone  of  voice  that  carried  convic- 
tion. When  we  started  out  on  a tour  of  the 
State  (it  included  speeches  to  many  types  of 
organizations  such  as  parent-teacher  groups, 
luncheon  clubs  and  regional  business  men’s  as- 
sociations) there  was  nothing  in  the  legislative 
budget  for  government  that  included  matching 
funds  for  the  Hill-Burton  program.  There  was 
no  hostility  on  the  part  of  state  government. 
It  simply  wanted  to  be  shown.  One  or  two 
legislators  mentioned  their  doubt  about  the 
appropriation  of  public  funds  for  private 
hospital-building,  even  if  the  hospitals  were 
to  be  non-profit. 

That  was  the  point  we  met.  The  needed 
hospitals  would  not  be  built  with  private  capi- 
tal because  they  were  non-profit;  to  spend 
public  money  for  private  non-profit  hospitals 
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was  in  the  public  interest.  There  was  a public 
hearing  in  the  Capitol  in  Richmond  and  after 
that  funds  sufficient  to  get  the  Hill-Burton 
program  started  in  Virginia  were  provided. 
The  program  for  the  decentralization  of  the 
care  of  the  mentally  ill  was  accelerated. 

Now  a word  about  Dr.  Barrett  as  a clinical 
psychiatrist.  Having  studied  and  worked  in  a 
field  in  which  both  clinical  psychology  and 
psychiatry  were  integrated  parts  we  think  we 
are  competent  to  speak  of  his  work  as  an  ob- 
server. Dr.  Barrett  was  primarily  a clinical 
psychiatrist  rather  than  an  administrator, 
though  he  did  much  to  raise  the  administrative 
level  as  well  as  the  treatment  level  by  the 
increased  public  and  financial  support  of  the 
state  hospitals  he  gained.  We  watched  him 
work,  attended  psychiatric  seminars  arranged 
in  the  medical  schools  by  him  and  clinics  in 
the  state  hospitals. 

He  was  a restrained,  self-contained  man  and 
his  tone  never  changed  much,  whether  he  was 
talking  to  an  excited  manic-depressive  or  a 
withdrawn  schizophrenic.  Once  when  he  was 
practicing  clinical  psychiatry  in  one  of  the 
state  hospitals  he  spent  more  than  three  months 
working  on  the  case  of  a withdrawn  schizo- 
phrenic, whose  withdrawal  was  almost  com- 
plete and  had  been  admitted  to  the  hospital 
“mute  and  inaccessible”  in  a catatonic  state. 
When  this  patient,  after  a long  period  of  treat- 
ment by  the  staff  improved  to  the  point  that  he 
assumed  a classical  Buddha-like  pose,  sitting 
on  the  floor  of  the  ward,  Dr.  Barrett  beyan 
his  psychotherapy.  The  man  had  been  in  an 
intellectual  profession  and  worked  much  with 
books.  Dr.  Barrett  spent  a lot  of  time  with 
him,  then  one  day  he  had  an  inspiration.  He 
rigged  up  an  old  nurses’  station  about  midway 
the  ward  as  a simulated  library  and  began  to 
move  books  into  it.  He  had  the  art  of  talking 
to  schizophrenics  and  could  almost  use  their 
language,  matching  pseudo-profundity  with 
pseudo-profundity.  As  we  watched  him  we 
thought  that  he  had  the  sort  of  almost  infinite 
patience  that  went  into  the  writing  of  Eugene 
Bleuler’s  Dementia  Praecox  oder  die  Gruppe 
der  Schizophrenic i.  In  this  book  Dr.  Bleuler 


defined  the  “group  of  Schizophrenias”  and  re- 
corded numerous  conversations  with  patients 
in  the  group,  and  primary  process  thinking, 
with  psychiatric  exactitude.  Sidney  Lanier,  the 
Southern  writer,  did  this  poetically,  in  describ- 
ing the  primary  process  in  dreams: 

Swift,  through  some  trap  mine  eyes  have 
never  found 

Dim-paneled  in  the  painted  scene  of  Sleep, 

Thou  giant  Harlequin  of  Dreams,  dees  leap 

Upon  my  spirit’s  stage.  Then  Sight  and 
Sound, 

Then  Space  and  Time,  then  Language,  Mete 
and  Bound, 

And  all  familiar  Lorms  that  firmly  keep 

Man’s  reason  in  the  road,  change  faces, 
peep 

Betwixt  the  legs  and  mock  the  daily  round. 

Dr.  Barrett  almost  literally  led  Mr.  A.  back 
through  the  dim  panel  by  hand.  It  was  a long, 
slow  painful  movement  before  he  put  the  first 
book  back  on  the  shelf.  He  finally  made  it 
and  became  the  librarian.  Dr.  Barrett  had  used 
psychotherapy  all  the  way.  In  time  this  patient 
went  back  home  to  his  family.  We  cannot 
say  that  he  was  ever  cured.  He  was  too  old, 
for  one  thing.  Dr.  Barrett  used  to  say,  only 
half-facetiously,  that  it  takes  a pretty  good 
mind  to  develop  a complicated  case  of  schizo- 
phrenia. Unhappily,  as  he  knew  and  taught, 
the  mind  tends  to  lose  its  resiliency,  like  the 
muscles  when  age  advances. 

When  he  retired  as  State  Commissioner  of 
Mental  Hygiene  and  Hospitals,  Dr.  Barrett 
went  back  to  his  first  love,  clinical  psychiatry. 
He  was  clinical  psychiatrist  and  consultant  to 
a number  of  hospitals.  We  never  saw  him 
after  he  left  Virginia,  but  we  kept  in  touch 
with  him.  A short  time  before  his  death  we 
received  a long-distance  telephone  call  from 
him.  We  talked  about  the  program  of  the 
mental  hospitals  in  Virginia  and  especially  the 
local  clinics  and  their  out-reaching  depart- 
ments, in  which  he  was  keenly  interested.  He 
had  seen  it  all  so  clearly  many  years  before 
and  had  been  Virginia’s  pioneer  in  this  field. 

Then  one  morning  we  picked  up  the  news- 
paper at  breakfast  and  saw  his  fine  face  again. 
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We  read  the  obituary  and  then  pulled  out  our 
handkerchief  to  hide  our  weeping.  Our  wife 
rushed  over  to  us. 

“What’s  the  matter?”  she  asked  with  alarm. 

“It  couldn’t  be  a case  of  premature  senility,” 
we  replied,  “we  have  a reason  to  weep.”  And 
weep  we  did  for  this  doctor  and  teacher,  but 


HANDBOOK  OF  POISONING.  Diagnosis 
and  Treatment  by  Robert  H.  Dreisbach, 
M.D.,  Ph.D.  7th  Edition,  Lange  Medical 
Publications,  Los  Altos,  California,  1971, 
515  pages.  Price  $6.00 

This  expanded  and  updated  edition  of  Prof. 
Dreisbach’s  little  book  contains  a wealth  of 
information  relating  particularly  to  emergency 
procedures  associated  with  poisoning  episodes. 
An  introductory  section  deals  with  prevention, 
evaluation  and  management  of  poisonings  in 
general.  This  is  followed  by  more  detailed 
considerations  of  specific  substances  grouped 
as  agricultural  poisons,  industrial  hazards,  mis- 
cellaneous hazards,  drugs,  venoms  and  plants. 
Within  each  group,  chemically  and  pharma- 
cologically related  toxic  agents  are  discussed 
together  when  this  is  feasible.  An  excellent 
index  includes  trade  names  of  many  clinically 
important  products. 

A minor  drawback  of  the  “First  Aid  Meas- 
ures In  Poisoning”  listed  inside  the  cover  is  the 
failure  to  include  the  use  of  activated  charcoal 


there  was  no  reason  to  do  so  when  one  thought 
of  how  many  thousands  of  people  this  man’s 
healing  voice  and  his  skills  had  helped  to  take 
the  road  back  to  reason  in  a world  that  after 
all  isn’t  so  very  reasonable. 

118  Shirley  Avenue 
Norfolk , Virginia  23511 


as  a means  of  limiting  absorption  of  many  toxic 
substances.  The  use  of  this  important  aid  in 
emergency  treatment  is  discussed  on  page  15, 
however.  In  addition,  under  “Laboratory  Ex- 
amination” pages  34-40  it  is  unfortunate  that 
some  procedures  are  described  which  are  not 
likely  to  be  of  value  except  in  the  hands  of  an 
experienced  analyst.  One  would  have  wished 
to  see  simple  screening  tests  described  with 
adequate  discussion  of  their  limitations  and 
problems  of  interpretation.  References  could 
then  be  made  to  more  specific,  but  also  more 
complex,  procedures. 

With  the  recent  increase  in  the  frequency 
and  complexity  of  toxicological  emergencies, 
the  value  of  a book  of  this  type  is  obvious.  Its 
soft-cover,  pocket-size  format  (as  well  as  its 
reasonable  cost)  makes  it  a convenient  refer- 
ence source  to  medical  students,  emergency 
room  personnel  and  busy  practitioners  alike. 

Robert  V.  Blanke,  Ph.D. 

Chief  Toxicologist 

Office  of  the  Chief  Medical  Examiner 
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Reiter  and  His  Syndrome 


Reiter  first  described  the  syn- 
drome of  arthritis,  conjunctivitis, 
and  urethritis  in  1916.  The  eti- 
ology is  not  definitely  known  but 
in  the  United  States  the  syndrome 
is  probably  transmitted  by  sexual 
intercourse,  and  the  prognosis  is 
good.  In  countries  with  a high 
incidence  of  dysentery,  there  ap- 
pears to  be  an  association  with 
Reiter's  syndrome,  but  the  prog- 
nosis is  only  fair. 

HANS  CONRAD  REITER  was  born  in 
1881  and  died  on  November  25,  1969,  at 
age  88.  His  classic  description  of  the  clinical 
association  of  arthritis,  conjunctivitis  and  ure- 
thritis was  in  1916;  however,  Brodie  clearlv 
described  five  cases  in  1818. 

Few  individuals  are  familiar  with  Reiter’s 
military  connections,  and  a review  proves  in- 
teresting. Reiter  took  a great  interest  in  bac- 
teriology, and  in  1914,  while  in  the  German 
army,  Reiter  encountered  many  cases  of  Weil’s 
disease,  and  he  succeeded  in  defining  the  hith- 
erto unknown  treponemal  etiologic  agent, 
Leptospira  icterohemorrha.giae . His  interest  in 
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the  spirochete  continued  and  while  at  the 
Kaiser-Wilhelm  Institute  in  Berlin,  he  worked 
with  August  von  Wasserman.  He  succeeded 
in  developing  techniques  for  the  culture  of 
Treponema  pallidum.  From  the  so-called 
“Reiter  Strain”  others  developed  a specific 
antigen  for  T.  pallidum , and  eventually,  the 
useful  Reiter  Protein  Complement  Fixation 
Test  for  syphilis.  At  the  close  of  World  War 
II,  the  Reiter  strain  was  lost  to  the  German  lab- 
oratories but  was  later  returned  from  the 
Rockefeller  Institute,  where  it  had  been  main- 
tained for  some  years. 

Hans  Reiter  was  politically  active.  He  was 
quite  loyal  to  Hitler  and  signed  an  oath  of 
allegiance  in  1932.  Apparently,  some  of  the 
loyalty  to  Hitler  came  from  their  mutual  in- 
terest in  eugenics.  One  of  his  former  students, 
a practitioner  in  Ohio,  reports  that  Reiter  was 
quite  interested  in  the  California  eugenics  laws, 
and  in  a letter  to  the  former  student  in  1962 
wrote:  “Our  German  activities  in  the  steri- 
lization of  persons  with  hereditary  diseases 
were  patterned  after  the  American  example.”  1 
Reiter  was  interned  in  an  American  Prison 
Camp  in  1945  but  reported  that  he  was  treated 
“very  decently.”  His  honors  included  the 
Gold  Doctoral  Diploma  of  the  University  of 
Leipzig,  the  Robert  Koch  Medal,  the  Great 
Medal  of  Honor  of  the  Red  Cross  and  affiliate 
member  of  the  Royal  Society  of  London. 

Etiology 

Interest  continues  to  focus  on  infectious 
agents.  The  Bedsonia  group  (psittacosis- 
lymphogranuloma  venereum-trachoma)  was 
reported  in  1966  to  be  the  probable  causative 
agent.  There  was  great  enthusiasm  over  the 
initial  reports,  but  subsequent  studies  have  not 
shown  evidence  of  Bedsonia  infection  in  the 
majority  of  cases.  There  are  probably  mul- 
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tiple  causes  of  the  syndrome  with  the  Bedsonia 
group  being  one  of  them.2 

In  those  areas  of  the  world  where  dysentery 
is  common,  so-called  post-dysenteric  Reiter’s 
syndrome  is  the  most  common  form  of  the 
disease.  An  example  attributed  to  Shigellosis 
occurred  in  1962  on  an  American  Naval  ves- 
sel which  had  a crew  of  1,27 6.3  There  were 
602  cases  of  proven  bacillary  dysentery  among 
these  men  and  nine  of  these  developed  classic 
Reiter’s  syndrome  about  seventeen  days  after 
the  onset  of  their  dysenteric  symptoms. 

The  mycoplasmas  have  rarely  been  cultured 
from  synovial  fluid  of  patients  with  Reiter’s 
syndrome,  but  there  is  an  impressive  number 
of  publications  reporting  isolation  of  the  or- 
ganism from  the  genitourinary  tract.4  In  the 
United  States,  Reiter’s  syndrome  is  probably 
most  commonly  related  to  the  transfer  of  some 
precipitating  factor  by  sexual  intercourse. 

Clinical  Features 

The  syndrome  in  this  country  usually  begins 
in  a male  between  20  and  40  years  of  age  as 
a mild  to  moderate  urethral  discharge.  Within 
5 to  20  days,  the  course  of  the  syndrome  is 
frequently  heralded  by  a short  period  of  mi- 


Fig.  1.  Roentgenogram  of  the  foot  illustrating 
periostitis  of  the  heel. 


gratory  arthralgia  climaxed  suddenly  by  an 
explosive  and  frequently  disabling  arthritis 
which  is  usually  symmetrical.  Knees,  ankles, 
toes,  Achilles  tendon  insertions  and  plantar 


fascia  are  the  commonest  alfected  areas.  Figure 
1 illustrates  periostitis  of  the  heel.  Monarticular 
disease  may  occur,  and  erythema  may  be  strik- 
ing. Muscle  wasting  may  occur  rapidly.  Low 
back  pain  is  extremely  common  and  sacroiliitis, 
even  unilaterally,  may  be  noted  radiographi- 
cally in  50%  of  patients  with  recurrent  attacks 

(Fig.  2). 


Fig.  2.  Roentgenogram  of  pelvis  illustrating 
unilateral  sacroiliitis. 


The  acute  attack  of  arthritis  reaches  a peak 
within  two  weeks  and  begins  to  subside  in  two 
to  four  weeks.  Rarely  does  polyarthritis 
develop. 

Besides  the  initial  triad  of  urethritis,  arthri- 
tis, and  conjunctivitis,  constitutional  symptoms 
usually  co-exist  and  include  anorexia,  weight 
loss,  malaise  and  fever  up  to  102°  without 
chills.  An  anterior  uveitis  may  develop  with  a 
subsequent  exacerbation  but  is  rare  with  the 
acute  attack. 

Skin  lesions  may  be  most  helpful  diagnostic 
signs.  Around  80%  of  the  cases  have  muco- 
cutaneous lesions.  Circinate  balanitis  is  the 
commonest  (Fig.  3).  The  painless  quality  dis- 
tinguishes this  from  genital  herpes.  Mouth 
and  tongue  ulcers,  also  painless,  may  be 
present.4 

Keratodermia  blennorrhagica  may  be  pres- 
ent and  is  usually  confined  to  the  soles  (Fig. 
4).  Pustular  psoriasis  must  be  differentiated. 
It  is  stated  in  many  textbooks  that  keratoder- 
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mia  blennorrhagica  is  a manifestation  of  gono- 
coccal arthritis,  but  when  the  older  literature 
is  reviewed,  one  gets  a strong  impression  that 
the  authors  were  actually  discussing  Reiter’s 


Fig.  3.  Balanitis  circinata. 


syndrome  and  not  gonococcal  disease.  It 
should  be  emphasized,  however,  that  a gono- 
coccal urethritis  may  co-exist  with  a Reiter’s 
urethritis  and  the  clinician  may  be  led  down 
the  wrong  path  subsequently  if  not  careful. 
Neurologic  complications  are  extremely  rare 
but  include  peripheral  neuritis,  encephalitis, 
optic  neuritis,  and  transient  hemiplegia. 

The  cardiac  abnormalities  of  Reiter’s  syn- 
drome have  aroused  increased  interest  in  recent 
years.  They  appear  to  be  quite  similar  to  those 
of  ankylosing  spondylitis  but  occur  less  fre- 
quently. ECG  abnormalities  are  the  common- 
est changes  noted.  Pericarditis  may  occur. 
Aortitis  with  insufficiency  does  occur  and  the 
histologic  changes  are  quite  similar  to  lues  as 
are  the  changes  of  the  aortitis  of  ankylosing 
spondylitis.5 

Laboratory  Studies 

Non-specific  laboratory  studies  include  an 
elevated  erythrocyte  sedimentation  rate  and 


white  blood  count  which  may  be  as  high  as 
20,000/cu  mm.  Synovial  fluid  exam  may  be 
helpful  because  in  Reiter’s  cases  the  leukocyte 
count  is  usually  not  as  high  as  the  gonococcal 


Fig.  4.  Keratodermia  blennorrhagica. 


cases— around  20,000/cu  mm— and  on  occasion 
microscopic  examination  of  the  fluid  reveals 
large  mononuclear  cells  which  have  phago- 
cytosed  polymorphonuclear  leukocytes.  The 
complement  levels  of  synovial  fluid  may  be 
markedly  elevated  in  Reiter’s  cases.6  There  are 
reports  of  low  synovial  fluid  sugar  levels  in 
Reiter’s  cases  and  this  could  be  misleading,  but 
the  majority  of  investigators  who  have  inves- 
tigated the  serum-synovial  fluid  difference 
have  not  observed  a significant  difference.  The 
histologic  changes  of  the  synovial  membrane 
are  non-specific  and  are  similar  to  those  seen 
in  chronic  inflammatory  arthritides. 

Treatment-  and  Prognosis 

For  reasons  unclear  in  this  country  salicy- 
lates and  steroids  are  relatively  ineffective. 
Phenylbutazone  and  indomethacin  are  usually 
quite  effective.  There  are  varied  opinions  con- 
cerning the  use  of  tetracycline  or  erythromy- 
cin. Spontaneous  remission  is  the  rule  and  most 
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eventually  recover  completely,  but  some  de- 
velop more  severe  disease.  The  annual  risk 
of  a second  attack  is  in  the  region  of  15%. 

The  incidence  in  females  is  very  rare  in  the 
United  States  in  contrast  to  Finland  where  an 
unusually  high  incidence  in  females  (10%) 
was  recorded  among  334  patients  following  an 
epidemic  of  Flexner  dysentery  in  1944.  There 
is  a recent  report  of  a 20  year  follow-up  study 
of  100  of  these  334  patients.7  It  shows  that 
20  patients  were  symptom-free  after  the  ini- 
tial episode;  another  30  were  symptom-free 
after  three  years.  Surprisingly,  32  patients  had 
symptoms  and  radiographic  findings  of  anky- 
losing spondylitis.  The  remaining  18  patients 
had  long-standing  peripheral  arthritis.  Thirty- 
nine  of  the  patients  were  able  to  do  only  light 
or  part-time  work  and  three  were  totally  in- 
capacitated. These  data  make  one  wonder  if 
we  are  not  dealing  with  a different  entity  in 
this  country. 
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The  Choroid  Plexus  in  Reye  s Syndrome 


A histologic  study  of  the  choroid 
plexus  in  two  cases  of  Reye's  syn- 
drome revealed  both  small  and 
large  vacuolar  changes  in  the 
epithelial  cells.  The  possibility 
that  these  changes  might  be  de- 
generative and  related  to  exces- 
sive lipolysis  and  mobilization  of 
fat  and/or  the  concomitant  cere- 
bral edema  in  Reye's  syndrome 
was  considered. 

A SYNDROME  of  encephalopathy  and 
fatty  degeneration  of  viscera  in  children 
was  described  by  Reye,  Morgan,  and  Baral  in 
1963.1  In  conjunction  with  the  encephalop- 
athy, the  findings  in  the  brain  have  included 
edema  and  neuronal  degeneration.2 

The  purpose  of  this  paper  is  to  report  the 
histologic  changes  in  the  epithelial  cells  of  the 
choroid  plexus  in  two  cases  of  Reye’s  syn- 
drome and  to  discuss  the  possible  relationship 
of  these  changes  to  the  encephalopathy  and 
visceral  fatty  accumulation. 

Case  Reports 

Case  F.  O.  was  a three  and  a half  year  old 
female  admitted  to  MCV  Hospital  because  of 
a “suspected  meningitis”.  Four  days  antemor- 
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tern  the  child  had  a mild  upper  respiratory 
infection  (URI) ; she  began  vomiting  two  days 
antemortem.  The  vomiting  which  was  persis- 
tent eventually  resulted  in  the  production  of 
a coffee-ground  material.  Her  family  doctor 
had  given  her  penicillin  and  antiemetic  sup- 
positories one  day  antemortem,  but  the  vom- 
iting continued  and  was  followed  by  loose 
green  stools.  On  admission  she  was  noted  to 
be  dehydrated  and  semi-comatose,  responding 
only  to  painful  stimuli.  A Brudzinski  sign 
was  noted  by  one  physician.  The  liver  was  pal- 
pable. Pertinent  laboratory  findings  included 
a white  blood  cell  (WBC)  count  of  8.3  x 
103  with  65  polymorphonuclear  leucocytes 
(PMN’s)  and  five  bands.  BUN  of  31  mg% 
and  an  SGOT  of  160  mlU/ml.  The  dif- 
ferential diagnosis  included  shigellosis,  inges- 
tion of  a toxic  substance,  or  Reye’s  syndrome. 
One  hour  after  admission  the  child  suffered 
a cardiac  arrest  with  continuing  respirations 
and  was  pronounced  dead  after  approximately 
two  hours  of  resuscitative  efforts. 

Postmortem  Findings.  The  autopsy  was  per- 
formed two  and  a half  hours  postmortem.  In 
addition  to  an  interstitial  pneumonitis,  the 
visceral  organs  including  liver,  kidney,  and  in 
particular  the  heart  showed  extensive  small 
droplet  fatty  accumulation  within  the  paren- 
chymal cells. 

Grossly  the  brain  appeared  normal  but 
weighed  only  825  g which  is  smaller  than  that 
of  a normal  three  and  a half  year  old  child. 
This  might  be  attributed  to  the  fact  that  the 
child  was  known  to  have  had  radiologic  evi- 
dence of  a mild  degree  of  microcephaly  with 
subsequent  mental  retardation. 

Histologically,  the  brain  showed  cerebral 
edema  with  focal  perivascular  hemorrhage  and 
edema.  Hematoxylin  and  eosin  (H  and  E) 
sections  of  the  choroid  plexus  showed  the 
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stroma  to  be  markedly  edematous  and  the 
vessels  to  be  congested.  Vacuolar  changes  in- 
cluding both  small  uniform  vacuoles  (Fig.  1) 
and  large  vacuoles  which  occasionally  pro- 
duced a signet  ring  appearance  in  the  epithelial 
cells  were  evident  (Fig.  2).  Oil  red  O,  peri- 
odic acid  SchifFs  (PAS),  and  mucicarmine 
stains  were  negative  for  fat,  glycogen,  and 
mucin,  respectively. 


Fluid  replacement  was  instituted  but  one- 
day  antemortem  the  child  was  noted  to  be 
lethargic  with  nuchal  rigidity.  Esotropia  and 
nystagmus  of  the  right  eye  to  the  right  were 
also  present.  Lumbar  puncture  revealed  a 
slightly  xanthochromic  cerebrospinal  fluid 
(CSF)  with  an  opening  pressure  of  66  mm 
H20,  a protein  greater  than  2 g%,  1.3  x 103 
red  blood  cells  (RBC’s),  5 polymorphonuclear 


Fig.  1.  Epithelial  cells  of  choroid  plexus  showing  diffuse  smail  vacuolar 
change.  H and  E x 1,000. 


Case  S.  Y.  was  a one-year-old  male  in  good 
health  until  three  days  antemortem  at  which 
time  he  developed  a fever  with  a temperature 
of  103  °F  and  vomiting.  A diagnosis  of  pharyn- 
gitis and  upper  respiratory  infection  (URI) 
was  made  by  the  family  doctor  and  the  child 
was  given  Bicillin  C-R.  However,  he  con- 
tinued to  vomit  and  have  the  “dry  heaves”  and 
was  admitted  to  the  hospital  two  days  ante- 
mortem. 

On  admission  the  patient  was  mildly  dehy- 
drated with  a temperature  of  100.2°F.  Pete- 
chiae  were  noted  over  both  arms  following 
blood  pressure  measurements.  White  blood 
cell  (WBC)  count  on  admission  was  9,900 
with  a relative  neutrophilia  (72%)  for  his  age 
and  a shift  to  the  left  (7%  bands).  Preliminary 
clinical  impression  was  a gastroenteritis. 


leucocytes  (PMN’s),  6 lymphocytes,  and  a 
sugar  of  82  mg%  concurrent  with  I.V.  glucose 
therapy. 

His  neurologic  status  deteriorated;  he  de- 
veloped continuous  tonic  seizures  and  Cheyne- 
Stokes  respirations.  Skull  films  showed  a 
blocked  aqueduct  of  Sylvius.  Ventricular  tap 
was  performed  revealing  a CSF  pressure  of 
500  mm  H20,  protein  182  mg%,  sugar  115 
mg%,  0.6  x 103  RBC’s,  2 PMN’s  and  32  lym- 
phocytes. Pantopaque  injection  was  felt  to 
reveal  changes  consistent  with  a midline  pos- 
terior fossa  tumor.  The  child  became  hypo- 
tensive, hypothermic  (95.4°F),  and  apneic 
with  decerebrate  posture.  He  was  placed  on  a 
respirator  one  day  antemortem,  developed  an 
arrhythmia,  suffered  a cardiac  arrest,  and  died. 

Postmortem  Findings.  The  autopsy  was  per- 
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formed  less  than  two  hours  postmortem.  The 
remarkable  feature  of  the  visceral  organs  in- 
cluding liver,  heart,  kidneys,  and  pancreas  was 
an  extensive  small  droplet  fatty  accumulation 
within  parenchymal  cells  as  determined  by  the 
Oil  red  O stain. 

The  brain  was  edematous  and  weighed 
1450  g.  Coronal  sections  revealed  a narrowing 
of  the  ventricular  system  presumably  as  a re- 
sult of  periventricular  edema.  No  tumor  was 
present.  Sections  of  the  spinal  cord  and  brain 
stem  at  the  level  of  the  pyramidal  decussation 


mucicarmine  stains  failed  to  reveal  any  gly- 
cogen or  mucin  in  such  vacuoles. 

In  addition  to  the  aforementioned  observa- 
tions, we  have  studied  the  choroid  plexus  in 
eight  cases  from  consecutive  autopsies  on  chil- 
dren ranging  in  age  from  19  months  to  eight 
years.  Vacuolar  changes  of  the  same  magni- 
tude as  noted  in  these  two  cases  of  Reye’s 
syndrome  were  not  present  in  any  of  the  cases 
and  only  one,  a case  of  lymphocytic  leukemia 
with  CNS  involvement,  showed  moderate  de- 
grees of  large  vacuolar  change.  Furthermore, 


Fig.  2.  Large  vacuolar  change  in  epithelial  cells  of  the  choroid  plexus  (arrows) 
displacing  the  nuclei  and  distorting  cellular  architecture.  H and  E x 1,000. 


revealed  a microscopic  focus  of  subarachnoid 
hemorrhage  with  accumulation  of  fibrin  in  the 
subarachnoid  space. 

Hematoxylin  and  eosin  (H  and  E)  stained 
sections  of  the  brain  revealed  congestion  of 
vessels  with  perivascular  hemorrhage  and 
edema.  Evidence  of  eosinophilic  neuronal  de- 
generation was  present  in  the  medulla  and 
cerebellum;  however,  most  of  the  neurons  in 
Sommer’s  sector  of  the  hippocampus  appeared 
remarkably  normal.  H and  E sections  of  the 
choroid  plexus  showed  congestion  of  vessels 
and  stromal  edema  with  vacuolar  changes  in 
the  epithelial  cells  similar  to  those  observed  in 
case  F.  O.  Periodic  acid  Schiff’s  (PAS)  and 


similar  vacuolar  changes  have  not  been  re- 
ported in  the  normal  choroid  plexus  of  man3 
or  other  animals.4 

Discussion 

In  general  there  are  at  least  two  possibilities 
concerning  the  pathogenesis  of  the  changes  in 
the  epithelial  cells  of  the  choroid  plexus  in 
Reye’s  syndrome.  One  is  that  they  are  the  end 
result  of  CNS  changes  such  as  edema  and 
another  is  that  they  are  directly  related  to  the 
pathogenesis  of  the  encephalopathy  and  fatty 
accumulation. 

In  support  of  the  former  is  the  report  of 
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vacuolar  changes  in  epithelial  cells  of  the 
choroid  plexus  in  association  with  edema  fol- 
lowing traumatic  head  injury.3  Consequently, 
the  vacuoles  might  simply  represent  the  se- 
questration of  stromal  edema  fluid4  until  it  can 
be  transported  out  of  the  cell. 

However,  the  possibility  that  the  vacuoles 
are  degenerative  changes  related  to  the  patho- 
genesis of  the  fatty  accumulation  and  enceph- 
alopathy is  equally  as  cogent  in  the  light  of 
more  recent  findings.  Such  findings  include 
clinical  and  electrocardiographic  studies  that 
revealed  the  presence  of  arrhythmias  and  myo- 
cardial injury  in  cases  of  Reye’s  syndrome  in 
which  vacuolar  changes  within  the  myofibers 
have  been  noted.5 

Since  the  pathogenesis  of  most  degenerative 
changes  is  felt  to  be  due  to  a relative  deficiency 
in  energy  production,6  a number  of  factors 
could  be  implicated  in  the  pathogenesis  of  such 
degenerative  changes  in  Reye’s  syndrome. 
Among  the  factors  already  suggested  have 
been  anoxia  and  hypoglycemia.2  There  is, 
however,  one  consistent  mechanism  that  could 
explain  the  fatty  accumulation,  hepatic7,8  and 
cardiac  dysfunction,5  and  CNS  changes.  Ex- 
cessive lipolysis  and  mobilization  of  fat  from 
adipose  tissue  in  Reye’s  syndrome  for  which 
there  is  clinical,  histopathologic  and  experi- 
mental evidence9  could  confront  other  tissues 
in  the  body  with  excessive  amounts  of  fatty 
acids  to  be  metabolized.  Consequently,  beta- 
oxidation  and  reesterification  of  fatty  acids 
would  occur  in  organs  capable  of  carrying  out 
these  functions  resulting  in  ketosis7,10  and  the 
intracellular  accumulation  of  triglycerides.11 
However,  in  addition  to  their  being  metabo- 
lites, fatty  acids  are  potential  endogenous 
toxins  capable  of  uncoupling  oxidative  phos- 
phorylation12 and  inhibiting  glycolysis13  both 
of  which  could  theoretically  result  in  decreased 
energy  production  and  degenerative  changes 
in  cells  and  their  organelles.  The  CNS  would 
be  particularly  susceptible  to  these  toxic  effects 
since  it  normally  metabolizes  less  fatty  acids 
than  other  organs.14  In  support  of  this  concept 
is  the  experimental  evidence  which  demon- 


strates that  fatty  acids  can  produce  an  enceph- 
alopathy in  rats.15 
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Modern  Version  of  Little  Red  Riding  Hood 


Once  upon  a time,  in  a far  away  country, 
there  lived  a little  girl  called  Red  Riding  Hood. 
One  day  her  mother  asked  her  to  take  a basket 
of  food  to  her  grandmother,  who  had  been 
ill  and  lived  alone  in  a cottage  in  the  forest. 
Red  Riding  Hood  was  happy  to  go  because 
she  loved  her  grandmother  and  always  enjoyed 
the  walk  through  the  woods. 

But  it  happened  that  a wolf  was  lurking  in 
the  bushes  and  overheard  the  conversation.  He 
decided  to  take  a shortcut  to  the  grandmother’s 
house  and  get  the  goodies  for  himself. 

It  was  a beautiful  day  and  Red  Riding  Hood 
stopped  to  pick  some  wildflowers  as  she  went 
on  her  way.  This  gave  the  wolf  a little  extra 
time,  which  enabled  him  to  kill  and  devour 
the  grandmother.  He  then  dressed  in  her 
nightgown  and  jumped  into  bed  to  wait  for 
the  little  girl.  When  she  arrived,  he  made 
several  obscene  suggestions  and  then  tried  to 
grab  her.  But  by  this  time  the  child  was  very 
frightened  and  ran  screaming  from  the  cottage. 

It  happened  that  a woodcutter  working- 
nearby  heard  her  cries  and  rushed  to  her  res- 
cue. He  killed  the  wolf  with  his  axe,  thereby 
saving  Red  Riding  Hood’s  life.  All  the  towns- 
people hurried  to  the  scene  and  proclaimed 
the  woodcuttter  a hero. 

But  several  facts  emerged  at  the  inquest. 
First  of  all,  the  wolf  had  never  been  advised  of 
his  rights.  Second,  the  woodcutter  had  made 
no  warning  swings  before  he  struck  the  fatal 
blow. 

The  Civil  Liberties  Union  stressed  the  point 
that  although  the  act  of  eating  grandma  may 
have  been  in  bad  taste,  the  wolf  was  only 
“doing  his  thing”  and  did  not  deserve  the 
death  penalty. 


The  SDS  contended  that  the  killing  of  the 
grandmother  should  be  considered  self-defense 
because  she  was  over  30,  and  therefore  could 
not  be  taken  seriously  because  the  wolf  was 
trying  to  make  love,  not  war. 

It  was  decided,  then,  that  there  was  actually 
no  basis  for  charges  against  the  wolf.  The 
woodcutter,  however,  was  indicted  for  unag- 
gravated assault  with  a deadly  weapon. 

Several  nights  later,  the  woodcutter’s  cot- 
tage was  burned  to  the  ground.  Within  a week 
woodcutters’  cottages  throughout  the  coun- 
tryside were  burned  as  a protest  against  vio- 
lence. 

Then  one  morning  the  woodcutter's  body 
was  found  torn  to  shreds.  At  first  it  was 
thought  that  he  had  ben  attacked  by  a pack 
of  dissident  wolves  whose  motive  was  revenge 
for  their  slain  comrade.  But  the  investigating 
committee  decided  that  he  had  been  overcome 
by  massive  guilt  feelings  and  had  hacked  him- 
self to  death.  The  fact  that  no  axe  was  found 
led  to  the  theory  that  there  had  been  an  ac- 
complice. But  this  was  never  proven. 

One  year  from  the  date  of  the  incident  at 
grandma’s,  her  cottage  was  turned  into  a shrine 
for  the  wolf  who  had  bled  and  died  there.  All 
the  village  officials  spoke  at  the  dedication. 

It  was  Red  Riding  Hood  however  who  gave 
the  final  tribute.  She  said  that,  while  she  had 
been  selfishly  grateful  for  the  woodcutter’s 
intervention,  she  realized  in  retrospect  that  he 
had  overreacted. 

As  she  knelt  and  placed  a wreath  in  honor  of 
the  brave  wolf  there  was  not  a dry  eye  in  the 
forest. 

From  Paul  Williamson,  M.D.,  Practice 

Research,  Inc.,  McComb,  Miss. 
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Hematopoietic  Transplantation  by  Means  of 
Fetal  (Cord)  Blood 

A New  Method 


A series  of  eight  transfusions  con- 
sisting of  30  to  85  ml  of  umbilical 
cord  blood  was  utilized  to  estab- 
lish a hematopoietic  transplant  in 
a patient  with  acute  lymphoblas- 
tic leukemia  on  conventional 
therapy. 

THUS  FAR,  allogenic  hematopoietic  trans- 
plants have  offered  somewhat  limited  clin- 
ical usefulness.  One  of  the  few  definitely  suc- 
cessful applications  of  this  form  of  therapy  lies 
in  the  treatment  of  accidental  lethal  whole 
body  irradiation.  Less  established,  however,  is 
evidence  of  any  beneficial  effect  of  marrow 
transplantation  in  those  cases  of  hypoplastic 
marrow  which  are  unaccompanied  by  irradia- 
tion. 

The  clinical  value  of  hematopoietic  trans- 
plantation therapy  in  patients  with  leukemia 
is  generally  considered  debatable.  Most  objec- 
tions to  the  use  of  marrow  transplants  in  leu- 
kemia relate  to  those  complications  which 
result  from  massive  chemotherapy  and  whole 
body  irradiation.5  Other  objections  cite  the 
large  amounts  of  marrow  necessary  for  trans- 
plantation4 as  well  as  the  relatively  few  reci- 
pients who  have  subsequently  presented  con- 
vincing evidence  of  successful  grafts.  An 
extensive  review  of  417  cases  of  attempted 
marrow  transplantation  revealed  that  only  10% 
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of  the  recipients  had  shown  acceptable  evi- 
dence of  successful  allograft.6  In  a recently 
published  compendium,  which  summarized 
203  human  cases  of  hematopoietic  transplants, 
there  were  only  1 1 unequivocal  allogenic 
chimeras.2 

The  case  presented  in  this  paper  is  that  of 
a patient  on  conventional  antileukemic  ther- 
apy, who  after  being  transfused  with  cord 
blood  from  multiple  donors,  apparently  de- 
veloped a successful  temporary  allograft  from 
a relatively  small  number  of  fetal  cells  (45  ml 
of  cord  blood).  So  far  as  the  authors  can  de- 
termine, the  use  of  cord  blood  for  transplan- 
tation has  not  been  previously  attempted. 
Although  not  necessarily  related,  this  tem- 
porary allograft  was  associated  with  both  clin- 
ical and  hematological  remission  of  the  pa- 
tient’s acute  lymphoblastic  leukemia. 

Material  and  Methods 

Fetal  blood  was  collected  from  the  umbilical 
cord,  after  the  latter’s  separation  from  the  baby 
and  prior  to  the  removal  of  the  placenta  from 
the  uterus,  milking  of  the  cord  was  occasion- 
ally necessary.  The  volume  of  recovered  blood 
varied  between  25  ml  and  120  ml;  this  blood 
was  collected  in  sterile  recepticles  containing 
5 ml  of  heparin  and  stored  under  6°C  until 
administration  to  the  recipient.  At  the  same 
time,  a pilot  tube  of  clotted  blood  was  obtained 
for  phenotyping  and  crossmatch;  the  cross- 
match was  carried  out  in  the  usual  way  and 
the  fetal  blood  was  phenotyped  in  the  usual 
fashion.  Prior  to  transfusion,  the  blood  was 
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transferred  to  a sterile  vacuum  container; 
transfusion  was  effected  within  24  hours  by 
means  of  a blood  administration  set. 

A baseline  phenotype  was  obtained  on  the 
recipient  prior  to  his  initial  fetal  blood  trans- 
fusion; this  was  compared  with  his  later  pheno- 
typings,  which  were  performed  at  weekly 
intervals.  Phenotypings  were  performed  on 
representative  samples  of  all  donor  fetal  blood 
and  on  the  two  routine  transfusions  which 
were  necessary  to  alleviate  the  patient’s  anemia. 
The  disappearance  or  development  of  one  or 
more  blood  groups  in  the  recipient  was  taken 
as  indication  of  a hematopoietic  transplant. 

Case 

The  patient  was  a 16-year-old  Negro  male 
who,  three  weeks  prior  to  hospitalization  be- 
came extremely  weak,  short  of  breath  and  had 
not  been  able  to  continue  the  usual  procedures 
of  a karate  class.  The  patient  had  also  noted 
some  recent  cervical  lymphadenopathy.  There 
was  no  history  of  any  past  major  illness.  The 
patient  was  admitted  to  the  hospital  February 
23,  1970. 

On  physical  examination,  marked  cervical 
and  some  axillary  adenopathy  was  present. 
There  was  a 2+  mitral  systolic  murmur.  The 
spleen  was  enlarged  but  the  liver  was  within 
normal  limits.  Clinical  impression  was  that 
the  patient  had  acute  leukemia.  His  initial 
laboratory  workup  (February  23,  1970)  re- 
vealed a WBC  of  189/000mm3,  a red  cell 
count  of  1,530,000/mm3,  hemoglobin  of  6 
gm/100  ml,  hematocrit  of  17,  and  a platelet- 
count  of  195,000/mm3.  The  bone  marrow  as- 
piration was  diagnosed  as  acute  lymphoblastic 
leukemia.  The  urinalysis  was  normal.  The 
VDRL  and  sickle  cell  tests  were  negative. 

The  patient  was  started  on  daily  medication 
of  150  mg  of  6-mercaptopurine  and  60  mg  of 
prednisone.  The  first  blood  administered  to 
the  patient  was  fetal  blood,  transfused  on  Feb- 
ruary 25,  1970,  the  third  day  of  hospitaliza- 
tion (Fig.  1).  Because  the  patient’s  hemo- 
globin dropped  to  less  than  4 gm/100  ml,  two 
routine  blood  transfusions  were  administered 
March  1 and  March  6,  1970.  During  the  nine 


day  period  following  his  first  fetal  transfusion, 
the  patient  was  given  four  additional  fetal 
blood  transfusions.  On  March  7,  1970,  he  was 
transfused  with  45  ml  of  baby  M’s  fetal  blood 
(sixth  fetal  donor).  Baby  M was  born  on 
March  6,  1970,  and  the  fetal  blood  was  given 
approximately  24  hours  after  collection.  The 
white  count,  which  had  begun  to  fall  imme- 
diately after  initiation  of  treatment,  dropped 
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Fig.  1.  Blood  antigens  of  cord  blood  administered 
to  recipient. 


from  189,000/mm3  on  admission  to  119,000/ 
mm3  on  3/6;  62,000/mm3  on  3/8  and  24,000/ 
mm3  on  3/11.  Over  a period  of  17  days,  this 
patient  received  a total  of  eight  transfusions 
of  fetal  blood  varying  in  volume  from  30  ml 
to  85  ml  per  transfusion  (total:  500  ml) 
(Fig.  1). 

Typing  of  the  patient’s  blood  antigens  on 
March  11,  1970,  showed  only  a questionable 
change  in  the  M antigen  typing;  however,  on 
Adarch  13,  1970,  a definite  change  in  the  pa- 
tient’s blood  type  was  first  detected.  At  this 
time  mixed  field  were  noted  in  both  the 
M & JKa  typing.  On  March  16,  1970,  the 
patient’s  hemoglobin  was  10  gm/100  ml  and 
his  white  cell  count  was  12,700/mm3  with  a 
differential  of  45  neutrophils  and  55  lympho- 
cytes. 

The  patient  continued  to  improve  and  at 
the  time  of  discharge  from  the  hospital,  March 
21,  1970,  he  showed  a hemoglobin  of  11.1 
gm/100  ml,  red  cell  count  of  4,180,000/mm3, 
WBC  10,600/mm3,  with  55  neutrophils,  40 
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lymphocytes,  5 monocytes,  with  no  abnormal 
cells  present  in  the  peripheral  blood. 

By  April  14,  1970,  the  mixed  field  noted 
in  the  M typing  had  begun  to  decrease  and 
by  May  21,  1970,  the  patient’s  phenotype  had 
returned  to  its  original  typing  (Fig.  2). 
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Fig.  2.  Changes  of  antigens  noted  in  the  recipient  fol- 
lowing the  administration  of  cord  blood  from  baby 

“M”. 

The  patient  was  maintained  on  a variable 
dose  of  6-mercaptopurine  and  60  mg  of  pred- 
nisone daily.  Following  the  development  of 
some  lymph  node  enlargement,  the  6-mercap- 
topurine was  discontinued.  The  patient  was 
then  started  on  methotrexate  (2.5  mg  twice 
a day)  for  a period  of  11  days  (April  22-May 
11);  although  the  peripheral  white  count  re- 
mained within  normal  limits  during  this  period, 
the  glands  did  not  seem  to  respond.  On  May 

1 1 the  methotrexate  was  discontinued  and  the 
patient’s  medication  was  changed  to  vincristine 
(2mg  weekly).  Since  then,  the  patient  has 
been  maintained  on  2 mg  vincristine  per  week. 

The  patient  was  readmitted  to  the  hospital 
June  19,  1970,  with  complaints  of  feeling  tired, 
back  pain,  headache  and  a slight  temperature 
elevation.  He  stated  that  he  had  resumed  reg- 
ular semiweekly  karate  class  attendance  imme- 
diately after  his  discharge  from  the  hospital, 
but  that  shortly  thereafter  he  developed  some 


back  discomfort  which  had  become  persistent. 
At  the  time  of  this  admission  the  patient’s  lab- 
oratory findings  were:  direct  bilirubin  3.2 
mg/lOOml,  total  bilirubin  7.6  mg/100  ml,  urin- 
alysis normal,  WBC  4, 5 00 /mm3,  hemoglobin 

12.7  gm/100  ml,  a normal  differential  with  62 
neutrophils,  28  lymphocytes,  with  10  mono- 
nuclear cells  present.  X-rays  of  the  lumbo- 
sacral region  were  normal.  Total  protein  was 

7.7  gm/100  ml  with  albumin  4.4  gm/100  ml, 
alkaline  phosphatase  11.3  units,  SGOT  609 
units.  The  Coombs’  test  and  the  patient’s  blood 
cultures  were  negative.  The  reticulocyte  cell 
count  was  3.6%.  After  an  unsuccessful  aspira- 
tion, a core  biopsy  of  the  marrow  was  reported 
as  hypoplastic  marrow  without  evidence  of 
leukemia. 

At  the  time  of  his  second  discharge  from 
the  hospital,  June  27,  1970,  the  patient’s  direct 
serum  bilirubin  had  dropped  to  2.0  mg/ 100 
ml  with  a total  bilirubin  of  3.4  mg/ 100  ml.  His 
hematological  work-up  was  essentially  normal. 
The  patient’s  appetite  had  returned  and  he  has 
continued  to  feel  well;  his  weight  has  returned 
to  the  level  prior  to  his  illness.  To  the  date  of 
this  writing,  the  patient’s  white  count  has 
remained  within  normal  limits.  The  cause  of 
the  episode  of  jaundice  was  not  clearly  estab- 
lished; however,  it  was  believed  to  be  due  to 
the  effects  of  the  chemotherapy  employed. 

Discussion 

Hematopoietic  transplants  have  been  accom- 
plished by  means  of  aspirated  bone  marrow 
cells,  fetal  liver  suspension  and  peripheral  leu- 
kocytes.7,12 The  use  of  45  ml  of  fetal  blood 
which  represented  approximately  one  billion 
nucleated  cells,* 11  successfully  accomplished  a 
temporary  viable  hematopoietic  transplant 
which  functioned  for  over  five  weeks  in  the 
recipient.  Confirmation  of  this  hematopoietic 
transplantation  is  provided  by  the  altered  red 
blood  cell  phenotype  of  the  recipient,  which 
phenotype  corresponded  with  that  of  only  one 
(baby  “M”)  of  the  fetal  blood  donors.  Four 
days  after  tranfusing  the  recipient  with  baby 
“M”  ’s  blood,  his  M antigen  factor  was  still 
essentially  negative,  only  some  questionable 
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(±)  agglutination  existed  which  could  not  be 
confirmed  on  repeated  typing.  The  first  def- 
inite agglutination  in  the  M typing  occurred 
in  the  recipient  six  days  after  receiving  the 
suspected  donor’s  blood  and  at  this  time  the 
JKa  typing  was  also  a mixed  field.  The  agglu- 
tination of  the  M antigen  continued  to  increase 
in  strength  and  on  April  3,27  days  after  trans- 
fusion of  baby  “M”  ’s  blood,  the  recipient’s 
typing  by  anti-M  revealed  over  75%  agglu- 
tinated red  cells  and  the  JKa  typing  was  nega- 
tive for  any  agglutination.  At  this  time,  the 
antigen  typing  of  the  recipient  corresponded 
to  the  antigen  typing  of  the  suspected  donor 
and  baby  “M”  was  the  only  donor  with  this 
exact  phenotyping. 

Two  routine  500  cc  blood  transfusions  given 
during  treatment  were  also  phenotyped;  nei- 
ther of  these  units  corresponded  with  the 
phenotype  which  later  developed  in  the  reci- 
pient. Although  the  red  cells  of  these  two 
routine  tranfusions  supplied  M+  cells,  that 
they  were  insufficient  to  alter  the  recipient’s 
type  was  demonstrated  by  the  patient’s  unal- 
tered typing  of  March  11,  1970,  five  days  after 
the  second  routine  transfusion  was  given. 

Neither  fetal  hemoglobin  nor  A2  hemoglo- 
bin was  detected  in  the  recipient  at  any  time. 
Although  A2  hemoglobin  has  been  demon- 
strated in  hematopoietic  allografts  utilizing 
fetal  liver  cell  suspension,  fetal  hemoglobin  in 
the  host  was  not  demonstrated  in  those  cases.3 

It  is  of  considerable  interest  that  an  allograft 
has  been  produced  by  the  approximately  one 
billion  nucleated  cells11  of  the  45  ml  of  cord 
blood  administered  to  this  patient.  Review  of 
the  literature  offers  frequent  citation  of  the 
necessity  for  large  quantities  of  marrow  for 
successful  allograft.  The  quantity  of  bone 
marrow  required  for  a syngenic  marrow  trans- 
plant in  humans  has  been  estimated  at  50  ml 
of  aspirated  marrow  (0.8  X 109  cells  for  a 70 
kg  man).8  Pegg  has  suggested  that  the  mini- 
mal effective  dose  of  hematopoietic  cells  for  an 
allogenic  bone  marrow  graft  is  9 X 109  cells 
for  a 70  kg  man  or  500  ml  of  aspirated  mar- 
row.9 It  should  be  noted,  in  this  connection, 
that  Mathe’s  most  successful  transplant  in  a 


leukemic  patient  utilized  2,000  ml  of  marrow 
which  was  obtained  from  six  members  of  the 
patient’s  family.4 

Potentially  several  advantages  should  acrue 
from  the  use  of  multiple  donors  of  fetal  hema- 
topoietic cells.  Firstly,  multiple  bone  marrow 
donors  are  believed  to  be  desirable  since  it 
would  appear  that  the  host  spontaneously 
selects  that  marrow  which  is  offered  by  the 
most  compatible  donor.  Further,  the  use  of 
multiple  donors  has  also  been  found  helpful 
in  preventing  the  occurrence  of  secondary 
(graft  versus  host)  syndrome.  Additionally, 
when  used  in  transplantation,  fetal  hematopo- 
ietic tissue  is  believed  to  be  more  tolerant  of 
the  host  than  are  those  grafts  obtained  from 
adult  marrow.13,1  Although  in  this  case  it  is 
uncertain  as  to  whether  the  recipient  had  a 
transplant  of  the  lymphoid  elements,  no  evi- 
dence of  a graft  vs.  host  reaction  was  noted 
in  the  recipient  during  the  brief  period  in 
which  the  hematopoietic  graft  was  believed 
to  be  viable.  Finally,  any  active  obstetrical 
service  offers  the  potential  of  providing  many 
donors  of  cord  blood  over  a relatively  short 
period  of  time.  In  addition  to  this  ready  avail- 
ability, it  should  be  noted  that  we  have  de- 
tected no  adverse  reaction  following  the  ad- 
ministration of  fetal  blood.  Utilization  of  this 
technique  could  result  in  a simple  method  to 
study  hematopoietic  transplants. 

Although  much  discussed,  the  effect  of  bone 
marrow  transplantation  on  leukemia  is  difficult 
to  evaluate  because  the  reported  marrow  trans- 
plantations have  been  simultaneously  associated 
with  other  forms  of  therapy,10  as  is  also  true 
in  the  case  presented  here.  It  must  be  noted, 
however,  that,  except  for  some  cervical  lym- 
phoadenopathy,  a clinical  and  hematological 
remission  of  over  nine  months  has  been  ob- 
tained in  this  patient. 

Summary 

Fetal  blood  was  successfully  utilized  in  es- 
tablishing a hematopoietic  transplant  in  a 
leukemic  patient.  This  method  has  not  been 
previously  attempted.  Only  a relatively  small 
number  of  donor  cells  was  necessary  to  estab- 
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lish  the  temporary  allograft.  Potentially,  this 
method  of  utilizing  cord  blood  could  greatly 
reduce  those  problems  which  are  related  to 
the  obtaining  of  an  adequate  number  of  donor 
cells.  Further,  by  making  many  donors  readily 
available  to  the  recipient,  enhanced  oppor- 
tunity is  rendered  for  the  host  to  select  the 
most  compatible  donor.  The  utilization  of  cord 
blood  could  establish  an  easy  technique  for 
the  study  of  hematopoietic  transplants. 
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Clinical  Study  of  Reticulum  Cell  Sarcoma 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  reticulum  cell 
sarcoma  for  studies  being  conducted  by  the 
National  Cancer  Institute’s  Medicine  Branch 
at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Patients  having  previously  untreated  reticu- 
lum cell  sarcoma  are  needed  to  participate  in 
clinical  trials.  However,  patients  with  all  stages 
of  the  disease  are  suitable  for  study.  Those  in 
the  early  stages  of  disease  are  being  studied  in 
collaboration  with  the  Radiation  Branch. 

Upon  completion  of  their  studies,  patients 


will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of  find- 
ings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Phillip  Schein,  M.D.,  Clin- 
ical Center,  Room  4-B-13,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014.  Phone: 
301-496-2031  or  Vincent  T.  DeVita,  M.D., 
Clinical  Center,  Room  12-N-226,  National  In- 
stitutes of  Health,  Bethesda,  Maryland  20014. 
Phone:  301-496-4916. 
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Anterior  Fusion  for  High  Cervical  Fractures 


Anterior  interbody  fusion  has  ad- 
vantages over  skeletal  traction  in 
the  treatment  of  fracture-dislo- 
cations of  the  cervical  spine.  Two 
cases  are  presented. 

SINCE  1933,  skeletal  traction  as  described 
by  Crutchfield1  has  been  an  effective  meth- 
od for  alignment  and  stabilization  of  fracture- 
dislocations  of  the  cervical  spine.  In  recent 
years,  anterior  interbody  fusion  has  become 
more  popular  as  a mode  of  therapy  as  it  allows 
patients  to  embark  on  rehabilitative  efforts 
more  rapidly,  shortens  the  length  of  the  hos- 
pital stay,  and  prevents  complications  so  fre- 
quently associated  with  prolonged  periods  of 
complete  bedrest.  Numerous  reports  advocat- 
ing anterior  cervical  fusion  and  describing 
techniques,  can  be  found  in  the  literature2,3 
but  these  reports  deal  primarily  with  treatment 
of  fractures  at  lower  cervical  levels.  Fractures 
at  the  level  of  C-2/C-3  are  much  less  common. 
More  often  than  not,  the  high  cervical  frac- 
ture-dislocations have  no  associated  neurologic 
deficit;  the  spinal  cord  is  either  not  damaged 
or  the  patient  quickly  expires  due  to  paralysis 
of  both  phrenic  and  intercostal  respiratory 
mechanisms.  In  this  paper,  we  present  two 
patients  having  fracture-dislocations  of  C-2  on 
C-3,  one  of  whom  survived  a spinal  cord 
injury,  and  both  of  whom  were  treated  by 
anterior  cervical  fusion  with  excellent  results. 

Report  of  Cases 

A.M.  (D.M.H.  #372747),  an  18-year-old 
boy  was  admitted  to  the  Neurosurgical  Service 
of  Danville  Memorial  Hospital  after  he  sus- 
tained a blow  to  the  occipital  region.  When 
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first  seen,  he  was  unconscious  and  cyanotic, 
but  on  awakening  was  alert,  oriented,  and 
complained  of  neck  pain.  He  was  dyspneic, 
but  his  blood  pressure  was  normal.  Horner’s 
syndrome  was  present  on  the  right.  The 
cranial  nerves  were  intact.  A profound  right 
hemiparesis  was  present;  the  arm  was  flaccid, 
but  spasticity,  hyperreflexia,  and  clonus  were 
present  in  the  right  leg.  Sensation  was  nor- 
mal on  the  right,  but  pain  appreciation  was 
diminished  on  the  left  up  to  the  cervical 
region.  These  findings  were  consistent  with 
a partial  Brown-Sequard  syndrome  due  to 
a high  cervical  cord  lesion.  Radiographs 
of  the  cervical  spine  (Fig.  1)  showed  a frac- 
ture-dislocation of  C-2  on  C-3.  The  fracture 
was  reduced  by  skeletal  traction  using  Crutch- 
field tongs.  Seven  days  later,  anterior  discec- 
tomy and  interbody  fusion  of  C-2 /C-3  were 
accomplished  using  the  Cloward  technique. 
The  patient  showed  progressive  improvement 
in  his  neurologic  status  and  with  the  aid  of 
physical  therapy,  started  in  the  immediate 
post-operative  period,  made  a virtually  com- 
plete recovery.  Eighteen  months  later,  he  had 
a very  slightly  spastic  right  leg  but  normal 
upper  extremity  function;  his  Horner’s  syn- 
drome was  gone,  and  his  sensation  was  normal. 
Radiographs  of  the  cervical  spine  (Fig.  2) 
showed  normal  alignment,  and  solid  fusion  was 
confirmed  by  flexion  and  extension  views. 

C.M.  (D.M.H.  #372431),  a 27-year-old 
man  was  injured  when  a block  and  tackle 
struck  him  on  the  head.  He  was  transiently 
unconscious  but  on  awakening  complained  of 
pain  in  the  neck.  On  physical  examination, 
he  had  a compound,  depressed  parietooccip- 
ital skull  fracture  but  no  neurologic  deficit. 
Radiographic  examination  of  the  cervical  spine 
showed  a fracture-dislocation  of  C-2  on  C-3 
with  complete  collapse  of  the  intervertebral 
disc  space.  Some  question  arose  as  to  whether 
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or  not  the  patient  had  a congenital  block  ver- 
tebra; however,  the  patient  had  had  previous 
x-rays  of  the  cervical  spine  for  another  injury, 
and  these  showed  a normal  disc  space  at  C-2/ 
C-3.  Under  local  anesthesia,  a debridement 
craniectomy  was  accomplished  for  the  de- 
pressed skull  fracture,  Crutchfield  tongs  were 
applied,  and  the  cervical  fracture  was  reduced. 


Fig.  1.  Lateral  view  of  radiograph  of  cervical  spine  shows 
the  fracture-disclocation  of  C-2  on  C-3  prior  to  reduc- 
tion and  fusion. 


Ten  days  later,  anterior  discectomy  and  inter- 
body fusion  of  C-2  and  C-3  were  done.  At  the 
time  of  the  fusion,  the  body  of  C-2  was  com- 
minuted. The  fragments  were  held  together 
while  the  drill  hole  was  made.  As  much  disc 
material  as  possible  was  removed  from  the 
interspace,  and  the  bone  dowel  was  placed 


carefully  into  the  drill  hole.  It  was  obvious 
that  immediate  stabilization,  as  is  ordinarily 
obtainable  with  the  Cloward  technique,  could 
not  be  relied  upon  in  this  case,  and  the  patient 
was  maintained  in  skeletal  traction  until  he 
could  be  fitted  with  a four-posted  cervical 
brace.  Fortunately,  solid  fusion  took  place, 
as  judged  by  post-operative  flexion  and  exten- 


Fig.  2.  Lateral  view  of  radiograph  of  cervical  spine  shows 
normal  alignment  and  fusion  of  C-2  and  C-3. 


sion  views,  and  the  patient  has  done  well  in 
the  eighteen-month  follow-up  period. 

Discussion 

In  days  when  hanging  was  a popular  form 
of  capital  punishment,  fracture-dislocations  of 
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C-2  on  C-3  or  hangman’s  fractures,  were  not 
uncommon.  Fractures  at  this  level  are  uncom- 
monly seen  by  physicians  today,  as  spinal  cord 
injuries  above  C-4  are  generally  inconsistent 
with  life.  Both  phrenic  and  intercostal  outflow 
are  interrupted  with  immediate  cessation  of 
respiratory  function.  One  of  the  patients  pre- 
sented is  quite  unusual  in  surviving  a high 
partial  cord  injury  and  is  a living  exception 
to  the  all-or-none  concept  regarding  neuro- 
logic deficit  associated  with  high  cervical  frac- 
tures. Another  similar  case  has  been  reported 
by  Perret  and  Greene.4 

The  high  position  of  the  C-2 /C-3  fracture 
makes  anterior  cervical  fusion  less  appealing 
technically  but  none  the  less  possible.  Posteri- 
or fusion  has  also  been  done  for  high  cervical 
fractures  especially  when  instability  persisted 
after  a suitable  period  of  skeletal  traction. 
However,  posterior  fusion  requires  additional 
immobilization  whereas  anterior  fusion  pro- 
vides almost  immediate  stabilization.  There- 
fore, if  technically  feasible,  anterior  cervical 
fusion  is  preferable. 

There  are  definite  contra-indications  to 
early  anterior  cervical  fusion;  the  most  fre- 
quent one  is  ventilatory  insufficiency.  Pul- 
monary contusion,  aspiration  pneumonitis,  and 
other  injuries  quite  common  in  the  multiply- 
injured  patient  require  special  attention  and 
offer  exceptional  hazard  especially  when  a 
spinal  cord  injury  is  concomitant.  At  the 
C-2/C-3  level,  however,  as  already  mentioned, 
spinal  cord  injuries  are  rather  unusual  in  the 
group  of  patients  being  considered  for  this 
procedure.  If  tracheostomy  has  been  required, 
the  risk  of  infection  in  anterior  cervical  fusion 
would  definitely  preclude  early  fusion.  In 
lower  cervical  injuries,  the  syndrome  of  acute 
central  spinal  cord  injury5  constitutes  an  ab- 
solute contra-indication;  however,  at  the  C-2/ 
C-3  level,  this  syndrome  is  not  seen. 

Various  techniques  to  overcome  the  prob- 
lems of  a comminuted  vertebral  body  have 
been  devised  and  are  quite  effective  in  treat- 
ing lower  cervical  fractures  as  shown  by  Nor- 
rell  and  Wilson6,  badly  comminuted  vertebral 
bodies  can  be  removed  totally  and  full  thick- 


ness tibial  or  iliac  bone  grafts  can  be  used  to 
bridge  the  gap.  There  is  required,  however, 
a normal  vertebral  body  above  and  below  the 
area  of  the  comminuted  vertebral  body  frac- 
ture. Since  there  is  no  significant  vertebral 
body  above  the  level  of  C-2  for  seating  a bridge 
of  bone,  comminuted  fractures  of  the  C-2 
vertebral  body  present  a more  difficult  prob- 
lem. Immediate  stabilization  of  the  fracture 
site  may  not  be  possible.  Before  considering 
anterior  cervical  fusion  at  this  level,  lamino- 
graphs  of  the  vertebral  body  should  be  ob- 
tained. If  a comminuted  C-2  vertebral  body 
is  present,  the  decision  to  fuse  the  patient 
should  be  reconsidered  as  prolonged  skeletal 
traction  in  the  post-operative  period  may  be 
necessary,  negating  one  of  the  primary  aims  of 
the  procedure. 

The  complications  of  anterior  cervical  fu- 
sion have  been  comprehensively  reviewed  re- 
cently by  Cloward7  and  include  spinal  cord 
injury,  laryngeal  nerve  injury,  bone  graft 
problems  (displacement,  absorption,  and  frac- 
ture) as  well  as  the  usual  complications  possible 
with  surgical  procedures  performed  in  the 
neck.  Transient  hypoglossal  nerve  palsies  have 
been  seen  with  fusions  at  the  C-2 /C-3  levels.4 
Although  none  of  these  complications  oc- 
curred in  the  patients  presented,  they  should 
be  noted  by  surgeons  planning  to  do  these 
procedures. 

Summary 

Two  cases  of  anterior  cervical  fusion  of 
C-2 /C-3  are  presented.  An  additional  contra- 
indication to  fusion  at  the  higher  level  may  be 
comminution  of  the  body  of  C-2.  In  cases 
having  intact  vertebral  bodies,  early  anterior 
fusion  is  technically  feasible  at  this  level,  af- 
fords immediate  stabilization  of  the  fracture, 
shortens  the  hospital  stay,  and  allows  early 
rehabilitative  efforts. 
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With  a continuous  need  for  review  of  highly 
complex  and  rapidly  expanding  field  of  physio- 
logical chemistry,  one  needs  some  form  of  con- 
densed and  yet  precise  review  books.  This 
review  book  provides  one  with  a clear,  and 
in  many  instances,  quite  precise  description  of 
the  basic  and  up-to-date  materials  into  each 
section  of  physiological  chemistry. 

The  book  has  twenty-two  chapters  covering 
the  basic  organic  materials  necessary  for  the 
proper  function  of  a biological  system,  mech- 
anisms of  anabolic  and  catabolic  processes,  and 
a good  array  of  chemical  equations  describing 
in  general  the  above  processes. 

The  first  seven  chapters  give  one  an  excellent 
insight  into  the  basic  chemistry  of  carbohy- 
drates, lipids,  amino  acids  and  protein,  vita- 
mins, genetic  mechanisms  and  control  of 
metabolism. 

The  next  nine  chapters  give  a good  review 
of  the  basic  physiological  chemistry  of  the 
materials  above. 

The  last  six  chapters  deal  basically  with  the 
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functions  of  important  organs  such  as  the  liver 
and  kidney  in  relation  to  the  body  chemistry. 

From  the  theoretical  point  of  view,  the  book 
has  done  an  excellent  job.  Each  chapter  is 
well  written  and  provides  the  major  points  in 
a condensed  form,  although  the  formulas  and 
reactions  would  be  beyond  the  scope  of  many 
physicians,  who  have  not  studied  organic 
chemistry  for  a long  period  of  time. 

I believe  that  this  would  be  a suitable  review 
text  for  someone  newly  graduated  from  medi- 
cal school,  reviewing  for  State  or  National 
Boards,  for  a student  of  medical  technology, 
who  has  completed  advanced  undergraduate 
courses  in  organic  chemistry,  biochemistry  and 
physiology  and  was  in  the  final  year  of  the 
program;  or  even  the  pathology  resident  re- 
viewing for  his  specialty  board  examination  in 
clinical  pathology. 

This  would  be  an  excellent  book  in  the 
library  of  a physician,  hospital,  or  laboratory 
to  be  used  as  a quick  review  eliminating  the 
excessive  pages  of  explanations  as  provided 
by  the  regular  text  book  in  physiology  and 
physiological  chemistry. 
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Clinical  History 

A four-year-old,  white  female  was  admitted 
to  the  Medical  College  of  Virginia  Hospitals 
for  investigation  of  an  abdominal  mass.  Pa- 
tient had  apparently  been  in  her  usual  state  of 
health  until  early  July  when  her  mother  found 
an  abdominal  mass  after  the  child  had  had  an 
upset  stomach.  She  had  had  no  previous  pain 
or  discomfort  from  the  mass.  She  was  consti- 
pated the  day  it  was  discovered,  but  there  had 
been  no  other  difficulty.  The  child’s  stools  did 
not  float,  were  not  particularly  foul-smelling 
and  were  of  normal  color  with  no  blood 
noted.  The  mother  had  detected  no  recent 
weight  loss,  although  she  said  the  girl  had  al- 
ways been  small  and  “delicate”.  Her  appetite 
had  never  been  particularly  good,  but  there 
had  been  no  change  in  recent  months. 

The  patient  was  seen  in  another  hospital 
where  a laparotomy  was  performed,  but  the 
patient  was  closed  without  any  major  pro- 
cedure being  performed.  She  was  referred  to 
the  Medical  College  for  further  evaluation  and 
treatment. 


Review  of  Systems:  Negative  except  as  in 
the  present  illness. 

Past  Medical  History:  The  only  medications 
the  patient  had  been  taking  were  vitamins  and 
iron  tablets.  She  was  the  product  of  a full- 
term  pregnancy  with  normal  delivery.  Birth 
weight  and  development  were  not  recorded. 

Social  History:  Non-contributory. 

Family  History:  Mother  and  father  are  liv- 
ing and  well,  although  the  mother  had  been 
told  she  had  a heart  murmur.  There  were  four 
siblings,  all  of  whom  were  healthy.  There  was 
no  history  of  tuberculosis,  diabetes  or  cancer. 

Physical  Examination : BP  100/68,  P 100, 
R 20,  T 98.6°.  Weight  27  lb.;  height  38 *4 
inches.  Patient  was  a thin,  well-developed, 
four-year-old  white  girl  who  was  alert,  quiet 
and  in  no  acute  distress.  She  was  normo- 
cephalic.  Pupils  reacted  to  light  and  accom- 
modation. Funduscopic  examination  was  with- 
in normal  limits.  The  ears  were  clear.  Throat 
was  normal.  Neck  was  supple  without  palpable 
nodes.  Thyroid  was  not  enlarged.  Chest  was 
symmetrical.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  Auscultation  of  the 
heart  revealed  a regular  sinus  rhythm  without 
murmurs  or  rubs.  The  heart  did  not  appear  to 
be  enlarged  on  percussion.  The  abdomen  was 
flat  and  there  was  a well-healed,  right  para- 
median incision.  A large,  hard  mass  was  pal- 
pable in  the  right  upper  quadrant  which  ex- 
tended 10  cm  below  the  right  costal  margin 
and  1 3 cm  from  the  right  flank  to  the  midline. 
The  mass  itself  was  non-tender,  but  was  firm 
and  immovable.  The  extremities  were  unre- 
markable. Rectal  and  pelvic  examinations  were 
not  performed.  Neurological  examination  was 
within  normal  limits.  There  were  no  signifi- 
cantly enlarged  peripheral  lymph  nodes. 

Laboratory  Data:  The  urine  was  yellow, 
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clear  and  alkaline  with  a specific  gravity  of 
1.020  g/cc.  Protein,  sugar,  acetone  and  blood 
were  not  present.  Microscopic  examination  of 
the  urine  sediment  was  within  normal  limits. 
Hemoglobin:  12.6  gm%;  white  cell  count: 
98 50 /mm3  with  44%  neutrophils,  6%  eosino- 
phils, 43%  lymphocytes  and  7%  monocytes. 
BUN:  14  mg%;  serum  sodium:  141  mEq/1, 
potassium:  4.8  mEq/1,  chloride:  105  mEq/1, 
and  C02:  20  mEq/1.  Serum  amylase  157  SU. 
Total  bilirubin  0.5%  with  a direct  reacting 
fraction  of  0.05  mg%.  SMA  was  unremark- 
able except  for  elevation  of  the  total  bilirubin. 

Chest  x-ray  showed  the  heart  and  central 
mediastinal  contours  to  be  unremarkable.  The 
lungs  were  clear,  and  the  regional  bones  were 
normal.  An  upper  GI  series  showed  a large 
water-density  mass  displacing  the  distal  stom- 
ach, duodenal  bulb  and  duodenal  loop  and  ex- 
tending quite  anteriorly  on  the  lateral  pro- 
jection. 

An  operation  was  performed  on  the  third 
hospital  day. 

Clinical  Discussion 

Laurdne  S.  Stewart , M.D.:  We  have  a 4- 
year-old  who  was  admitted  to  the  Medical 
College  of  Virginia  with  an  abdominal  mass. 
This  child  was  described  as  being  in  her  usual 
state  of  health  and  actually  she  had  very  little 
symptomatology. 

Early  in  July  (which,  I understand,  is  about 
two  weeks  prior  to  the  initial  surgery),  she  had 
what  was  called  an  “upset  stomach”.  This  is 
a fairly  common  occurrence  in  a day  of  a 
four-year-old  child  and  I don’t  know  how 
much  importance  or  significance  it  might  have. 
It  might  be  helpful  if  what  was  meant  by 
“upset  stomach”  were  a little  more  clearly  de- 
fined—this  might  have  meant  anorexia,  nausea, 
vomiting,  abdominal  pain  or  something  a little 
bit  more  specific  than  what  we  were  given. 

Also  it  is  mentioned  that  the  patient  had 
constipation  on  the  day  the  mass  was  discov- 
ered. Now  again,  whether  this  is  truly  con- 
stipation or  just  the  fact  that  the  child  did  not 
have  a bowel  movement  that  day  is  not  really 
clear.  I think  that  we  can  conclude  that  the 


child  may  have  been  mildly  symptomatic  but 
that  her  symptoms  did  not  cause  any  great 
alarm  to  her  parents  or  to  the  physician  who 
was  attending  the  child. 

There  are  some  important  negative  findings 
mentioned  in  the  protocol.  The  child’s  stools 
did  not  float,  they  were  not  foul,  were  of  nor- 
mal color  and  contained  no  blood.  This  sug- 
gests that  the  child  did  not  have  any  type  of 
steatorrhea  or  gross  gastrointestinal  bleeding. 

The  mother  had  detected  no  weight  loss, 
although  she  said  the  child  had  always  been 
small  and  “delicate”.  Again,  this  is  something 
that  is  a little  bit  difficult  to  hang  your  hat  on. 
It  is  amazing  how  many  mothers  regard  a per- 
fectly normal  child  as  small  and  delicate.  How- 
ever, this  may  have  more  significance  than  the 
other  complaints  that  were  mentioned  in  the 
protocol,  because  we  note  that  the  child’s 
weight  was  only  27  pounds.  This  is  below 
the  third  percentile  for  her  age  group.  This 
child  weighed  at  four  years  what  she  would 
have  been  expected  to  weigh  at  approximately 
three  years.  Her  height  was  in  the  tenth  per- 
centile, so  we  do  have  a discrepancy  here.  I 
think  that  although  this  is  not  something  that 
is  absolute,  this  should  ring  a warning  bell  that 
all  was  not  well  with  this  child.  Although  she 
did  not  have  a period  of  acute  weight  loss  or 
even  any  noticeable  weight  loss,  she  certainly 
was  not  growing  and  thriving  in  an  optimal 
way.  This  kind  of  value  could  be  better  in- 
terpreted if  we  had  a previous  weight  on  the 
child.  One  can  on  occasion  date  the  onset  of 
a difficulty  if  one  can  date  the  onset  of  changes 
in  growth. 

The  remainder  of  the  information  that  we 
have  is  unremarkable.  There  was  nothing  sig- 
nificant in  the  review  of  systems,  in  the  child’s 
past  medical  history,  or  in  the  social  and  fam- 
ily histories. 

Physical  examination  was  equally  sparse  in 
terms  of  positive  findings,  except  for  the  pres- 
ence of  a large  mass.  This  was  described  as  a 
10x3  cm  mass  in  the  right  upper  quadrant.  The 
mass  was  described  as  hard,  non-tender  and 
immovable.  The  remainder  of  the  physical 
was  normal. 
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Helps  control 
the  underlying  problem 

anxiety 


Miltowri 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
^slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEG  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death . Empty  stomac  h , treat  sy  mptomati- 
cally;  cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydratiipn;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 
absorption.  rev.  10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 
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The  laboratory  data  include  the  urinalysis, 
CBC,  SMA  with  electrolytes,  and  amylase, 
and  these  were  all  quite  normal.  The  protocol 
states  that  there  was  an  elevation  of  total  bili- 
rubin; however,  it  turns  out  that  this  was  a 
post-operative  elevation.  At  the  time  of  the 
admission  the  child  had  a normal  bilirubin 
level,  and  clinically  there  was  no  evidence  of 
jaundice. 

It  may  seem  a bit  disconcerting  to  have  a 
child  present  in  this  way  with  a paucity  of 
symptoms  and  a paucity  of  laboratory  find- 
ings, but  this  is  the  rule  rather  than  an  excep- 
tion. In  evaluating  a child  with  an  abdominal 
mass,  this  is  the  kind  of  situation  with  which 
you  are  frequently  faced.  I think  an  aggressive 
approach  to  this  child’s  problem  is  important. 
There  is  a rule  proposed  by  Dr.  Sidney  Farber 
for  all  pediatricians,  “Every  mass  in  an  infant 
or  a child  should  be  regarded  as  a malignant 
neoplasm  until  proven  otherwise.”  Even 
though  malignancies  are  extremely  uncommon 
in  the  pediatric  age  group,  they  tend  to  be 
embryonal  tissue  and  extremely  malignant. 
Thus,  this  child  must  be  evaluated  with  the 
utmost  urgency,  if  not  as  an  emergency  case. 

At  this  stage  of  the  game,  we  are  left  with 
practically  the  entire  differential  diagnosis  of 
abdominal  masses  in  infants  and  children.  We 
have  many  interesting  negative  findings  but 
very  little  to  direct  us  in  a positive  way.  I 
think  it  is  safe  to  say  here  that  the  radiographic 
findings  are  absolutely  crucial  in  making  a di- 
agnosis. I would  like  to  ask  Dr.  Floyd  to  show 
us  at  least  the  pre-operative  films,  which  will 
be  most  helpful  in  discussing  the  remainder  of 
the  differential  diagnosis. 

Harold  Floyd , M.D.:  We  will  look  at  ab- 
dominal radiographs  on  this  child.  The  first 
one  is  a film  taken  out  of  a sequence  in  an 
IVP.  This  was  done  before  surgery  at  another 
hospital.  Both  kidneys  have  their  pelvocaly- 
ceal  systems  visualized  and  they  are  normal 
in  size,  shape  and  configuration.  The  relatively 
large  size  of  the  kidneys  in  this  child  is  the 
normal  picture.  These  should  measure  at  least 
four  vertebrae  plus  the  disc  interspaces.  There 


is  obviously  no  evidence  of  hydronephrosis 
and  these  kidneys  are  not  displaced. 

The  fundus  of  the  stomach  contains  both 
air  and  fluid.  The  antrum  is  displaced  upward. 
The  duodenum  contains  air  (probably  as  a 
result  of  their  giving  the  child  a Pepsi-Cola) 
and  is  pushed  way  out  to  the  right,  localizing 
our  mass  in  the  mid-epigastrium.  It  is  seen  on 
both  sides  of  the  midline. 

The  films  (post-operative)  from  the  upper 
GI  series  (Fig.  1)  confirm  what  we  found 


Fig.  1.  Post-operative  upper  G-I  series,  showing  metal 
clips  defining  a large  mass  compressing  and  widening 
the  duodenal  sweep. 


when  we  did  the  IVP.  I would  remark  here 
that  it  is  helpful  to  make  use  of  whatever 
contrast  you  have  in  the  body;  in  this  case,  the 
air.  It  can  often  give  you  as  much  information 
as  any  exogenous  contrast  material.  This  film 
merely  confirms  what  we  already  know,  that 
there  is  a mass  which  is  displacing  and  en- 
croaching upon  the  duodenum.  It  appears  to 
be  exerting  extrinsic  pressure  upon  the  duo- 
denal sweep  and  widening  the  distance  between 
the  first  and  third  portions  of  the  duodenum. 
This  is  a mass  in  the  head  of  the  pancreas. 

Dr.  Stewart : I just  would  like  to  summarize 
what  I felt  was  significant  about  the  x-ray  films 
on  this  child.  Dr.  Floyd  assures  me  that  this 
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is  a retroperitoneal  mass  and  that  it  is  of  water 
density.  It  definitely  extends  acrosss  the  mid- 
line and  there  is  widening  of  the  duodenal  loop. 
The  mass  contains  no  areas  of  calcification, 
bone  or  teeth.  It  is  located  in  the  area  of  the 
pancreas  and  there  is  dislocation  of  the  stom- 
ach and  small  bowel  upward  and  anteriorly. 
The  location  and  the  appearance  of  the  kid- 
neys are  completely  normal.  The  appearance 
of  the  liver  is  normal.  There  is  no  evidence 
of  metastatic  lesions  in  the  lungs  or  bones. 

This  information  is  very,  very  helpful  in 
narrowing  down  some  of  the  possible  diag- 
noses which  would  be  considered.  In  a study 
of  over  1000  children,  Dr.  Leonard  Graivier1 
reviewed  the  incidence  of  various  abdominal 
masses  and  it  was  found  that  49%  had  their 
origin  in  the  GU  tract,  20%  were  intraperi- 
toneal  tumors,  16%  were  neuroblastomas,  10% 
were  primary  retroperitoneal  tumors  and  4% 
were  miscellaneous  type  tumors. 

On  the  basis  of  the  physical  findings,  with 
the  large  right  upper  quadrant  mass,  one  of 
the  very  first  orders  of  business  was  to  get 
an  IVP,  because  half  of  the  tumors  could  be 
expected  somewhere  in  the  genitourinary  tract. 
The  presence  of  a perfectly  normal  study  pro- 
vides very  valuable  information,  and  we  can 
quickly  rule  out  several  of  the  diagnoses  that 
originally  might  have  been  considered.  Among 
these  would  be  diseases  such  as  polycystic  kid- 
neys, multilocular  cysts  of  the  kidneys,  hydro- 
nephrosis and  Wilms’  tumor.  I would  like  to 
point  out  that  the  presence  of  a normal  urin- 
alysis does  not  rule  out  Wilms’  tumor,  because 
patients  with  Wilms’  tumor  in  the  pediatric  age 
group  usually  do  not  have  hematuria,  as 
opposed  to  adults  with  renal  cancers.  In  fact, 
only  15%  will  have  hematuria.  When  hema- 
turia is  present,  it  usually  indicates  a fairly 
advanced  lesion,  and  at  such  a stage  one  would 
expect  to  see  some  metastatic  lesions.  I think 
we  can  very  quickly  rule  this  out. 

A normal  IVP  is  also  extremely  helpful  in 
ruling  out  neuroblastoma,  the  most  common 
retroperitoneal  mass  seen  in  the  pediatric  age 
group.  Approximately  70%  of  the  neuroblas- 
tomas arise  from  the  adrenal  medulla  or  the 


upper  abdominal  sympathetic  chain.  The  char- 
acteristic x-ray  finding  here  is  maximal  displace- 
ment of  the  kidney  on  the  affected  side  and  the 
displacement  is  usually  from  the  midline  later- 
ally. Wilm’s  tumor,  on  the  other  hand,  usually 
causes  major  distortion  of  the  calyces.  This 
difference  is  not  always  so  clear-cut  as  we 
would  like,  and  on  occasion  it  is  extremely  dif- 
ficult to  separate  one  fom  the  other.  But,  so 
long  as  we  are  not  likely  to  be  dealing  with 
either,  we  won’t  go  into  this  any  further. 

This  child’s  age  in  no  way  rules  out  the  pos- 
sibility of  a neuroblastoma,  although  we 
usually  see  them  much  earlier.  As  you  know, 
the  prognosis  in  neuroblastoma  would  be  ex- 
tremely grim  for  this  child  if  she  had  reached 
the  age  of  4 with  this  lesion.  But  this  time, 
we  would  expect  to  see  other  evidence  of  the 
tumor  such  as  hepatomegaly,  cervical  or  axil- 
lary adenopathy,  exophthalmos  or  a persistent 
pain  and  fever  from  wide-spread  osseous 
metastases.  As  you  recall,  the  neuroblastoma 
metastasizes  to  the  bones,  while  the  Wilms’ 
tumor  metastasizes  primarily  to  the  lungs.  Oc- 
casionally, with  neuroblastoma,  one  might  see 
hypertension,  tachycardia,  sweating  and  pallor 
secondary  to  the  high  levels  of  catecholamines 
that  are  produced.  Finally,  these  children  may 
present  with  the  main  complaint  of  diarrhea. 

Radiographically,  in  approximately  45%  of 
neuroblastomas,  one  sees  calcification  which  is 
secondary  to  the  hemorrhage  and  necrosis  in 
the  lesion.  The  tumor  is  one  which  spreads 
across  the  midline,  as  this  one  does.  However, 
despite  this,  in  considering  the  whole  picture, 
I doubt  that  this  is  a neuroblastoma. 

The  second  major  organ  system  to  be  con- 
sidered in  the  right  upper  quadrant  is  obviously 
the  liver.  Here  we  have  such  malignant  lesions 
as  primary  hepatoma  or  a rare  sarcoma  such 
as  rhabdomyosarcoma;  in  the  benign  cate- 
gory, we  might  see  a hematoma  or  heman- 
gioma or  hamartoma.  Tumors  of  the  liver  are 
fairly  uncommon  in  the  pediatric  age  group, 
yet  they  do  occur  with  enough  frequency  so 
that  they  do  warrant  some  consideration. 
Again,  it  is  not  possible  to  rely  on  our  labora- 
tory data,  because  in  order  to  have  changes  in 
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liver  function  studies,  there  must  be  either  very 
diffusely  involved  liver  or  some  kind  of  ob- 
struction of  the  bile  ducts.  Jaundice  and  ascites 
are  not  the  usual  accompaniment  to  hepatic 
tumors  in  children,  so  the  absence  of  these 
findings  again  is  not  of  any  great  significance. 

In  the  instance  of  hepatic  tumors,  the  history 
is  likely  to  be  helpful  in  contrast  to  the  other 
lesions  discussed,  as  these  children  are  inclined 
to  be  symptomatic.  It  is  much  more  common 
to  record  such  complaints  as  anorexia,  weight 
loss,  nagging  abdominal  pain  and  discomfort, 
and  anemia  is  frequently  present.  In  other 
words,  the  children  with  hepatic  tumors  come 
in  sicker  than  children  with  most  of  the  other 
tumors  we  see.  As  I mentioned,  the  normal 
appearance  of  the  liver  on  the  radiographs 
makes  me  think  an  hepatic  lesion  is  unlikely. 

I would  like  to  mention  two  other  lesions. 
You  may  protest  a bit  because  these  are  intra- 
peritoneal  lesions,  but  because  they  can  occur 
in  the  area  of  the  duodenal  loop,  I will  include 
them  in  our  list  of  possibilities.  The  first  is  a 
duplication  of  the  alimentary  tract.  This  lesion 
can  occur  anywhere  from  the  posterior  part 
of  the  tongue  all  the  way  down  to  the  anus. 
It  is  most  commonly  seen  in  the  ileum.  When 
it  occurs  in  the  duodenum,  it  is  usually  on  the 
inner  surface,  and  you  will  see  it  positioned  in 
the  loop.  These  are  usually  symptomatic,  and 
manifest  themselves  either  by  obstruction  and 
pain,  or  gastrointestinal  bleeding.  Obstruction 
may  occur  as  a result  of  compression  of  the 
adjacent  intestinal  lumen,  or  with  intussuscep- 
tion or  volvulus  as  a result  of  the  presence  of 
the  mass.  Because  the  duplication  usually  lies 
within  the  leaves  of  the  mesentery,  there  may 
be  pressure  on  the  mesenteric  vessels,  with  sub- 
sequent necrosis,  sloughing  and  bleeding  of 
the  mucosal  tissue.  This  is  one  of  the  reasons 
that  these  children  have  intestinal  blood  loss. 
Another  reason  is  that  many  of  these  duplica- 
tions are  lined  with  gastric  mucosa  and  the 
acidity  may  ulcerate  the  adjacent  intestinal 
mucosa. 

The  second  lesion  seems  even  less  likely, 
and  that  is  a mesenteric  cyst.  This  generally 
presents  with  progressive  painless  abdominal 


swelling.  The  mass  is  usually  freely  movable 
and  is  usually  of  a flabby  consistency.  Occa- 
sionally you  will  be  able  to  palpate  a fluid 
wave  or  shifting  dullness.  The  wall  of  the  cyst 
may,  in  fact,  be  so  flabby  that  you  cannot  even 
palpate  the  mass,  and  you  may  not  even  be 
aware  that  it  is  present.  This  lesion  has  very 
little  resemblance  to  the  very  hard,  immovable 
mass  that  has  been  described  in  the  protocol. 

I would  now  like  to  get  to  what  I feel  are 
some  of  the  more  likely  possibilities  in  today’s 
case.  Because  the  mass  is  located  in  the  duo- 
denal loop,  the  obvious  organ  to  consider 
would  be  in  the  pancreas.  Is  there  something 
going  on  in  this  child’s  pancreas?  In  pediatrics, 
we  don’t  deal  with  the  pancreas  often.  Both 
disorders  of  the  pancreas  and  tumors  of  the 
pancreas  are  relatively  uncommon  and  the 
most  common  lesion  that  we  see,  of  course, 
is  cystic  fibrosis.  This  does  not  present  with 
gross  cyst  or  tumor  formation.  We  will  dis- 
miss that  immediately. 

A congenital  cyst  might  be  considered. 
However,  these  are  usually  multiple  and  are 
usually  associated  with  polycystic  disease.  Re- 
tention cysts  are  entities  that,  again,  we  don’t 
see  in  pediatrics.  They  result  from  obstruction 
of  the  major  pancreatic  duct  and  usually  fol- 
low chronic  pancreatitis.  We  pediatricians  do 
not  see  much  chronic  pancreatitis.  As  a matter 
of  fact,  we  see  very  little  pancreatitis  of  any 
kind.  Parasitic  cysts  such  as  we  might  find 
with  Echinococcosis  are  not  encountered  in 
this  country,  but  would  have  to  be  considered 
more  seriously  if  the  patient  had  lived  some- 
place else. 

Now  a somewhat  more  likely,  but  still  un- 
common lesion,  is  pseudocyst  of  the  pancreas. 
This  mass  generally  follows  a very  violent 
trauma  or  a bout  of  acute  infectious  pancreati- 
tis such  as  might  occur  with  mumps.  Although 
the  diagnosis  of  pancreatitis  may  have  been 
missed,  I doubt  this  because  these  children  are 
usually  quite  sick.  They  have  severe  nausea, 
vomiting  and  high  fevers,  and  they  look  very 
much  like  adults  with  pancreatitis.  The  ab- 
sence of  any  past  history  suggesting  either 
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severe  trauma  or  a bout  of  pancreatitis  causes 
me  to  rule  out  this  lesion. 

Pancreatic  neoplasms  are  equally  rare.  To 
give  you  some  idea  about  how  often  they 
occur,  in  one  study  in  19522,  nine  cases  of  car- 
cinoma of  the  pancreas  were  collected  in 
children  under  15  years  of  age.  In  another 
study  in  1964, 3 16  cases  were  reported.  You 
can  see  that  only  a case  or  two  per  year  is 
being  added,  and  that  the  numbers  here  are 
extremely  small.  You  may  not  find  this  lesion 
even  mentioned  in  some  surgical  texts,  and 
there  are  some  texts  which  state  that  this  lesion 
does  not  exist  in  children.  Generally,  this  pres- 
ents with  GI  upset  such  as  anorexia  or  diar- 
rhea, and  a fairly  high  incidence  of  GI  bleed- 
ing. Jaundice  may  or  may  not  be  present. 
Thus,  pancreatic  neoplasm,  either  adenocarci- 
noma or  a benign  adenoma,  could  be  the  lesion 
in  this  child. 

Teratomas  are  the  third  most  common  retro- 
peritoneal masses  found  in  children.  The  le- 
sion is  much  more  common  in  females  than  in 
males,  and  the  presenting  complaint  is  usually 
an  abdominal  mass  which  is  generally  very 
large.  The  lesions  arise  high  in  the  retroperi- 
toneal region  and  are  close  to  the  pancreas, 
the  kidneys  and  the  root  of  the  mesentery. 
They  may  present  on  either  side  of  the  midline 
or  may  cross  the  midline  so  as  to  extend  into 
both  sides  of  the  retroperitoneal  space.  Radio- 
graphs of  this  lesion  often  show  a mass  which 
may  have  some  spotty  areas  of  calcification  or 
it  may  demonstrate  some  bones  and  some  teeth. 
Neither  one  of  these  clues  was  present  in  this 
child.  The  IVP  may  show  some  displacement 
of  the  kidney  on  the  affected  side.  These  le- 
sions are  generally  encapsulated  lesions  and 
they  may  be  either  predominantly  cystic,  or 
solid  with  multiple  small  cysts.  A teratoma 
may  be  malignant,  although  the  majority  of 
them  tend  to  be  benign.  Despite  the  fact  that 
they  are  fairly  benign  lesions,  they  nonetheless 
have  a very  high  operative  mortality  rate  be- 
cause of  technical  difficulties  due  to  the  large 
size  of  the  masses  and  their  attachment  to  many 
of  the  adjacent  structures. 

In  conclusion,  I feel  that  the  most  likely 


lesion  in  this  case  is  a teratoma.  However, 
short  of  exploring  the  abdomen,  I don’t  know 
how  you  could  make  any  really  positive  state- 
ment about  exactly  what  the  surgeon  will 
find.  An  aortogram  might  have  been  of  some 
help  in  defining  which  blood  vessels  were  go- 
ing to  this  mass.  You  recall  from  the  protocol 
that  this  child  had  already  been  explored,  and, 
even  though  no  major  surgical  procedure  was 
done,  there  was  undoubtedly  a biopsy.  Thus, 
I am  sure  that  the  surgeons  probably  had  a 
good  idea  of  what  they  were  going  to  find 
when  the  child  was  re-opened,  and  justifiably 
did  not  feel  that  this  kind  of  a study  was 
necessary. 

I don't  know  if  Dr.  Floyd  showed  the  x-rays 
taken  after  the  first  operation,  but  the  surgeon 
had  very  neatly  clipped  around  the  entire 
tumor,  and  to  me  this  would  be  very  peculiar 
behavior  on  the  part  of  any  surgeon  who  did 
not  think  he  was  dealing  with  a malignancy. 
So  I will  add  that  this  lesion  is  probably  malig- 
nant—a malignant  retroperitoneal  teratoma. 

Dr.  John  Moon:  Dr.  Frable  will  present  the 
pathology  on  the  case  today. 

Discussion  of  Pathology 

William  /.  Frable , M.D.:  Today  we  are 
presenting  a curiosity  among  rarities.  This 
child  was  first  explored  at  another  hospital  and 
a large  tumor  mass  was  found  and  biopsied. 
The  pathologists  were  unsure  as  to  what  the 
tumor  was,  other  than  that  it  was  probably  a 
tumor  of  the  pancreas  and  probably  malig- 
nant. At  the  second  operation  a large  tumor 
was  found  in  the  head  and  body  of  the  pan- 
creas. This  was  removed  by  a Whipple  opera- 
tion. A proximal  gastric  resection  was  included 
in  the  resected  specimen.  The  displacement 
of  the  duodenum  seen  in  the  gross  specimen 
corresponds  well  to  the  radiograph  of  the 
upper  gastrointestinal  tract. 

The  cut  surface  of  the  lesion  was  partially 
hemorrhagic.  The  tumor  appeared  to  be  en- 
capsulated. (Fig.  2) 

Histologic  examination  revealed  that  the 
tumor  was  infiltrating  the  surrounding  tissue 


ATlume  99,  March,  1972 


295 


and  was  made  up  of  rather  small,  undifferen- 
tiated cells.  On  closer  examination  the  tumor 


Fig.  2.  Gross  photograph  of  resected  tumor  in  head 
and  body  of  pancreas. 


grew  in  small  acinar  structures  and  a cord-like 
pattern.  There  were  large  spaces  in  some  areas. 
The  cells  were  of  the  size  that  we  expect  to 


thought  this  was  probably  an  islet  cell  tumor, 
questionably  malignant. 

In  another  area  the  cells  were  somewhat 
larger,  more  in  keeping  with  a carcinoma  of 
the  acinar  cells  or  exocrine  portion  of  the  pan- 
creas. (Fig.  3)  At  the  infiltrating  margins  of 
the  tumor  it  had  a squamoid  appearance  with 
a suggestion  of  keratinization  and  intercellular 
bridges. 

I was  able  to  find  a description  of  a similar 
case  in  the  monograph  which  was  written  by 
Dr.  Franz  from  Columbia.2  That  tumor  also 
occurred  in  a young  patient  and  had  the  exact 
morphology  of  this  tumor.  It  has  been  specu- 
lated that  these  tumors  are  of  islet  cell  origin 
and  there  have  been,  as  indicated  by  Dr.  Stew- 
art, 16  reported  cases.  These  are  considered 
to  be  carcinomas  of  the  pancreas  and  the  16 
cases  reported  to  date  are  all  under  15  years 
of  age.  All  of  them  have  the  morphology  as 
illustrated  here,  with  the  small  acinar  struc- 
tures and  squamoid  or  squamous  areas. 


Fig.  3.  Photomicrograph  of  tumor,  showing  predominantly  acinar-type  adenocarcinoma,  with 
focus  of  squamoid  differentiation  at  left  side  of  figure. 


see  with  islet  cell  tumors  of  the  pancreas  and,  Because  they  do  resemble  islet  cells,  there 
in  fact,  the  consultants  who  saw  this  tumor  has  been  postulated  a dual  origin  of  these  tumors 
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from  both  duct  and  islet  issue.  This  was  our 
interest  in  studying  this  tumor  by  electron 
microscopy.4  The  material  examined  to  date 
indicated  that  this  was  a tumor  of  the  exocrine 
portion  of  the  pancreas  exclusively.  There 
were  no  tumor  cells  that  had  any  of  the  spe- 
cific granules  of  islet  tissue.  On  that  basis  we 
have  classified  this  as  a carcinoma  of  the  pan- 
creas, infantile  type,  with  squamous  metaplasia. 

The  average  age  of  the  16  reported  patients3 
is  6.3  years,  with  a median  age  of  4.7  years. 
There  have  been  eight  females  and  eight  males. 
Fifteen  of  the  16  patients  have  died  of  tumor, 
with  an  average  survival  of  4.3  months.  There 
is  a single  survivor  of  about  15  years’  duration. 
This  patient,  as  most  of  the  rest  who  did  not 
have  gross  evidence  of  metastasis,  was  treated 
by  radical  pancreatico-duodenectomv.  The 
presenting  complaints  in  the  reported  cases 
were  almost  invariably  intestinal  obstruction 
and  gastrointestinal  bleeding.  Our  patient  did 
not  appear  to  have  gastrointestinal  bleeding. 
The  tumors  have  involved  the  head  and  body 
of  the  pancreas  in  eight  patients,  the  head  only 
in  five  patients,  and  diffusely  involved  the 
pancreas  in  three.  Liver  metastases  have  been 
present  in  10  of  the  16  cases. 

Actually,  benign  islet  cell  tumors  of  the 
pancreas  (which  are  also  rare  in  children)  are 
slightly  more  common  than  this.  Malignant 
islet  cell  tumors  of  the  pancreas  in  children 
are  less  common  than  this  tumor. 

The  subsequent  course  of  this  patient  was 
unhappy.  At  operation  the  surgeons  found  that 
they  could  get  around  this  tumor  with  the 
important  exception  of  the  superior  mesenteric 
vein,  the  wall  of  which  was  invaded  by  tumor. 
They  attempted  to  resect  that  area  in  continu- 


ity and  were  able  to  do  so  and  make  a re- 
anastomosis of  the  superior  mesenteric  vein. 

The  patient  did  well  for  the  first  24  hours 
and  then  had  a grand-mal  seizure,  and  appar- 
ently at  that  time  had  a low  serum  sodium. 
She  then  began  to  suffer  from  abdominal  dis- 
tention and  abdominal  tenderness,  and  was 
re-explored  on  the  fourth  postoperative  day. 
At  this  time,  the  entire  small  bowel  was  found 
to  be  gangrenous  and  the  patient  was  closed. 
It  was  felt  that  she  would  pursue  a rather  rapid 
downhill  course,  but  amazingly  enough,  she 
did  not.  She  held  on  for  another  week,  and 
her  temperature  with  antibiotic  therapy  re- 
mained relatively  normal.  Her  abdominal  dis- 
tention did  not  particularly  progress,  and  she 
was  re-explored  for  the  third  time  on  the  11th 
postoperative  day.  At  this  time,  there  was 
actual  liquefaction  of  the  small  intestine.  She 
was  closed  and  died  within  48  hours  after  this 
third  operation.  Permission  for  autopsy  was 
refused. 
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A Clinical  Assessment  of  the  Practical 
Value  of  Operant  Conditioning  Tech- 
niques in  Re-establishing  Speech  in 
Mute  Psychotics 

The  purpose  of  this  study  was  to  attempt 
to  assess  the  practical  value  of  operant  condi- 
tioning techniques  in  re-establishing  speech  in 
mute  and  near  mute  psychotics.  Nearly  all 
of  the  previously  reported  studies  in  this  field 
have  been  concerned  with  only  small  numbers 
of  patients.  Operant  conditioners  seem  to  take 
it  as  a matter  of  faith  that  their  methods  are 
effective  and  applicable  to  all,  but  this  has  yet 
to  be  demonstrated  on  a large  scale.  What  we 
were  interested  in  ascertaining  was  how  much 
practical  benefit  can  be  expected  in  routine  ap- 
plication of  these  methods  in  a typical  mental 
hospital  setting.  The  techniques  developed  by 
Sherman  (1965)  were  utilized,  and  this  study 
was  a partial  replication  of  his  work.  It  dif- 
fered primarily,  however,  by  using  more  pa- 
tients and  by  making  group  comparisons.  For 
a more  complete  introduction,  the  reader  is 
referred  to  the  original  research  proposal.  The 
research  was  conducted  at  Southwestern  State 
Hospital  in  Marion,  Virginia.  This  article  is 
a product  of  a research  grant  supported  by  the 
Virginia  Department  of  Mental  Hygiene  and 
Hospitals  Research  Grant  SWSH-2-70. 

Procedure 

In  order  to  assess  the  initial  level  of  muteness 
in  proposed  subjects  for  this  study,  it  was  nec- 
essary to  develop  a scale  for  measuring  verbal- 
ness at  a very  low  level.  Such  a scale  was 
developed  by  the  author  and  was  named  the 
Minimal  Verbalization  Scale  (MVS).  The 
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questions  are  quite  simple  and  can  mostly  be 
answered  with  one  word. 

Prior  to  the  beginning  of  this  study,  the 
Nursing  Service  of  the  hospital  supplied  the 
author  with  a list  of  approximately  fifteen 
names  of  individuals  whom  they  considered  to 
be  mute  psychotics.  Administration  of  the 
MVS  to  these  patients  proved  to  be  quite  a 
surprise.  Using  their  responsiveness  to  the  scale 
as  the  criterion,  only  one  appeared  to  be  com- 
pletely mute  while  two  others  appeared  to  be 
semi-mute.  Most  of  the  others  actually  ob- 
tained fairly  high  scores  on  this  test.  The  list 
of  names  apparently  included  many  patients 
who  would  not  always  answer  questions  but 
would  some  of  the  time.  Thus,  with  slightly 
fewer  than  half  as  many  subjects  available  as 
had  been  desired,  the  experimental  design  had 
to  be  changed. 

Subjects  ranged  in  age  from  27  to  60.  Length 
of  hospitalization  was  from  16  to  41  years. 
With  one  exception,  all  were  females.  Mute 
subjects  were  randomly  assigned  to  control  and 
experimental  conditions  with  a ratio  of  three 
to  six.  One  semi-mute  was  randomly  assigned 
to  each  condition  making  a total  of  seven  ex- 
perimental and  four  control  subjects.  In  ad- 
dition to  being  given  the  MVS,  subjects  were 
also  given  the  Minimal  Social  Behavior  Scale 
(MSBS).  This  scale  is  a low  level  measure  of 
interpersonal  responsiveness  in  both  verbal  and 
non-verbal  terms.  The  reason  for  administer- 
ing this  scale  was  to  have  another  measure  of 
improved  adjustment  which  would  not  be 
completely  verbal  and  which  would  be  inde- 
pendent of  any  training  effects. 

With  the  exception  of  subject  one,  who  was 
given  thirty-three  sessions  and  subject  two, 
who  was  given  eleven  sessions,  all  other  experi- 
mental subjects  were  given  from  twenty-three 
to  twenty-seven  sessions.  Sessions  were  about 
forty-five  minutes  in  length  and  were  given 
twice  a week  from  March  to  June,  1971. 
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. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyperactive  bowel 

D simethicone— for  accompanying  distension  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscy amine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Control  subjects  were  given  no  special  treat- 
ment but  merely  re-evaluated  after  the  experi- 
mental sessions  were  over. 

In  order  to  work  toward  the  development 
of  speech,  it  was  decided  to  reinforce  subjects 
for  imitating  the  experimenter.  Four  levels  of 
imitation  were  developed  which  successively 
approximated  speech.  Level  one  was  com- 
pletely nonauditory  and  was  used  to  build  a 
generalized  tendency  to  imitate  the  experi- 
menter. Reinforced  behavior  at  this  level  in- 
cluded standing  up,  sitting  down,  touching  the 
table,  manipulating  a form  board,  picking  up 
a spoon  and  using  the  spoon  to  stir  in  a cup. 
Level  two  behaviors  required  the  subjects  to 
make  noise  but  without  their  vocal  apparatus; 
for  example,  tapping  with  their  fingers  on  the 
table,  clapping  hands,  stamping  feet  and  manip- 
ulating different  kinds  of  noise  makers.  Level 
three  involved  movements  of  the  head  asso- 
ciated with  speech  and  ranged  from  nodding 
the  head  and  looking  up  at  the  ceiling  to  stick- 
ing out  the  tongue,  opening  and  closing  the 
mouth  and  moving  the  lips.  The  last  part  of 
level  three  involved  blowing  out  a match 
which  was  followed  by  blowing  a harmonica. 
Level  four  varied  from  vocalization  to  verbal- 
ization through  the  following  steps:  clearing 
throat,  coughing,  moaning,  humming  and  sing- 
ing a single  syllable.  At  this  point,  subjects 
were  to  be  trained  to  say  the  word  for  the 
reinforcer  which  they  had  most  frequently 
chosen.  After  doing  this  successfully,  they 
were  to  be  trained  on  either  the  odd  or  even 
items  of  the  MVS.  In  all  cases,  subjects  were 
given  a choice  among  a piece  of  candy,  a 
cigarette  or  a penny.  Interestingly  enough, 
they  almost  never  chose  the  penny.  Money, 
of  course,  is  a secondary  reinforcer,  and  it  ap- 
parently lost  its  reinforcement  value  for  them 
during  their  long  years  of  hospitalization. 

The  project  research  consultant,  Dr.  Nob- 
lin,  devised  an  alternative  procedure  to  be 
used  if  the  subject  blocked  at  a particular  level. 
The  idea  was  to  try  to  build  a relationship 
between  the  subject  and  something  that  might 
be  less  threatening  than  a human  therapist.  A 
continuum  of  increasing  humanness  was  de- 


veloped which  consisted  of  an  animal  doll,  a 
live  animal  and  a human  doll.  It  was  felt  that 
it  might  be  easier  for  a subject  to  relate  to 
these  and  to  do  what  they  requested.  Individ- 
ual personalities  were  created  for  these  and 
the  subject  encouraged  to  relate  to  them.  Un- 
fortunately, most  of  these  patients  were  too 
regressed  to  relate  to  inanimate  objects  and 
most  even  seemed  to  fear  the  live  animal. 

Results  and  Discussion 

Statistical  analysis  of  the  data  was  done  using 
the  Mann- Whitney  U Test  (Siegel,  1956).  A 
comparison  of  the  experimental  and  control 
subjects  yielded  a U of  eleven  which  corre- 
sponds to  a probability  of  .324  for  a one-tailed 
test.  All  tests  in  this  experiment  were  one- 
tailed  since  it  was  predicted  that  the  experi- 
mentals  would  do  better  than  the  controls  in 
every  comparison. 

Scores  were  obtained  on  the  Minimal  Social 
Behavior  Scale.  A comparison  of  the  experi- 
mental and  control  gave  a U of  12  with  prob- 
ability equal  to  .394.  As  can  be  readily  seen, 
none  of  the  comparisons  come  anywhere  close 
to  statistical  significance. 

As  far  as  scores  on  the  MVS,  which  was  of 
primary  consideration,  were  concerned,  there 
was  extremely  great  variance  within  groups— 
much  more  so  than  between  groups.  It  seems 
likely  that  our  original  groups  were  not  as 
alike  in  levels  of  verbalness  as  was  assumed  on 
the  basis  of  test  scores;  i.e.,  there  were  great 
individual  differences  which  were  not  reflected 
in  our  test.  It  is  easy  to  see  why  in  the  past 
that  intra-individual  comparisons  have  been 
made  rather  than  group  comparisons.  There 
appear  to  be  small  clinical  gains  for  the  experi- 
mentals  which  were  not  reflected  in  test  gains 
due  to  their  infrequency  of  occurrence  and 
being  types  of  behavior  not  tapped  by  these 
scales.  Major  gains  were  made  by  experimental 
subjects  6 and  2.  Subject  6’s  gains  were  in  both 
scales  and  on  all  testing.  Furthermore,  an  aide 
who  had  known  this  patient  for  ten  years  was 
amazed  to  hear  her  talking  to  the  conditioner 
as  she  reported  that  she  had  never  heard  her 
speak.  Ffer  overall  adjustment  is  much  im- 
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proved  and  she  has  been  subsequently  moved 
to  a more  active  ward.  Subject  2’s  gains  seemed 
to  have  failed  to  generalize  beyond  the  ex- 
perimenter and  is  reflected  by  her  post-experi- 
mental scores  on  the  MSBS  and  MVS.  How- 
ever, the  aides  on  her  ward  reported  improved 
adjustment  as  she  was  starting  to  do  things  for 
herself,  such  as  bathing.  In  addition,  she  was 
“talking”  quite  a bit  with  the  conditioner, 
though  not  with  others. 

Thus,  of  seven  patients  who  were  given 
operant  training  toward  encouraging  speech, 
only  two  improved  markedly.  It  is  worth  not- 
ing that  in  both  cases  the  improvement  was 
rapid.  There  would  seem  to  be  some  question, 
based  on  these  results,  of  the  efficiency  of  the 
operant  conditioning  techniques  for  such  se- 
verely regressed  psychotics.  In  some  selected 
cases,  the  techniques  seemed  to  do  quite  well, 
but  perhaps  in  the  majority  of  cases  they  are 
of  dubious  value.  While  it  appears  that  small 
gains  can  be  made  in  almost  all  cases,  the  gains 
hardly  justify  the  expenditure  of  effort  in  most 
cases.  Our  experience  would  indicate  that  the 
optimal  therapeutic  strategy  would  be  to  give 


preliminary  screening  trials  and  to  continue 
only  with  those  who  show  rather  rapid  im- 
provement. Happily,  it  can  be  reported  that 
news  of  our  successes  has  spread  through  the 
hospital,  and  one  of  the  physicians  asked  the 
operant  conditioner  to  work  with  another 
mute  patient  on  a strictly  therapeutic  basis. 
After  relatively  few  sessions,  this  woman 
began  to  talk  and  has  now  left  the  hospital  on 
convalescent  leave.  Encouraged  by  our  initial 
success  in  this  field,  we  are  hoping  that  operant 
conditioning  therapy  can  be  continued  on  a 
small  but  regular  basis. 
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Clinical  Center  Study  of  Precocious  Puberty 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  precocious  pu- 
berty to  the  National  Institute  of  Child  Health 
and  Human  Development’s  Reproduction  Re- 
search Branch  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Patients  will  be  considered  for  study  and 
treatment  regardless  of  age,  sex,  or  duration  of 
signs. 

Upon  completion  of  studies,  patients  will  be 


returned  to  the  care  of  the  referring  physician 
who  will  receive  a summary  of  findings  with 
recommendations  for  further  therapy. 

Physicians  interested  in  having  their  patients 
considered  for  admission  may  write  or  tele- 
phone: Howard  Kulin,  M.D.  or  Griff  T.  Ross, 
M.D.,  Clinical  Center,  Room  10-B-09,  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland 
20014.  Telephone:  301-496-4686. 
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Diagnosis  and  Treatment-  of  Bleeding 
Disorders  by  the  Primary  Physician 

The  diagnosis  and  treatment  of  pathological 
hemorrhage  secondary  to  disturbances  in  the 
blood  vessels,  platelets,  or  in  coagulation  is 
often  felt  to  be  solely  in  the  province  of  ex- 
perts, i.e.,  “clotters”.  The  purpose  of  this 
article  is  to  show  that  a large  proportion  of 
such  problems  can  be  handled  by  the  primary 
physician  with  the  use  of  a few  laboratory 
tests,  and,  even  more  important,  a complete 
history  and  physical  examination. 

The  investigation  of  any  patient  for  a bleed- 
ing disorder  is  usually  initiated  because  of  pre- 
vious or  current  abnormal  hemorrhage  or  con- 
templated surgery.  By  far  the  most  common 
cause  of  abnormal  bleeding  is  mechanical,  such 
as  postoperative  hemorrhage  from  an  over- 
looked “bleeder”,  or  menometrorrhagia  sec- 
ondary to  leiomyomas.  The  remaining  causes 
of  pathological  bleeding  can  be  divided  into 
abnormalities  of  platelets  and  vessels  (purpuric 
disorders)  and  abnormalities  of  coagulation. 

Table  I shows  common  clinical  differences 
between  the  two. 


Leede  test  (tourniquet  test),  commonly  used 
to  detect  such  abnormalities,  is  unreliable  with 
numerous  false  positives  and  false  negatives. 
The  Duke  bleeding  time,  (normally  up  to  three 
minutes,  borderline  three  to  six  minutes)  if 
properly  performed,  is  the  preferred  test  for 
vascular  defects.1  This  test,  however,  also  de- 
pends on  endothelial  integrity  and  the  integrity 
and  numbers  of  platelets,  and  may  be  abnormal 
in  von  Willebrand’s  disease.  Its  usefulness  is 
hampered  by  this  lack  of  specificity. 

Von  Willebrand’s  disease  or  syndrome  is  a 
complex  chronic  hemorrhagic  condition  char- 
acterized by  a prolonged  bleeding  time  in  the 
presence  of  normal  numbers  of  platelets  and 
normal  coagulation  of  the  blood.  It  is  asso- 
ciated with  mild,  factor  VIII  depression  (30- 
60%  normal),  abnormal  response  of  the  mi- 
crocirculatory  system  to  aspirin,  and  perhaps 
decreased  adhesiveness  of  platelets.  It  also  may 
be  genetically  related  to  telangiectasia.  The 
aspirin  tolerance  test  has  been  used  to  diagnose 
this  disease.  The  bleeding  time  in  von  Wille- 
brand’s disease  is  markedly  increased  by  small 
doses  of  aspirin  (0.3-0. 6 grams),  when  it  is 


TABLE  I 


Differentiation  Between  Coagulation  and  ‘ ‘Purpuric”  Disorders 


Findings 

Coagulation 

Abnormalities 

Abnormalities  of  Plate- 
lets and  Vessels 
(“Purpuric”  Conditions) 

Sex 

95%  of  hereditary 
forms  only  in  males 

Relatively  more  frequent 
in  females 

Positive  family  history 

Common 

Rare 

Hemarthroses 

Common 

Rare 

Petechiae 

Rare 

Common 

Traumatic  bleeding 

Delayed  onset; 
massive  and  rapid 

Immediate  onset;  slow 
and  persistent  oozing 

Vascular  Abnormalities 

Vascular  defects  may  be  hereditary  (vas- 
cular purpura)  or  acquired  (injury  by  drugs, 
viruses,  bacteria,  or  their  toxins) . The  Rumpel- 

W6 


measured  two  hours  after  the  administration  of 
the  drug.  Sometimes  the  test  must  be  tried 
more  than  once.  If  no  aspirin  has  been  taken 
for  three  to  four  days  previously,  the  bleeding 
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time  is  often  normal.  Administration  of  sim- 
ilar dosages  of  aspirin  to  normal  individuals  or 
those  with  other  hemorrhagic  manifestations 
will  not  prolong  the  bleeding  time  so  markedly, 
except  for  people  with  hereditary  telangiec- 
tasia.2 Additionally,  it  has  been  shown  that  the 
infusion  of  hemophiliac  plasma  will  cause  a 
progressive  rise  in  the  factor  VIII  activity  in 
the  plasma  of  those  with  von  Willebrand’s 
disease  for  reasons  unknown.3 


Platelet  Defects 

Platelet  defects  include  thrombocvtopenia, 
thrombasthenia  (Glanzman’s  disease),  throm- 
bopathy  (impaired  platelet  factor  III  activity, 
and  marked  thrombocytosis  (platelet  counts 


above  one  million).  Testing  for  bleeding  con- 
sidered secondary  to  platelet  abnormalities 
should  include  a routine  blood  count,  platelet 
count,  bleeding  time,  and  observation  of  clot 
retraction.  The  routine  blood  count  rules  out 
any  specific  hematologic  dyscrasia,  and  the 
blood  smear  gives  an  idea  of  the  number  and 
quality  of  the  platelets. 

If  platelet  morphologv  is  abnormal,  as  shown 
by  increased  platelet  anisocytosis  with  bizarre 
staining  properties  and  giant  forms,  thrombo- 
cytothemia  (marked  thrombocytosis)  or 
thrombasthenia  should  be  considered  rather 
than  a coagulation  defect.3 

The  platelet  count  is  quantitative,  but  also 
helps  evaluate  the  presence  of  abnormal  plate- 
lets. Because  a relatively  large  error  may  be 
inherent  in  even  the  best  method  of  counting 
platelets,  the  platelet  count  should  alwavs  be 
verified  bv  the  peripheral  smear  examination. 
Be  sure  to  look  for  platelets  at  the  feathered 
edge  of  the  blood  smear  before  concluding  that 
thrombocvtopenia  is  present.  The  platelets  are 
often  pushed  to  the  end  and  can  be  found  in 
clumps  here.  Smears  are  best  made  from 
EDTA  anticoagulated  blood  since  EDTA 
counteracts  the  propensitv  of  platelets  to  ag- 
glutinate. 

Observation  of  a clot  may  be  helpful  in  sus- 
pected platelet  defects  and  certain  coagulation 
abnormalities.  Clot  retraction  is  a specific  func- 
tion of  intact  platelets  and  is  poor  in  throm- 
bocytopenia, thrombasthenia,  and  thrombo- 
pathv.  Rapid  retraction  may  be  seen  in  throm- 
bocythemia  (marked  thrombocvtosis).  Clot 
retraction  is  normallv  complete  within  two  to 
three  hours.  Earlv  lysis  of  the  clot  (beginning 
within  an  hour)  mav  reveal  pathologically  ele- 
vated fibrinolysins  or  hvpofibrinogenemia.  In- 
stability of  the  clot  could  signify  factor  XIII 
deficiency,  and  abnormal  red  cell  fallout  may 
accompanv  thrombocythemia  as  well  as  other 
causes  of  platelet  function  defects.  These  may 
all  be  observed  at  bedside  bv  taping  a blood 
sample  to  the  patient’s  bed  and  checking  the 
resultant  clot  occasionallv.  Such  a clot  should 
remain  firm  for  at  least  48-72  hours,  even  if 
incubated  at  37°  C. 
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Blood  Coagulation  Disorders 

Disorders  of  blood  coagulation  are  either 
hereditary  involving  one  factor,  or  acquired, 
generally  affecting  several.  Such  hereditary 
disorders  are  rare,  involving  one  in  every 
10,000  people.  Of  these,  80%  are  factor  VIII, 
13%  factor  IX,  and  6%  XI  deficiencies.3  The 
remaining  factors  account  for  less  than  1 % of 
the  hereditary  coagulation  factor  deficiencies. 
Great  care  must  be  used  in  collecting  blood 
for  coagulation  studies  with  tissue  juice  con- 
tamination and  foaming  to  be  avoided.  A two- 
syringe  technique  should  be  employed,  and 
citrate  should  be  used  as  the  anticoagulant 
because  coagulation  factors  are  more  stable  in 
citrate  than  in  oxalate.  The  most  commonly 
used  tests  of  the  coagulative  phases  are  the 
prothrombin  time  (PT)  and  the  partial  throm- 
boplastin time  (PTT).  The  coagulation  sys- 
tem may  be  divided  into  three  pathways  as 
seen  in  Figure  1.  The  PT  is  affected  by 
changes  in  the  common  and  extrinsic  path- 
ways; the  PTT  by  changes  in  the  common  and 
intrinsic  pathways.  The  PTT,  therefore, 
measures  all  factors  except  VII  and  XIII,  and 
is  believed  to  be  the  best  single  screening  test 
for  coagulation  defects. 

If  the  PT  is  abnormal,  the  PTT  will  also 
be  abnormal  with  one  exception,  i.e.,  factor 
VII  deficiency.  Because  congenital  factor  VII 
deficiency  is  exceedingly  rare,  a prolonged  PT 
in  face  of  a normal  PTT  almost  invariably 
indicates  an  acquired  coagulative  disorder. 
Neither  the  PT  nor  the  PTT  is  affected  by  the 
level  of  platelets.4 

A word  of  caution,  however,  fibrinogen  can 
reach  levels  of  20-25  mg%  (normal  200-400 
mg%)  and  still  give  a normal  PT  or  PTT, 
even  when  bleeding  is  secondary  to  hypo- 
fibrinogenemia.  Therefore,  a fibrinogen  deter- 
mination also  should  be  performed  if  low  fi- 
brinogen levels  are  suspected.5  A quick  bedside 
estimation  of  whether  adequate  amounts  of 
fibrinogen  are  present  can  be  made  by  the  “Fi 
test”  and/or  the  thrombin  time.  The  “Fi  test” 
consists  of  latex  particles  coated  with  a specific 
antibody  to  fibrinogen.  When  this  reagent  is 
mixed  with  normal  plasma,  visible  fibrinogen- 


latex  aggregations  are  formed.  Such  aggrega- 
tions are  not  normally  found  in  hypofibrino- 
genemia.  Unfortunately,  false  positives  have 
been  observed  in  some  disease  states.5,6  The 
thrombin  time  is  obtained  by  adding  0.1  cc 
of  diluted  topical  thrombin  to  0.1  ml  of  plasma, 
and  observing  the  rate  of  formation  and  quality 
of  the  fibrin  gel.  The  topical  thrombin  is 
diluted  until  it  takes  10-12  seconds  to  form  a 
gel  with  normal  plasma.  A time  longer  than 
1 5 seconds  is  grossly  abnormal. 

The  thrombin  time  can  be  made  semiquan- 
titative  by  using  serial  dilutions  of  the  patient’s 
plasma  (lack  of  gel  formation  above  1/64  dilu- 
tion indicates  significant  hypofibrinogenemia) . 
The  thrombin  time  is  prolonged  not  only  by 
low  levels  of  fibrinogen,  but  also  by  heparin 
or  heparin-like  anticoagulants,  fibrin  split 
products,  or  abnormal  fibrinogen.  Prolonga- 
tion of  the  thrombin  time  is  corrected  by  add- 
ing normal  plasma  only  when  it  is  secondary 
to  hypofibrinogenemia.6 

Another  relatively  simple  test  for  elevated 
fibrinolysins  or  hypofibrinogenemia  is  the  eu- 
globulin  lysis  time.  In  this  test,  the  euglobulin 
fraction  of  the  patient’s  plasma  (consisting  of 
fibrinogen,  plasminogen,  and  plasminogen  ac- 
tivator) is  clotted  by  thrombin  and  allowed  to 
stand  at  37°  C for  three  hours.  If  the  test  is 
normal,  the  clot  should  form  by  1 5 minutes  and 
should  still  be  solid  after  3 hours.  This  test  is 
much  quicker  than  the  whole  blood  clot  lysis 
test,  because  the  euglobulin  fraction  does  not 
contain  antifibrinolysin.6,7 

Acquired  coagulation  disorders  include  those 
secondary  to  liver  disease,  vitamin  K defi- 
ciency, circulating  anticoagulants,  consumptive 
coagulopathies,  and  primary  fibrinolysis. 

The  liver  produces  factors  I,  II,  V,  VII,  IX, 
X,  and  probably  VIII.  Liver  disease  is  the  most 
common  cause  of  a complex  deficiency  involv- 
ing these  factors.7  Factors  II,  VII,  IX,  and  X 
are  vitamin  K dependent.  Therefore,  these  fac- 
tors may  be  low  not  only  in  liver  disease,  but 
also  in  vitamin  K deficiency  and  in  patients 
on  coumarin  agents  which  interfere  with  the 
action  of  vitamin  K.  In  acute  liver  disease  the 
prothrombin  level  reflects  liver  failure  more 
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accurately  than  does  the  serum  albumin,  and 
the  PT  may  often  help  in  assessing  liver  func- 
tion. The  PT  also  is  employed  commonly  to 
monitor  therapy  with  coumarin  agents.  Ther- 
apeutic levels  are  generally  considered  to  be 
two  to  two  and  a half  times  that  of  normal 
control  plasma.7 

However,  these  prophylactic  levels  are  based 
on  studies  using  human  brain  as  the  source  of 
thromboplastin.  Commercially  available  throm- 
boplastins use  animal  brain  sources  which  con- 
sistently give  shorter  prothrombin  times  than 
do  human  brain  preparations.  Furthermore, 
the  “therapeutic  range”  for  the  prothrombin 
time  varies  somewhat  markedly  from  one 
thromboplastin  reagent  to  another  when  they 
are  compared  against  standard  human  brain 
preparations.  Some  of  the  commercially  avail- 
able thromboplastins  vary  as  much  as  70%  in 
their  activity.  Studies  now  indicate  that  a good 
therapeutic  level  when  using  commercial  rea- 
gents is  1.25-1.75  times  the  normal  control 
value  or  15-30%  of  normal  prothrombin  ac- 
tivity. Use  of  the  conventionally  stated  pro- 
phylactic level  of  two  to  two  and  a half  times 
normal  leads  to  overanticoagulation  with  in- 
creased incidence  of  hemorrhage.8,9,10  What 
is  desperately  needed  is  some  way  of  standard- 
izing the  one-stage  prothrombin  test. 

Heparin  therapy  has  proven  even  more  dif- 
ficult to  monitor  than  has  coumarin  therapy. 
Heparin  is  unstable  in  acid  solutions  and  all 
I.V.  solutions  containing  dextrose  are  acidic. 

It  is  sometimes  incompatible  with  another 
drug  being  administered.  Rate  of  clearance 
of  heparin  from  the  blood  is  dose  related,  and 
there  is  increased  resistance  to  its  action  in 
some  disease  states  (especially  those  caused 
by  thrombosis).11  Furthermore,  there  is  no 
good  linear  correlation  between  the  tests  used 
to  assess  heparin  therapy  so  they  cannot  be 
accurately  interchanged.12  Treatment  by  this 
drug  has  traditionally  been  followed  using  the 
Lee-White  clotting  time  despite  the  long  end- 
point, poor  reproducibility,  and  necessity  for 
bedside  determination.1,6  It  is  also  a crude  test 
which  may  be  normal  when  factors  are  present 
in  amounts  exceeding  1%  of  normal.7  Con- 


versely, the  PTT  is  usually  prolonged  if  any 
of  the  factors  fall  below  15%  of  normal.  Be- 
cause of  this  and  better  reproducibility,  most 
“clotters”  advocate  the  use  of  an  activated 
PTT  (therapeutic  levels  are  two  to  three  times 
the  normal  control  values).12,13  Probably  the 
best  test  used  in  monitoring  heparin  therapy 
is  the  thrombin  time  which  has  already  been 
described.  Its  use  is  now  being  widely  pro- 
moted.5 

Treatment 

It  must  be  emphasized  again  that  the  major 
causes  of  abnormal  bleeding  are  mechanical. 
These  should  be  considered  first  and  corrected 
if  possible.  Acute  hemorrhage,  severe  enough 
to  cause  hypovolemic  shock,  is  the  primary 
indication  for  transfusion  of  whole  blood. 
Chronic  blood  loss,  or  less  severe  degrees  of 
hemorrhage,  should  be  treated  with  packed  red 
cells.  If  necessary,  albumin  or  plasma  expand- 
ers can  be  used. 

Fresh  whole  blood  is  seldom  indicated  in 
replacement  therapy,  especially  in  large 
amounts.  Transfusion  of  one  unit  of  fresh 
whole  blood  for  every  4 units  of  older  bank 
blood  tranfused  will  preclude  any  pathological 
bleeding  from  decreased  platelets  or  coagula- 
tion factors  secondary  to  the  transfusion.14  In 
fact,  both  factors  V and  VIII,  which  are  the 
most  labile  factors,  exhibit  some  activity  in 
refrigerated  bank  blood  after  21  days  (factor 
V-30%  and  factor  VIII-30%).5 

Parenthetically,  fresh  whole  blood  is  seldom 
needed  to  counteract  any  decrease  in  2,  3- 
diphosphoglycerate  (2,  3-DPG)  levels  in  bank 
blood  unless  the  patient  is  severely  hypoxic. 
Blood  drawn  in  citrate  phosphate  dextrose 
(CPD)  maintains  2,  3-DPG  levels  relatively 
well,  even  when  the  blood  is  2 -weeks-old.  If 
only  acid  citrate  dextrose  (ACD)  blood  is 
available,  bank  blood  less  than  one-week-old 
will  still  afford  good  2,  3-DPG  levels.  The 
lowered  2,  3-DPG  level  found  in  older  bank 
blood  usually  rapidly  returns  to  normal  in  vivo , 
except  in  the  most  compromised  of  patients.1410 
The  use  of  fresh  whole  blood  is  the  most 
abused  service  provided  by  a blood  bank.  Un- 
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warranted  requests  overtax  the  reserves  of  a 
blood  bank,  thereby  jeopardizing  its  ability  to 
furnish  fresh  blood  for  legitimate  needs. 

If  whole  blood  is  not  needed,  specific  blood 
components  should  be  used.  This  not  only 
allows  a unit  of  blood  to  serve  more  than  one 
patient,  but  often  reduces  the  risks  of  a trans- 
fusion reaction.  Packed  red  cells  have  a hema- 
tocrit of  60-70%  giving  the  recipient  more  red 
blood  cell  mass  in  a small  volume,  thereby 
minimizing  circulatory  overload.  A unit  of 
packed  cells  contains  less  total  acid,  sodium, 
potassium,  ammonium,  and  citrate  than  a unit 
of  whole  blood.16 

Platelet  infusion  is  the  treatment  of  choice 
for  hemorrhage  secondary  to  platelet  abnor- 
malities. However,  unless  one  feels  that  the 
patient  will  begin  bleeding  spontaneously  with- 
out such  therapy,  platelets  should  not  be  given. 
The  clinical  effect  of  such  transfusions  is  tran- 
sient (average  survival  of  33%  after  two  days), 
and  there  is  a risk  of  developing  platelet  anti- 
bodies. Platelet  counts  above  10,000 /mm3,  or 
30,000  if  rapidly  decreasing,  seldom  necessitate 
prophylactic  treatment  but  rather  close  clinical 
supervision.  Platelet  counts  above  100,000  are 
desired  for  major  surgical  operations.  The  best 
sources  of  platelets  are  fresh  plasma,  platelet 
concentrates,  fresh  whole  blood,  or  platelet- 
rich  packed  red  blood  cells.  Platelet  concen- 
trates contain  only  about  25  cc  of  material. 
These  concentrates  need  not  be  ABO  or  Rh 
specific  since  most  authors  feel  that  ABO 
groups  play  little  role  in  platelet  transfusion 
therapy,  however,  there  is  a large  amount  of 
conflicting  data.17,18  More  important  to  plate- 
let survival  are  the  antigens  of  the  PL- A and 
HLLA  systems.17 

A unit  of  compatible  platelets  will  raise  the 
platelet  count  by  12,000-15,000/ml  in  a re- 
cipient having  one  square  meter  of  body 
surface  (platelets  are  not  crossmatched) . In 
an  average  adult  this  would  result  in  a rise 
of  7,000-9,000  platelets/ml  for  each  unit  trans- 
fused.14 If  demonstrable  platelet  isoantibodies 
are  present,  transfusions  of  incompatible 
platelets  may  not  be  helpful.  One  should  trans- 
fuse platelets  only  when  absolutely  indicated 


to  lessen  the  chance  of  development  of  iso- 
antibodies. The  blood  should  be  drawn  in  acid 
citrate  dextrose  (ACD)  bags  for  the  greatest 
platelet  yield.  Recent  evidence  indicates  that 
platelets  stored  in  plasma  at  room  temperature 
remain  viable  for  48-72  hours.17 

Stored  plasm  is  adequate  for  treating  factor 
deficiencies  except  those  involving  labile  fac- 
tors V and  VIII,  where  fresh  or  fresh  frozen 
plasma  is  required.  Concentrated  prepara- 
tions of  fibrinogen  (Parenogen),  factor  VIII 
(factor  VIII  globulin),  and  factor  II-VII-IX-X 
complex  (Konyne)  are  available  commercially. 
All  carry  a relatively  high  risk  of  having  hep- 
atitis-associated antigen  (HAA)  or  causing 
hepatitis  (ca.  25%  of  all  units  are  ictero- 
genic).16  Factor  VIII  is  also  available  as  cryo- 
precipitate  which  many  blood  banks  can  pre- 
pare. Concentrates  avoid  fluid  overload  and 
other  side  affects  when  large  quantities  are 
needed. 

Vitamin  K alone  is  preferable  in  treating 
vitamin  K deficiencies  not  secondary  to  biliary 
tract  obstruction  or  in  treating  coumarin  over- 
doses, if  withdrawal  of  the  drug  is  not  suffi- 
cient. If  biliary  tract  obstruction  is  present, 
10  mg  of  vitamin  K (with  bile  salts)  should 
be  given.  If  vitamin  K therapy  is  not  rapid 
enough,  then  fresh  frozen  plasma  or  Konyne 
can  be  used.  Konyne  is  available  in  20  cc  vials 
containing  the  activity  of  two  units  of  fresh 
frozen  plasma.  Therapy  should  be  once  a day 
or  more  often  if  indicated. 

In  liver  disease  without  biliary  tract  obstruc- 
tion, vitamin  K therapy  is  usually  of  little  value 
since  the  damaged  hepatic  cells  are  synthesiz- 
ing clotting  factors  to  their  utmost  ability.  In 
fact,  it  may  be  harmful  by  causing  hemolysis 
in  those  with  severely  compromised  liver  func- 
tion, especially  in  neonates.  Fresh  frozen  plas- 
ma should  be  used  to  treat  any  bleeding  caused 
by  decreased  clotting  factors,  and  therapy 
should  be  about  once  a day. 

Factor  VIII  is  used  to  treat  hemorrhage 
associated  with  classical  hemophilia  and  von 
Willebrand’s  disease.  Concentrates  should  be 
given  three  to  four  times  per  day.  One  bag 
of  cryoprecipitate  contains  approximately  the 
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and  Efudex  (f  luorouracil) 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”1’2 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses,3-4  offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 6 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.6 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions , while  intervening  skin 
remained  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.6 

How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain, pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 
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factor  VIII  activity  found  in  a unit  of  fresh 
frozen  plasma  (130  58  units  of  activity). 

A unit  of  activity  is  the  amount  of  activity 
found  in  one  ml  of  fresh  plasma.  As  a rule  of 
thumb,  the  maintenance  dose  of  a hemophiliac 
who  is  bleeding  should  equal  one  bag  of  cryo- 
precipitate  for  each  12  kg.  of  body  weight, 
with  an  original  loading  dose  of  twice  this 
amount.  Such  therapy  will  increase  the  pa- 
tient’s factor  VIII  activity  to  approximately 
10%  of  normal  (hemophiliacs  often  show  less 
than  1%  of  normal  activity).  If  major  surgery 
is  contemplated,  three  times  this  amount  is 
necessary.  Superconcentrated  factor  VIII 
globulin  contains  from  125-1,000  units  of  ac- 
tivity per  bag  and  is  useful  in  treating  some 
hemophiliacs,  especially  those  with  a factor 
VIII  inhibitor.  However,  such  concentrates 
have  a relatively  high  risk  of  causing  hepatitis. 
Von  Willebrand’s  disease  is  treated  in  the  same 
manner  as  classical  hemophilia.  A few  authors 
recommend  prophylactic  therapy  of  hemo- 
philiacs by  factor  VIII  preparations.34 

In  cases  of  hypofibrinogenemia,  fibrinogen 
should  be  given  until  the  level  rises  above  100 
mg%.  This  may  necessitate  up  to  six  to  eight 
grams  being  given.  Fibrinogen  is  available  in 
one  to  two  gram  concentrates  as  noted,  and 
therapy  should  be  given  every  two  days.  To 
lower  the  incidence  of  hepatitis  in  such  thera- 
py, cryoprecipitate  obtained  by  plasmaphere- 
sis from  a donor  without  a history  of  hepatitis 
may  be  given,  since  each  unit  of  cryoprecip- 
itate will  raise  the  fibrinogen  6 mg%  in  an 
adult.5,15 

The  treatment  of  hemorrhage  secondary  to 
factor  deficiencies  should  be  continued  two 
to  three  days  after  bleeding  stops.  Individual 
factor  assays  are  of  some  value  in  assessing 
replacement  therapy  with  the  clinical  picture 
and  perhaps  the  PTT  affording  the  other 
guides  for  adequate  treatment.5,19 

Minor  bleeding  tendencies  secondary  to 
heparin  can  be  treated  by  simple  withdrawal 
of  the  drug.  Protamine  sulfate  should  be  used 
in  major  hemorrhages.  The  therapy  of  dicou- 
marol  overdoses  has  already  been  discussed. 

The  differentiation  and  treatment  of  dis- 


seminated intravascular  coagulation  (DIC)  and 
primary  fibrinolysis  is  beyond  the  scope  of  this 
discussion.  Circulating  anticoagulants  act  like 
straightforward  factor  deficiencies,  but  are 
much  more  difficult  to  treat. 

In  summary,  the  primary  physician  can  both 
diagnose  and  treat  the  vast  majority  of  bleeding 
disorders  by  a thorough  examination  and  a few 
laboratory  tests.  If  mechanical  causes  can  be 
ruled  out  and  the  patient’s  situation  is  not  criti- 
cal but  he  continues  to  bleed,  one  can  perform 
more  specific  tests  pinpointing  the  defect  to 
allow  more  specific  therapy.  If  initial  clotting 
studies  are  normal,  these  bear  repeating.  How- 
ever, some  studies  reveal  abnormal  hemorrhage 
in  the  face  of  persistently  normal  tests  and  no 
demonstrable  mechanical  defects.  In  these  in- 
stances, it  is  much  better  to  overtreat  than  to 
let  the  patient  die  because  the  laboratory  tests 
showed  no  abnormality. 
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Heart  Attacks  Reduced  Sharply  by  Drug  Treatment 


A drug  which  lowers  fat  levels  in  the  blood 
reduced  the  nonfatal  heart  attack  rate  by  more 
than  two-thirds  in  a study  of  over  3,000  men, 
researchers  reported  in  the  February  14  issue 
of  the  Journal  of  the  American  Medical  As- 
sociation. 

Drs.  Louis  R.  Krasno  and  George  J.  Kidera 
said  that  in  more  than  1,000  men  whose  aver- 
age age  was  47.5  years  the  nonfatal  heart 
attack  rate  was  1.89  per  1,000  each  year  for 
men  treated  with  the  drug  clofibrate,  and  6.6 
per  1,000  each  year  for  untreated  men.  The 
difference  was  even  more  striking  in  over 
2,000  men  ten  years  younger.  Treated,  their 
heart  attack  rate  was  .64  per  1,000  each  year; 
untreated  it  was  5 per  1,000  each  year. 

Although  the  definitive  cause  of  coronary 
heart  disease  is  still  unknown,  the  results  of 
their  study  support  the  theory  of  a strong  as- 
sociation between  high  blood  fat  levels  and 
coronary  heart  disease.  Many  physicians  have 
suspected  this  for  some  time  and  have  pre- 
scribed various  measures  such  as  low  cho- 
lesterol diets  to  normalize  the  fat  content  of 
their  patients’  blood.  Because  dietary  man- 


agement is  often  difficult,  the  researchers  de- 
cided to  try  a drug  approach  to  the  problem. 

As  a result  of  their  study  the  researchers 
found  that: 

Treatment  with  clofibrate  dramaticallv  low- 
ered the  incidence  of  nonfatal  myocardial  in- 
farction (heart  attack). 

Clofibrate  seemed  to  give  the  same  degree 
of  “protection”  from  heart  attack  whether 
men  with  high  blood  fat  levels  showed  no  re- 
sponse, partial  response,  or  more  complete 
response  to  the  drug. 

The  protective  effect  of  clofibrate  therapy 
became  evident  within  one  to  three  months 
of  treatment. 

No  men  with  normal  blood  fat  levels, 
whether  treated  or  untreated,  developed  any 
evidence  of  myocardial  infarction. 

Clofibrate  therapy  did  not  appear  to  make  a 
significant  difference  in  death  rates  between 
treated  and  untreated  men.  Since  the  begin- 
ning of  the  study  six  men  died  from  cardiac 
causes  in  the  treated  groups  and  eight  in  the 
untreated  groups. 
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Medicare— Part  B . . 


Lack  of  Documentation — Inpatient 
Medical  Care 

The  Bureau  of  Health  Insurance  has  for- 
warded the  following  informative  release  re- 
questing that  it  be  published  for  physicians 
information. 

Only  those  services  that  are  personally  ren- 
dered or  supervised  by  a physician  are  reim- 
bursable as  physician  services  under  Medicare. 
It  is  necessary  that  documentation,  if  required, 
be  produced  to  verify  that  services  are  ren- 
dered. Accordingly,  it  should  be  recognized 
that  if  selected  physician’s  claims  are  validated 
to  assure  these  requirements  are  met,  payment 
can  be  allowed  only  on  those  claims  supported 
by  documentation. 

The  greatest  area  of  difficulty  in  record  doc- 
umentation has  been  in  the  physician  care  of 
hospital  inpatients.  While  medical  records  are 
not  basically  intended  to  support  insurance 
claims,  the  documentation  reflected  by  these 
records  is  often  used  as  a basis  for  determina- 
tion on  payment  requests  under  Medicare. 
Recent  instructions  from  the  Social  Security 
Administration  state  in  part  that: 

“In  the  case  of  hospital  visits  by  physi- 
cians, it  may  be  presumed,  in  the  absence  of 
evidence  to  the  contrary,  that  visits  billed 
for  were  made.  Thus,  verification  of  each 
claim  need  not  be  undertaken  before  pay- 
ment is  made.  However,  spotchecks  of 
available  records  with  respect  to  a particu- 
lar physician  should  be  made  when  the  car- 
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rier’s  records  show  questionable  patterns  of 
utilization.  Confirmation  should  also  be  ob- 
tained where  the  medical  facts  do  not  sup- 
port the  frequency  of  physician’s  visits  or  in 
cases  of  beneficiary  complaints. 

If  there  is  a question  whether  the  visit  had 
been  made,  the  burden  of  proof  is  on  the 
physician  to  substantiate  the  occurrence  of  a 
hospital  visit.  Verification  should  be  made 
primarily  on  the  basis  of  the  physician’s  own 
entry  in  the  patient’s  record  at  the  hospital. 
Entries  in  the  hospital  record  made  by  other 
persons  could  also  be  used  to  substantiate 
a hospital  visit.  For  example,  an  entry  in  the 
nurses’  notes  indicating  that  the  physician 
saw  the  patient  on  a given  day  would  be 
acceptable  documentation.” 

Provision  is  also  made  by  these  instructions 
for  beneficiary  statements  and,  under  certain 
conditions,  physicians  records  to  be  used  as 
supportive  evidence  in  verifying  that  visits 
were  made. 

In  carrying  out  our  contractual  obligations 
as  a Medicare  carrier  we  must  apply  the  above 
procedures.  The  importance  of  hospital  medi- 
cal record  documentation  is  certainly  evident 
when  reviewing  these  instructions. 

We  are  bringing  this  matter  to  the  attention 
of  the  physicians  in  the  State  to  emphasize  the 
necessity  for  recordation  of  visits,  treatment, 
and  orders  for  hospital  inpatients.  Since  lack 
of  documentation  could  serve  as  a basis  for 
Medicare  claim  denial  or  overpayment  calcu- 
lation on  paid  claims,  additional  stress  in  this 
area  seems  appropriate. 
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The  Medical  Society  of  Virginia  . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  January  22,  at  Society 
headquarters. 

Members  Present:  Dr.  William  S.  Hotchkiss, 
Dr.  Carl  E.  Stark,  Dr.  James  M.  Moss,  Dr.  Mack 
I.  Shanholtz,  Dr.  Harry  J.  Warthen,  Dr.  Thomas 
S.  Edwards,  Dr.  Raymond  S.  Brown,  Dr.  Arthur 
A.  Kirk,  Dr.  Carrington  Williams,  Jr.,  Dr.  Baxter 
H.  Byerly,  Dr.  John  A.  Martin,  Dr.  James  C. 
Respess,  and  Dr.  James  Hal  Smith. 

Others  Present:  Dr.  Anthony  J.  Munoz,  Sec- 
ond Vice-President;  Dr.  Gerald  J.  Fisher,  Third 
Vice-President;  Dr.  William  J.  Hagood,  Vice- 
Speaker;  Dr.  W.  Callier  Salley  and  Dr.  William 
R.  Hill,  AM  A Delegates;  Dr.  William  Grossman 
and  Dr.  F.  Ashton  Carmines,  AMA  Alternate 
Delegates;  Dr.  James  Hamlin,  Acting  Dean,  Uni- 
versity of  Virginia  School  of  Medicine;  Dr.  War- 
ren H.  Pearse,  Dean,  Medical  College  of  Virginia; 
and  Dr.  James  Scholten,  Assistant  Dean,  Eastern 
Virginia  Medical  School. 

Peer  Review 

Dr.  Hotchkiss  reminded  Council  that  the 
House  of  Delegates,  on  October  16,  1971,  had 
directed  that  an  ad  hoc  committee  on  peer  review 
be  appointed  for  the  purpose  of  studying  means 
whereby  such  review  could  be  readily  and  effec- 
tively performed.  The  House  action  also  em- 
powered Council,  after  consulting  with  com- 
ponent societies,  to  take  such  action  as  might  be 
necessary  to  activate  such  programs  and  plans 
developed  by  the  committee. 

Dr.  Robert  Maddock,  Chairman  of  the  ad  hoc 
committee,  reported  his  committee’s  findings  and 
recommended  that  a medical  foundation  be  or- 
ganized for  the  purpose  of  conducting  peer  re- 
view activities  in  Virginia.  He  went  on  to  say 
that  the  Mississippi  plan  deserved  special  consid- 
eration as  far  as  Virginia  is  concerned.  It  was 
his  feeling  that  the  foundation  approach  is  neces- 
sary if  the  profession  is  to  retain  control  of  its 
own  affairs. 

During  the  ensuing  discussion  it  was  brought 
out  that  Virginia  is  primarily  interested  in  doing 
peer  review  per  se  and  should  steer  well  clear  of 


any  effort  to  provide  medical  care.  Even  so,  it 
was  recognized  that  financing  such  a foundation 
would  be  quite  a challenge.  Brought  out  was  the 
fact  that  some  forty  states  either  have  foundations 
or  are  in  the  process  of  organizing  them. 

It  was  agreed  that  a number  of  questions  need 
be  answered  before  final  action  is  taken.  For 
example,  it  seems  mandatory  to  learn  just  how  a 
foundation  will  help  the  patient  and  physician. 
Do  foundations  really  help  reduce  the  cost  of 
medical  care  or  are  they  guilty  of  false  economy? 
Do  foundations  offer  any  advantage  to  third  par- 
ties and  will  they  materially  reduce  the  amount 
of  Federal  control?  It  seemed  to  be  the  consensus 
that  the  Society  should  avoid  making  any  com- 
mitments until  all  these  questions  have  been 
answered. 

A question  was  raised  concerning  a good  def- 
inition of  peer  review  and  Dr.  Maddock  stated 
that  his  committee  considered  it  to  be  the  “evalu- 
ation by  practicing  physicians  of  care  provided 
by  practicing  physicians.” 

Dr.  Respess  then  moved  to  commend  the  com- 
mittee for  the  job  it  had  done  thus  far  and  re- 
quest that  it  continue  its  study  of  the  foundation 
approach  and  report  its  findings  and  recommen- 
dations back  to  Council  at  the  appropriate  time. 
The  motion  was  seconded  and  carried. 

It  was  agreed  that  it  will  probably  be  necessary 
for  some  members  of  the  committee,  and  possibly 
Society  officers,  to  visit  other  states  in  order  to 
learn  first-hand  how  foundations  really  operate. 
Dr.  Respess  indicated  that  the  Albemarle  County 
Medical  Society,  which  is  currently  sponsoring 
an  experimental  peer  review  program  financed 
through  a Federal  grant,  would  be  happy  to  work 
with  The  Medical  Society  of  Virginia  in  every 
possible  manner. 

Baker's  Cyst 

Dr.  Moss  stated  that  Dr.  Edward  B.  MacMa- 
hon,  Alexandria,  is  setting  up  a central  file  having 
to  do  with  Baker’s  Cyst.  By  maintaining  such  a 
file  he  hopes  to  obtain  evidence  as  to  whether 
surgical  excision  is  or  is  not  justified.  It  was  Dr. 
Moss’  feeling  that  the  needed  data  can  only  be 
obtained  with  the  assistance  of  The  Medical  So- 
ciety of  Virginia  and  that  a letter  to  the  member- 
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ship  over  the  signature  of  Dr.  Hotchkiss  would 
seem  to  be  in  order. 

It  was  brought  out  that  there  are  two  schools 
of  thought  with  reference  to  the  treatment  of 
Baker’s  Cyst  and  that  any  letter  sent  out  by  Dr. 
Hotchkiss  should  be  carefully  worded.  With  this 
thought  in  mind,  Dr.  Moss  moved  that  the  letter 
be  sent  to  the  membership  and  that  it  be  worded 
in  such  manner  as  to  make  it  clear  that  the  proj- 
ect is  being  conducted  in  order  to  determine 
whether  surgery  is  justified  in  the  treatment  of 
Baker’s  Cyst.  The  motion  was  seconded  and 
adopted. 

Legislation 

Dr.  William  Pennington,  Chairman  of  the  Leg- 
islative Committee,  reported  on  the  activities  of 
his  Committee  and  discussed  those  matters  of  a 
legislative  nature  which  hold  particular  interest 
for  the  profession.  Mentioned  were  such  matters 
as  no-fault  automobile  insurance,  defective  delin- 
quent laws,  nurse  anesthetists,  compulsory  im- 
munization, Medicaid,  etc. 

It  was  learned  that  an  effort  very  likely  will  be 
made  in  the  General  Assembly  to  amend  or  re- 
peal anti-substitution  drug  laws.  It  was  moved 
by  Dr.  Moss  to  resist  any  effort  to  change  the 
anti-substitution  law.  The  motion  was  seconded 
and  carried. 

Council  was  then  alerted  to  the  possibility  that 
legislation  based  upon  a Maryland  law  governing 
blood  banks  might  also  be  introduced  in  the  As- 
sembly. Many  pathologists  in  the  State  do  not 
believe  the  legislation  to  be  in  our  best  interests 
at  this  time.  Consequently,  Dr.  Moss  moved  that 
Council  oppose  any  such  regulatory  legislation 
for  blood  banks.  His  motion  was  seconded  and 
carried. 

Dr.  Shanholtz  discussed  legislation  of  particular 
interest  and  concern  to  the  Department  of  Health. 
The  Department  is  sponsoring  a bill  which  would 
add  to  the  Alcohol  Studies  Law  a provision  for 
the  Director  “to  work  in  close  cooperation  with 
the  Criminal  Justice  System  in  an  effort  to  es- 
tablish an  alternative  to  the  incarceration  of  the 
alcoholic  offender  and  persons  arrested  for  public 
intoxication.”  A motion  by  Dr.  Moss  to  support 
the  legislation  was  seconded  and  adopted. 

A bill  to  increase  the  fee  for  local  medical 
examiners  from  $ 15.00  to  $25.00  per  investigation 
was  discussed  and  a motion  of  support  adopted. 

A resolution  commemorating  the  100th  Anni- 


versary of  the  Health  Department  also  received 
the  approval  of  Council. 

A proposed  amendment  to  the  Voluntary  Ster- 
ilization Law  which  would  remove  certain  re- 
quirements for  vasectomies  was  approved. 

Approval  was  also  given  the  proposed  amend- 
ment to  the  Emergency  Medical  Services  Law 
which  would  require  two  persons  on  an  ambu- 
lance mission— one  of  whom  must  have  a valid 
medical  care  attendant  certificate  and  accompany 
the  patient.  The  amendment  would  also  exempt 
those  ambulances  used  for  transportation  only. 

Also  approved  was  the  proposed  amendment 
to  the  Good  Samaritan  Law  which  would  include 
certified  emergency  medical  care  attendants  or 
those  who  have  completed  prescribed  courses  in 
cardiopulmonary  resuscitation. 

Also  approved  was  an  amendment  which  would 
make  the  Board  of  Health  responsible  for  pro- 
mulgating rules  and  regulations  for  drug  substi- 
tution programs  ( methadone ). 

An  amendment  to  bring  Virginia’s  Medicaid 
Program  into  compliance  with  recent  Federal 
regulations  concerning  intermediate  care  facili- 
ties was  approved. 

Approved  also  was  a proposed  amendment  to 
make  possible  the  recovery  of  sums  paid  by  Medi- 
caid which  might  later  be  covered  by  court 
awards  primarily  in  accident  cases. 

Proposed  legislation  to  regulate  facilities  for 
one  day  out-patient  surgery  was  then  approved. 

A motion  to  endorse  legislation  which  woidd 
outlaw  physician  referral  services  for  such  things 
as  abortions  was  adopted. 

After  carefully  considering  H.B.  91,  which 
would  require  at  least  one  physician  on  the  prem- 
ises of  a hospital  at  all  times,  Council  adopted  a 
motion  by  Dr.  Moss  in  opposition.  There  was 
general  agreement  that  such  a requirement  is 
extremely  impractical  and  compliance  would  be 
virtually  impossible. 

Council  was  then  advised  that  the  University 
of  Virginia  is  in  great  need  of  a medical  library 
and  that  $800,000  in  State  matching  funds  must 
be  obtained  if  the  library  is  to  be  constructed.  It 
was  agreed  that  the  library  would  be  of  great 
value  to  all  practicing  physicians  in  the  State.  A 
motion  by  Dr.  Moss  that  the  Society  support 
the  University  in  its  effort  to  obtain  the  necessary 
funds  was  seconded  and  adopted. 

Dr.  Kirk  commented  on  the  importance  of  ob- 
taining certain  basic  State  support  for  our  medical 
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schools  and  stated  that  it  is  most  important  to 
the  new  Eastern  Virginia  Medical  School  that 
per  capita  support  in  the  amount  of  $4,000  per 
student  be  approved  by  the  General  Assembly. 
A motion  to  endorse  efforts  to  obtain  such  sup- 
port was  seconded  and  adopted. 

Health  Maintenance  Organizations  came  in  for 
their  share  of  consideration  and  Dr.  Moss  moved 
that  The  Medical  Society  of  Virginia  rescind  its 
previous  opposition  to  the  formation  of  HMO’s 
in  the  State.  A motion  to  table  was  lost  and  after 
considerable  discussion  Dr.  Moss’  motion  was 
adopted. 

Regulatory  legislation  having  to  do  with  audi- 
ologists was  then  considered  and  it  was  moved 
by  Dr.  Moss  that  the  Society  lend  its  support  if 
a similar  expression  is  obtained  from  the  State 
Board  of  Medical  Examiners  and  the  Virginia 
Society  of  Ophthalmology  and  Otolaryngology. 
The  motion  was  seconded  and  carried. 

Sales  Tax 

Mr.  Miller  reported  that  he  had  recently  met 
with  the  State  Tax  Commissioner  and  discussed 
the  sales  tax  problem.  Although  he  found  tax 
officials  to  be  sympathetic,  he  came  away  con- 
vinced that  physicians  will  still  have  to  register 
as  dealers  if  they  are  to  obtain  an  exemption. 

Mr.  Miller  went  on  to  report  that  the  Northern 
Virginia  Doctors  Hospital  had  lost  its  case  con- 
cerning the  sales  tax  and  had  noted  un  appeal. 
As  a result  of  this  action  it  was  moved  that  The 
Medical  Society  of  Virginia  intervene  as  a friend 
of  the  court  by  filing  an  appropriate  brief— pro- 
vided that  such  intervention  would  be  in  the  best 
interests  of  Virginia  physicians  in  their  efforts  to 
find  an  acceptable  answer  to  the  sales  tax  prob- 
lem. The  motion  was  seconded  and  adopted. 

Certificate  of  Need 

Council  expressed  a great  deal  of  interest  in 
legislation  which  would  require  certificates  of 
need  for  the  construction  of  additional  hospitals 
and  related  health  care  facilities.  It  was  learned 
that  VALC  is  also  supporting  such  legislation.  A 
motion  by  Dr.  Stark  to  endorse  legislation  which 
would  require  that  certificates  of  need  be  ob- 
tained through  the  Department  of  Health  was 
seconded  but  lost. 

Later  in  the  day,  Council  was  requested  to  re- 
consider its  decision  and  a motion  to  this  effect 
was  adopted.  Dr.  Thomas  Murrell  brought 


Council  up  to  date  on  developments  in  Richmond 
and  expressed  the  feeling  that  some  method  must 
be  found  by  which  Comprehensive  Health  Plan- 
ning Councils  would  have  some  control  over  new 
hospital  construction.  It  was  brought  out  that 
the  certificate  of  need  approach  has  wide  inter- 
est over  the  State  and  is  necessary  if  comprehen- 
sive health  planning  is  to  succeed. 

It  was  moved  by  Dr.  Edwards  that  the  Society 
support  legislation  requiring  certificates  of  need. 
Such  legislation  would  ideally  provide  for  rec- 
ommendations to  originate  with  local  compre- 
hensive health  planning  groups  and  then  be  re- 
ferred to  the  State  Comprehensive  Health  Plan- 
ning Council  for  consideration.  The  Council’s 
recommendation  would  then  be  referred  to  the 
State  Health  Commissioner  for  final  action.  Dr. 
Edwards’  motion  was  seconded  and  adopted. 

Gunshot  Wounds 

Dr.  Williams  read  a letter  from  Dr.  Hunter 
McGuire  which  called  attention  to  the  great  num- 
ber of  deaths  and  wounds  caused  each  year  in 
Virginia  by  gunshots.  It  was  Dr.  McGuire’s  feel- 
ing that  every  gunshot  wound  should  be  consid- 
ered a reportable  illness. 

It  was  brought  out  that  all  fatal  cases  are  re- 
portable and  that  some  localities  require  reports 
of  all  wounds. 

It  was  then  moved  by  Dr.  Williams  that  the 
Department  of  Health  initiate  legislation  designed 
to  make  all  gunshot  wounds  reportable  illnesses 
to  local  health  departments.  The  motion  was  sec- 
onded a?id  carried. 

Open  Heart  Surgery 

The  Medical  Society  of  Virginia  has  been  re- 
quested to  lend  its  support  to  an  effort  being 
made  at  Fairfax  Hospital  to  establish  a center  for 
open  heart  surgery.  A question  was  raised  as  to 
how  far  the  Society  should  go  in  supporting  local 
projects  and  it  was  agreed  that  endorsement  by 
local  societies  concerned  should  first  be  obtained. 
Council  was  assured  that  medical  societies  in 
Northern  Virginia  were  behind  the  Fairfax  Hos- 
pital Center. 

A motion  by  Dr.  Moss  calling  for  The  Medical 
Society  of  Virginia  to  support  the  establishment 
of  an  open  heart  surgery  center  at  Fairfax  Hos- 
pital was  seconded  and  adopted. 
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Outside  Painting 

Although  it  had  been  hoped  that  painting  the 
outside  of  the  headquarters  building  could  be 
delayed  at  least  another  year,  such  does  not  seem 
possible  at  this  time.  Paint  on  the  rear  of  the 
building  is  chipping  badly  and  windowsills  are 
in  particularly  bad  condition.  A motion  to  appro- 
priate $ 584.00  to  be  used  in  painting  the  outside 
woodwork  was  seconded  and  adopted. 

Congressional  Luncheon 

It  was  agreed  that  the  Society  should  once 
again  sponsor  a luncheon  for  Virginia’s  Congres- 
sional delegation.  The  luncheons  have  been  very 
well  received  and  have  provided  an  excellent 
opportunity  to  keep  Virginia’s  Senators  and 
Congressmen  informed  on  matters  of  importance 
to  medicine. 

It  was  moved  that  the  luncheon  be  arranged  on 
an  appropriate  date  in  April  or  May  and  that  an 
effort  be  made  to  obtain  the  Speaker’s  Dining 
Room  at  the  Capitol  for  the  occasion.  The  mo- 
tion was  seconded  and  adopted. 

Speakers  and  Leadership  Training  Seminar 

The  Society  has  been  fortunate  in  obtaining 
the  cooperation  of  AMA  in  the  presentation  of 
a special  Speakers  and  Leadership  Training  Sem- 
inar next  Fall.  The  Seminar  will  be  held  in  Wil- 
liamsburg on  September  16-17  at  The  Colony 
Motor  Hotel. 

Past  experience  has  shown  that  an  attendance 
of  30-40  is  ideal  and  that  maximum  attendance 
should  be  restricted  to  50.  It  was  decided  to 
extend  invitations  to  all  members  of  Council  and 
Presidents  of  component  societies  and  specialty 
groups. 

Anti-Smoking  Cruise 

The  Virginia  Interagency  Council  on  Smoking 
and  Health  is  exploring  the  feasibilty  of  pro- 
moting an  anti-smoking  cruise  to  the  Caribbean 
some  time  during  1972.  The  proposed  cruise 
would  feature  various  seminars  dealing  with  the 
smoking  problem  and  The  Medical  Society  of 
Virginia  has  been  approached  concerning  possible 
participation. 

A motion  to  endorse  the  proposed  cruise  was 
seconded  and  adopted. 


Under  recent  regulations  issued  by  the  Price 
Commission,  physicians  are  permitted  to  increase 
fees  only  to  reflect  their  costs  in  effect  on  No- 
vember 14,  1971,  and  increases  in  those  costs  after 
November  14— reduced  to  reflect  productivity 
gains.  Such  increases  are  permitted  only  to  the 
extent  that  they  do  not  result  in  an  increase  in 
the  physician’s  profit  margin  and  do  not  result  in 
an  aggregate  fee  increase  in  excess  of  2.5%  a year. 

In  addition,  physicians  are  now  required  to 
maintain  a schedule  showing  their  pre-freeze  fees 
for  the  principal  services  they  render.  Such 
schedules  must  be  available  for  inspection  “by 
the  public”  and  copies  furnished  IRS  upon  re- 
quest. A sign  is  required  to  be  posted  in  a prom- 
inent place  upon  the  premises  stating  the  avail- 
ability and  location  of  such  schedule. 

It  had  been  hoped  that  the  Price  Commission 
would  approve  the  AMA  plaque  entitled  “To  All 
My  Patients”  as  a substitute  for  the  required  sign. 
The  plaque  invites  patients  to  discuss  fees  with 
the  physician  and  would  seem  to  accomplish  the 
desired  purpose.  The  Commission  rejected  the 
proposal,  however,  and  indicated  that  a fee  sched- 
ule must  be  available  to  patients  without  their 
having  to  discuss  them  with,  or  obtain  them  from, 
the  physician  concerned. 

Dr.  Hotchkiss  then  offered  a prepared  state- 
ment on  the  matter  for  Council’s  consideration. 
After  considerable  discussion,  it  was  moved  by 
Dr.  Moss  that  no  action  be  taken  by  the  Society 
at  this  time.  The  motion  was  lost. 

It  was  then  moved  by  Dr.  Kirk  that  the  state- 
ment by  Dr.  Hotchkiss  be  adopted.  The  motion 
was  seconded. 

A substitute  motion  by  Dr.  Respess  to  refer 
the  matter  to  the  Public  Relations  Committee  for 
consideration  and  expression  of  the  Society’s  de- 
sire to  control  the  cost  of  health  care  was  lost. 

Dr.  Kirk’s  original  motion  was  then  adopted 
and  Dr.  Hotchkiss’  statement  follows: 

“The  Physicians  of  Virginia  are  perfectly 
willing  to  accept  a price  freeze  on  their 
medical  fees: 

“1.  At  present  levels,  or 
“2.  With  a 2!/2%  allowable  annual  increase, 
or 

“3.  With  any  other  reasonable  annual  in- 
crease 
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if— or  as  long  as— the  same  rules  are  applied 
to  all  other  segments  of  the  economy. 

“But,  it  is  our  considered  opinion  that  any 
attempt  to  regulate  one  segment  of  the  econ- 
omy at  one  level,  and  other  segments  at  many 
different  levels,  is  doomed  to  failure  and  will 
inevitably  result  in  economic  chaos.” 

Medical  Malpractice 

Mr.  Bruce  Baird,  representing  Bird  Engineer- 
ing Research  Associates,  discussed  with  Council 
a project  recently  funded  by  the  Department  of 
Health,  Education  & Welfare.  The  Bird  organi- 
zation has  been  commissioned  to  study  the  medi- 
cal malpractice  problem— particularly  the  various 
methods  of  handling  and  screening  disputes. 
Twelve  State  programs— including  Virginia— are 
being  studied.  Since  the  project  must  be  com- 
pleted before  the  end  of  the  year,  it  is  necessary 
that  data  be  collected  as  rapidly  as  possible.  Mr. 
Baird  pointed  out  that  the  Joint  Screening  Panel 
sponsored  by  The  Medical  Society  of  Virginia 
and  Virginia  State  Bar  is  of  special  interest  to 
the  project  and  access  to  information  contained 
in  the  files  is  vitally  needed. 

Dr.  Moss  then  moved  that  the  Society  coop- 
erate with  the  project  provided  that  restrictions 
and  safeguards  sufficient  to  guarantee  the  confi- 
dentiality of  the  files  can  be  devised.  The  motion 
was  seconded. 

During  the  discussion  that  followed,  Mr.  Miller 
expressed  some  doubt  that  the  information  in  the 
files  could  be  released.  He  pointed  out  that  the 
Joint  Screening  Plan  specifically  refers  to  the 
confidential  nature  of  the  program.  With  this  in 
mind,  Dr.  Kirk  moved  to  amend  the  motion  bv 
requiring  the  approval  of  Mr.  Miller  and  mem- 
bers of  the  Joint  Screening  Panel  before  making 
any  information  available  to  the  project.  It  was 
then  agreed  that  Mr.  Miller  would  research  the 
matter  and  make  his  opinion  known  to  the  Pres- 
ident, who  in  turn  would  consult  with  the  Execu- 
tive Committee  on  a final  decision. 

Dr.  Kirk’s  amendment  was  adopted.  Dr.  Moss’ 
original  motion  was  then  adopted  as  amended. 

Blue  Shield  and  Medicare 

Blue  Shield  of  Virginia  has  indicated  that  it 
wishes  to  seek  the  role  of  carrier  for  Medicare, 
Part  B.  Existing  Medicare  contracts  will  be  ter- 
minated on  June  30,  1972,  and  new  contracts 


awarded  effective  July  1.  Mr.  Flory,  Executive 
Vice-President  of  Blue  Shield  of  Virginia,  stated 
that  Blue  Shield  was  not  asking  for  the  Society’s 
endorsement  for  the  role  of  carrier  but  rather 
an  expression  of  support  for  Blue  Shield’s  right 
to  bid  for  the  contract.  He  went  on  to  say  that 
there  are  numerous  advantages  to  having  one  in- 
termediary handle  both  Part  A and  Part  B of 
Medicare.  Such  an  arrangement  would  expedite 
handling  of  claims,  result  in  a more  economical 
operation  and  increase  overall  efficiency.  It  was 
learned  that  Blue  Shield  plans  over  the  Nation 
handle  approximately  60%  of  Medicare,  Part  B 
at  this  time.  Also  mentioned  was  the  fact  that 
the  various  Blue  Shield  branch  offices  would  con- 
tribute a great  deal  to  the  overall  effectiveness 
of  the  program. 

It  was  then  moved  by  Dr.  Respess  that  Council 
recognize  the  right  of  Blue  Shield  of  Virginia  to 
submit  its  bid  for  the  role  of  carrier  for  Medicare, 
Part  B.  The  motion  was  seconded  and  adopted. 

Joint  Screening  Panel 

The  Liaison  Committee  to  the  Virginia  State 
Bar  has  proposed  that  the  joint  medico-legal  plan 
for  screening  medical  malpractice  cases  be 
amended  in  such  manner  as  to  make  it  possible  to 
refuse  a hearing  when  the  carrier  involved  has 
admitted  liability  and  indicated  that  such  liability 
would  be  admitted  in  Court.  The  Panel  has,  in 
the  past,  heard  cases  where  liability  was  admitted 
from  the  very  beginning.  This  seems  to  violate 
the  original  purpose  and  spirit  of  the  plan  and 
accomplishes  little  as  far  as  the  defendant  is 
concerned. 

It  was  moved  bv  Dr.  Moss  that  Council  ap- 
prove the  proposed  amendment  and  that  its  action 
be  reported  to  the  Virginia  State  Bar.  The  mo- 
tion was  seconded  and  carried. 

The  Committee  also  recommended  that  the 
screening  plan  be  amended  in  order  that  cases 
involving  both  members  and  non-members  could 
be  heard.  Brought  out  was  the  fact  that  it  is 
extremely  difficult  to  hear  a case  involving  a 
member  without  mentioning  the  non-member 
who  figures  prominently  in  the  treatment.  It 
would,  of  course,  be  necessary  to  obtain  the  per- 
mission of  the  non-member.  It  was  also  the  feel- 
ing of  the  Committee  that  such  cases  should  not 
be  heard  on  a unilateral  basis. 

A motion  to  approve  the  Committee'' s recom- 
mendation was  adopted  with  the  understanding 
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that  the  action  would  be  reported  to  the  Virginia 
State  Bar. 

Nominating  Procedure 

It  was  recalled  that,  during  the  recent  Annual 
Meeting,  the  House  of  Delegates  requested  Coun- 
cil to  study  the  advisability  of  changing  the  pres- 
ent method  of  nominating  officers.  There  was 
some  thought  at  that  time  that  perhaps  all  nom- 
inations should  be  made  from  the  floor  and  that 
the  Nominating  Committee  method  of  selecting 
slates  of  officers  should  be  abandoned.  Such  a 
change  would,  of  course,  require  an  amendment 
to  the  By-Laws. 

After  considerable  discussion,  it  was  moved 
by  Dr.  Edwards  that  the  question  be  referred  to 
the  Committee  Studying  the  Future  Mission  of 
the  Society  for  its  consideration  and  recommen- 
dation. The  motion  was  seconded  and  carried. 

Drug  Investigation 

During  the  Annual  Meeting,  the  House  of  Del- 
egates directed  that  a resolution  having  to  do 
with  the  scientific  and  thorough  investigation  of 
all  new  drugs  prior  to  their  release  be  referred 
to  an  appropriate  committee  for  further  study, 
clarification  and  implementation. 

After  some  discussion,  it  was  moved  by  Dr. 
Moss  that  the  resolution  be  referred  to  the  Phar- 
macy Committee  and  subsequently  to  members 
of  Virginia's  Congressional  delegation.  The  mo- 
tion was  seconded. 

A substitute  motion  was  then  introduced  which 
would  have  the  Pharmacy  Committee’s  thoughts 
and  recommendations  brought  back  to  Council 
before  the  resolution  was  sent  to  our  Senators  and 
Congressmen.  It  was  also  agreed  that  the  final 
decision  on  the  resolution  should  be  carried  back 
to  the  House.  The  substitute  motion  was  then 
adopted. 

No-Fault  Malpractice  Insurance 

A question  was  raised  as  to  whether  the  feasi- 
bility of  no-fault  malpractice  insurance  had  ever 
been  considered  by  The  Medical  Society  of  Vir- 
ginia. The  thought  was  expressed  that  some  of 
the  advantages  of  no-fault  automobile  insurance 
might  well  apply  where  malpractice  is  concerned. 


A motion  by  Dr.  Kirk  to  rejer  the  question  to 
the  Society's  Insurance  Committee  was  seconded 
and  carried. 

Council  Meetings 

Dr.  Hotchkiss  asked  for  an  expression  of  pref- 
erence on  Council  meeting  days  and  the  majority 
favored  meeting  on  a week  day.  Dr.  Hotchkiss 
stated  that  he  would  take  their  wishes  into  con- 
sideration when  arranging  future  sessions. 

Regional  Medical  Program 

Although  Dr.  Eugene  Perez,  Executive  Direc- 
tor of  the  Virginia  Regional  Medical  Program, 
was  unable  to  attend  the  meeting,  he  did  tape  a 
message  especially  for  Council.  He  indicated 
that  the  proposed  Conference  on  Medical  Edu- 
cation scheduled  for  Williamsburg  in  March 
might  possibly  be  canceled  if  more  registrations 
were  not  soon  forthcoming. 

Dr.  Perez  also  brought  Council  up  to  date  on 
problems— financial  and  otherwise— besetting  the 
Virginia  Regional  Medical  Program.  Because  of 
a very  serious  cut  in  funds,  the  Program  is  faced 
with  the  necessity  of  eliminating  most  of  its  pres- 
ent activities  and  then  moving  in  new  directions. 
As  a result  of  these  developments,  there  is  a dis- 
tinct possibility  that  the  Program  will  soon  enter 
the  “phase  out”  stage.  Some  fear  was  expressed 
that  those  responsible  for  the  program  at  the  na- 
tional level  might  very  well  be  moving  along  a 
route  which  would  eventually  destroy  the  private 
practice  of  medicine  as  we  know  it— especially 
as  it  pertains  to  the  fee  for  service  system. 

Everyone  agreed  that  the  situation  is  quite 
critical  and  that  The  Medical  Society  of  Virginia 
should  do  what  it  can  to  prevent  the  total  elim- 
ination of  the  Program  in  Virginia.  It  was  de- 
cided that  members  of  Council  would  be  pro- 
vided with  documented  facts  and  figures  bearing 
on  the  matter  and  then  seek  assistance  from  their 
Congressmen. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  S.  Hotchkiss,  M.D.,  President 
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Woman's  Auxiliary 


• • • • 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President  . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary . . . Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 

Legislation  is  a continuous  process! 

As  an  organization  of  physicians’  wives,  we 
are  vitally  concerned  with  the  good  health  of 
all  persons,  regardless  of  age,  income,  color  or 
creed.  Our  projects  and  programs  must  reflect 
this  concern  and  our  efforts  must  continue  to 
provide  an  extension  of  organized  medicine 
into  the  communities. 

During  the  recent  Auxiliary  convention, 
much  was  said  and  written  about  the  legislative 
program  in  relation  to  Auxiliary  programs 
both  on  a local  level  and  at  the  state  and  na- 
tional levels  as  the  following  message  from  the 
convention  indicates. 

Some  form  of  national  health  care  will  be 
legislated  in  the  United  States.  You  and  your 
auxiliary  can  be  a motivating  force  in  the  form 
this  legislation  takes.  To  be  a total  citizen  and 
a diplomat  for  medicine,  assume  a leadership 
role! 

Our  goal  this  year  is  to  have  every  doctor 
and  his  wife  personally  familiar  with  the  pro- 
visions of  “Medicredit”. 


In  December  of  1969,  the  House  of  Dele- 
gates of  the  AMA  adopted  a policy  stating 
that  “It  is  a basic  right  of  every  citizen  to  have 
available  to  him  adequate  health  care;  it  is  a 
basic  right  of  every  citizen  to  have  a free 
choice  of  physician  and  institution  . . . the 
medical  profession  using  all  means  at  its  dis- 
posal, should  endeavor  to  make  good  medical 
care  available  to  each  person.  . . . Health  care 
for  the  poor  should  not  be  disassociated  from, 
but  rather  be  a vital  part  of,  the  overall  health 
care  system.” 

Medicredit  will  provide  this  care.  To  assist 
this  program,  it  is  vital  that  each  of  us  be 
informed,  to  inform  others  and  to  involve 
others.  To  do  this  we  must  educate,  know  the 
issues  involved,  inform  the  members  of  our 
local  auxiliaries,  write  letters  to  legislators  and 
keep  informed  of  developments.  We  can  be- 
come politically  active  by  working  on  a can- 
didate support  committee  and  a campaign,  by 
participating  in  our  political  parties,  by  work- 
ing closely  with  the  state  and  local  medical 
associations  and  societies.  We  must  consult 
with  them  before  taking  stands  as  an  organiza- 
tion for  they  will  help  and  encourage  and 
advise  us.  Each  of  us  is  an  opinion  maker— 
we  must  know  the  issues  and  inform  others. 

Our  worlds,  public  and  private,  are  chang- 
ing. To  help  direct  and  influence  these 
changes,  we  must  be  willing  to  accept  change, 
willing  to  innovate,  willing  to  listen,  willing 
to  learn,  willing  to  understand,  willing  to  use 
imagination  and  willing  to  initiate. 

Karen  K.  Painter 

(Mrs.  Wm.  E.) 
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Editorial  . . 


An  American  Gift  to  the  World 

OBSTETRICAL  ANALGESIA  and  anesthesia  have  been  among  the  major 
contributions  of  Americans.  In  this  field  the  first  worker  of  importance 
was  Walter  Channing  (1786-1876),  brother  to  the  famous  preacher  and 
grandson  of  a signer  of  the  Declaration  of  Independence.  He  was,  thus,  of 
distinguished  Rhode  Island  stock.  New  Englander  though  he  was,  he  received 
his  M.D.  from  the  University  of  Pennsylvania  and  his  post-graduate  educa- 
tion abroad.  In  1812  he  returned  to  New  England  to  practice.  He  settled 
in  Boston.  Obstetrics  was  his  chosen  field.  In  1815  he  was  named  professor 
of  obstetrics  at  Harvard.  He  later,  in  addition,  became  variously  dean  of  the 
medical  school,  a founder  of  “B.L.I.”  (Boston  Lying-in)  and  co-editor  of  the 
Boston  Medical  and  Surgical  Journal. 

He  quickly  saw  the  possibilities  of  ether  in  obstetrics  immediately  after  its 
introduction  for  surgical  use  by  Doctors  Morton  and  Warren  at  Massachu- 
setts General  Hospital  in  1846.  He  published  his  first  paper  on  the  subject 
in  1847.  By  1848  he  had  collected  data  from  500  cases  and  was  able  to  report 
his  observations  in  his  classic  Treatise  on  Etherization  in  Childbirth , Boston 
1848.  It  is  a foundation  book  in  the  history  of  modern  obstetrics,  as  evidenced 
by  its  steadily  rising  price  in  the  rare  book  market. 

Early  in  his  book  he  exults,  “We  hold  pain  in  our  hands.  It  comes  and 
goes  at  our  pleasure.”  Painless  childbirth  had  been  achieved  for  the  first  time 
in  the  history  of  man.  Morphine  and  whiskey  had  been  used  to  some  extent 
to  ease  the  pains  of  labor,  not  very  successfully,  but  nothing  before  had  re- 
lieved the  pain  of  actual  childbirth.  Can  anyone  imagine  doing,  today,  a diffi- 
cult forceps  or  a breech  extraction  without  anesthesia?  Yet,  the  forceps  had 
been  used  widely  for  a century  before  the  advent  of  etherization.  Small 
wonder  that  ether  was  received  with  such  enthusiasm  by  the  public. 

The  book  was  carefully  planned.  In  preparation  for  writing  it  he  cor- 
responded with  many  physicians,  seeking  their  experience  and  reactions. 
Not  a few  impressions  were  unfavorable.  However,  never  was  his  response 
to  a colleague’s  opinion  anything  but  courteous.  Perhaps  his  unflappability 
accounted  for  his  long  life.  He  insisted  that  the  complications  of  the  use 
of  ether  are  minimal.  Obstetric  hemorrhage  is  not  a problem.  Ether  “su- 
pends”  the  pain  of  natural  labor  but  does  not  suspend  the  contractions.  It 
prevents  the  pain  of  delivery.  It  lessens  the  resistance  of  the  perineal  muscles 
during  delivery.  It  has  no  bad  effect  on  the  child.  A large  part  of  his  book 
is  devoted  to  buttressing  these  statements  by  means  of  fairly  detailed  pro- 
tocols of  500  cases.  It  was  mankind’s  incredible  good  luck  that  the  first 
anesthetic  agent  used  widely  is  still  certainly  the  safest  in  inexperienced  hands. 
By  the  way,  experiments  on  frogs  were  undertaken  which  showed  the  safety 
of  ether  in  frogs. 

We  do  not  use  ether  today  as  an  analgesic  during  labor.  We  have  better, 
far  less  distasteful,  means  at  hand.  The  modern  sophisticated  ladies  know 
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that  there  are  many  pleasant  “modalities”  and  will  not  put  up  with  what  their 
great-grandmothers  welcomed  as  the  harbinger  of  a new  age.  Channing  used 
ether  a great  deal  as  an  analgesic  and  gives  us  an  aphorism,  in  italics,  “Entire 
etherization  is  unnecessary  in  midwifery  except  in  instrumental  and  other 
difficult  cases.”  He  notes  the  case  of  a patient  who  had  been  “unquestionably 
retarded”  pending  his  arrival.  She  happily  “inhaled  ether  at  once  and  in  a 
short  time  was  delivered  without  pain.”  We,  too,  notice  how  frequently 
analgesia  seems  to  speed  up  labor. 

He  spends  66  pages  on  the  method  of  etherization.  He  illustrates  the  cone 
he  used.  He  brushes  aside  the  “morbid  effects”  in  a few  pages.  Then  25  pages 
are  devoted  to  refuting  the  arguments  of  those  who  opposed  the  use  of  ether, 
before  devoting  the  bulk  of  his  work  to  case  reports. 

Some  of  the  same  arguments  which  Channing  combated  are  still  being 
bruited  by  the  proponents  of  “natural  childbirth”,  who  crusade  against  even 
such  sophisticated  methods  as  the  epidural.  Most  obstetricians  are  merely 
amused  by  the  frantic  efforts  at  self-hypnotism,  frequently  successful,  it  is 
true,  of  the  adherents  of  the  “Le  Maze”  method.  Such  a system  could  only 
originate  in  a country  where  modern  American  analgesia  is  practically  un- 
known. Doubtless,  now  that  Mr.  Nixon  is  opening  the  door  to  China,  before 
long  we  shall  see  acupuncture  tried.  The  argument  that  a woman  must 
know  pain  to  be  a good  mother  is,  of  course,  bosh.  Pediatricians  since  the 
day  of  Channing  have  unjustly  blamed  judicious  analgesia  for  depressing  the 
child.  On  the  other  hand,  recently  a pediatrician  (I  have  lost  the  reference) 
urged  obstetricians  to  use  much  more  analgesia  in  an  attempt  to  depress  babies 
enough  to  prevent  their  aspiration  of  genital  tract  mucus  and  thus  avoid  new- 
born pneumonitis.  They  have  fussed  if  we  did  and  now  they  will  fuss  if  we 
do  not. 

Channing  was  often  lyrical  about  anesthesia.  He  was  proud  of  the  fact  that 
it  had  been  born  two  years  before  in  his  own  Boston.  “With  the  feelings  of  a 
parent  of  a noble  child,  let  us  hold  fast  and  cherish  our  own  offspring.  Its 
service,  its  blessing,  we  freely  give  to  the  world.”  Anesthesia,  America’s 
greatest  single  gift  to  the  world  of  medicine  has  indeed  come  of  age  today. 

Gordon  W.  Jones,  M.D. 


Phase  2 for  "Non-lnstitutional  Providers'' — That's  You! 

WHEN  THIS  ARTICLE  APPEARS  IN  MARCH  more  information 
should  be  available  for  physicians  than  exists  at  the  present  time  concern- 
ing the  Price  Commission’s  regulating  charges  for  health  care  services  during 
the  second  phase  of  the  Economic  Stabilization  Program.  Thus  far  there  have 
been  relatively  little  data  furnished  practicing  physicians  and  doubtless  this 
is  especially  true  for  those  in  isolated  areas  and  non-members  of  state  and 
national  societies. 

Mr.  Robert  Howard  has  forwarded  all  the  material  he  has  at  headquarters 
regarding  this  murky  matter.  It  is  indeed  strange  that  no  governmental 
agency  has  notified  physicians  about  this  important  ruling.  The  most  detailed 
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report  appeared  a few  days  ago  in  the  January  17  issue  of  Medical  Economics 
prepared  by  Washington  Editor,  James  A.  Reynolds,  and  captioned  “How 
Phase  2 Will  Affect  Your  Practice.”  Every  physician  is  urged  to  read  this 
hastily  assembled  material  before  representatives  of  the  Internal  Revenue 
Service  knock  on  his  office  door  to  determine  if  their  decrees  are  being  carried 
out. 

First  of  all  we  learn  it  is  essential  that  every  practicing  physician  “shall 
maintain  in  each  of  its  facilities  a schedule  showing  its  base  prices  for  its  prin- 
ciple services,  and  any  change  in  such  price.  The  schedule  shall  be  made 
available  for  public  inspection,  and  a copy  shall  be  furnished  to  the  Internal 
Revenue  Service  on  request.  A sign  shall  be  posted  in  a prominent  place  in 
each  facility  stating  the  availability  and  location  of  the  schedule.” 

“Institutional  Providers”— namely  hospitals,  clinics,  etc.,  must  have  signs 
posted  in  conspicuous  places,  no  less  than  22"  x 28"  in  size,  stating  the  avail- 
ability and  location  of  the  schedule  of  charges.  They  will  add  little  to  the 
decor  of  waiting  rooms.  Thus  far  the  signs  which  shall  be  displayed  in  phy- 
sician’s offices  do  not  have  to  conform  to  any  specific  size  but  this,  too,  may 
be  spelled  out  at  a later  time.  “No  price  may  be  increased  before  the  sign  is 
posted  and  the  schedule  is  made  available.” 

Limitations  of  space  and  confusing  terminology  will  not  permit  references 
in  this  article  to  base  price,  profit  margins,  allowable  cost  after  November  14, 
1971,  and  the  provider’s  aggregate  price  increases  that  shall  not  exceed  2.5% 
per  year.  The  readers  will  doubtless  know  more  about  these  details  in  March 
than  the  writer  does  at  the  present  time.  Meanwhile  be  sure  to  post  the 
notice  and  prepare  the  schedule  of  fees  so  your  secretary  may  show  it  to  the 
representatives  of  the  District  Director  who,  we  are  told,  are  now  making 
spot  checks. 

It  is  an  interesting,  but  not  surprising  side  light,  that  lawyers,  engineers, 
architects  and  other  non-medically  related  professional  groups  are  not  at  this 
time  being  subjected  to  similar  discriminations  and  inquisitions.  Could  anyone 
imagine  members  of  the  AFL-CIO  being  badgered  by  politicians  as  we  phy- 
sicians are?  It  is,  of  course,  part  of  the  over  all  plan  to  downgrade  the  medical 
profession  with  the  ultimate  nationalizing  of  medicine  in  America. 

The  Council  of  The  Medical  Society  of  Virginia,  following  its  meeting  on 
January  22,  perhaps  best  summarized  the  feeling  of  physicians,  generally, 
when  it  stated  “Virginia  physicians  . . . are  perfectly  willing  to  accept  a 
price  freeze  on  their  medical  fees  ...  if  or  as  long  as  the  same  rules  are  applied 
to  all  other  segments  of  the  economy.  But  it  is  our  considered  opinion  that 
any  attempt  to  regulate  one  segment  of  the  economy  at  one  level,  and  other 
segments  at  many  different  levels,  is  doomed  to  failure  and  will  inevitably 
result  in  economic  chaos.” 

H.J.W. 
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Calendar  of  Events 

Southeastern  Surgical  Congress— Shoreham  Hotel— Washington,  D.  C— March 
27-30,  1972. 

Neurological  Problems  in  Everyday  Practice— Annual  Medical  Symposium 
Sponsored  by  Bristol  Memorial  Hospital— Holiday  Inn  Convention  Center— 
Bristol— March  30,  1972. 

National  Congress  on  Socio-Economics  of  Health  Care— Fort  Lauderdale, 
Florida— April  6-8,  1972. 

Relationships  between  State  Medical  Associations  and  Voluntary  Health 
Agencies— AMA  Southeastern  Regional  Conference— Regency  Hyatt  House 
—Atlanta,  Georgia— April  9,  1972. 

Joint  Cardiac  Symposium— Sponsored  by  Heart  Association  of  Northern  Virginia 
and  Washington  Heart  Association— Marriott  Twin  Bridges  xMotor  Hotel— 
Arlington— April  12,  1972. 

Pediatric  Day— Sponsored  by  Department  of  Pediatrics— Medical  College  of  Vir- 
ginia—Richmond— April  14,  1972. 

Spring  Congress  in  Ophthalmology  and  Otorhinolaryngology  and  Allied  Spe- 
cialties—Sponsored  by  Gill  Memorial  Eve,  Ear  and  Throat  Hospital— Hotel 
Roanoke— Roanoke— April  16-19,  1972. 

“Problems  in  the  Newborn”— Pediatric  Postgraduate  Course  Sponsored  by  De- 
partment of  Pediatrics,  University  of  Virginia  School  of  Medicine— Char- 
lottesville—April  21-22,  1972— Details  available  from  Dr.  F.  M.  Shepard,  LTni- 
versity  of  Virginia  School  of  Medicine. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Division  of  Infectious 
Diseases,  Departments  of  .Medicine,  Pathology,  Microbiology  and  Pediatrics 
of  Medical  College  of  Virginia— Richmond— .May  8-9,  1972. 

“Management  of  Acute  Respiratory  Failure”— Sponsored  by  Division  of  Pul- 
monary Diseases,  Department  of  Medicine,  Medical  College  of  Virginia  and 
the  LTniversity  of  Virginia— Richmond— May  18-20,  1972. 

Annual  Spring  Forum  for  Child  Psychiatry— Sponsored  by  Virginia  Treat- 
ment Center  for  Children  and  Division  of  Child  Psychiatry,  Medical  College 
of  Virginia— Richmond— May  26,  1972. 

Annual  Symposium  Sponsored  by  Norfolk  General  Hospital— Chrysler  Audi- 
torium located  in  Scope— Norfolk— May  26-27,  1972. 

“Cardiac  Arrhythmias”— Sponsored  by  Council  on  Clinical  Cardiology,  Ameri- 
can Heart  Association  and  Tidewater  Heart  Association— Cavalier  Hotel— 
Virginia  Beach— June  8-11,  1972.  For  information  contact  Dr.  C.  L.  Baird, 
Jr.,  Box  894,  .Medical  College  of  Virginia,  Richmond  23219. 

American  Medical  Association— Annual  Convention— San  Francisco— June  18- 
22,  1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 
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New  Members. 

The  following  doctors  were  received  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  January: 

Freydoon  Athari,  M.D.,  Fairfax 
Robert  E.  Berry,  M.D.,  Roanoke 
Robert  David  Brickman,  M.D.,  Norfolk 
Thomas  McPherson  Brown,  M.D., 
Arlington 

Robert  Grayson  Burney,  M.D., 
Charlottesville 

Stewart  William  Bush,  M.D.,  Arlington 
William  Edwin  Clark,  Jr.,  M.D.,  Roanoke 
Warren  Xavier  Collmann,  M.D.,  Farmville 
Luke  Combs,  M.D.,  Charlottesville 
Milton  Thomas  Edgerton,  M.D., 
Charlottesville 

Raphael  Herman  Greenstein,  M.D., 
Blacksburg 

Robert  L.  Guillaudeu,  M.D.,  Fall  Church 
Trafford  Hill,  Jr.,  M.D.,  Virginia  Beach 
Denise  Sasson  Kuperminc,  M.D.,  Richmond 
Mario  Kuperminc,  M.D.,  Richmond 
Robert  Francis  Lehman,  M.D.,  Manassas 
David  Howe  Lewis,  M.D.,  Martinsville 
Cap  Hill  Oliver,  Jr.,  M.D.,  Arlington 
Gregorio  de  los  Santos,  M.D.,  Hampton 
James  Robert  Scholten,  M.D.,  Norfolk 
Joel  Palmer  Schrank,  M.D.,  Charlottesville 
Richard  Harvey  Schwartz,  M.D.,  Arlington 
George  Clarence  Sjolund,  M.D.,  Norfolk 
James  Allen  Smith,  M.D.,  Roanoke 
Alfredo  Pacheco  Soriano,  M.D.,  Chesapeake 
Joseph  Hong  Suh,  M.D.,  Annandale 
Kelly  Darrell  Taylor,  II,  M.D., 

Pennington  Gap 

Jack  Lankford  Ulmer,  M.D.,  Richmond 
William  Donald  Webb,  M.D.,  Pulaski 

Officers  of  Component  Societies. 

The  following  medical  societies  have  an- 
nounced new  officers  for  the  year  1972: 

Albemarle  County  Medical  Society—  Presi- 
dent, Dr.  Charles  H.  Gleason;  vice-president 
and  president-elect,  Dr.  Lockhart  B.  McGuire; 
secretary-treasurer,  Dr.  Munsey  S.  Wheby. 


Mrs.  Betty  H.  Finn  is  executive  secretary  of 
this  society. 

Alleghany -Bath  Medical  So  ciety—  President, 
Dr.  Larry  Denius,  Hot  Springs;  vice-president, 
Dr.  Charles  F.  Ballou,  Clifton  Forge;  and  sec- 
retary-treasurer, Dr.  George  N.  Chucker, 
Clifton  Forge. 

Fauquier  County  Medical  Society—  Presi- 
dent, Dr.  H.  Wade  Stinson;  vice-president. 
Dr.  James  B.  Hutt,  Jr.,  and  secretary,  Dr.  Rob- 
ert W.  Iden  (re-elected) . All  officers  are  from 
Warrenton. 

Halifax  County  Medical  Society—  President, 
Dr.  Rufus  H.  Gordon;  vice-president,  Dr. 
Michael  F.  Durfee;  and  secretary-treasurer, 
Dr.  Malcolm  Barden.  All  officers  are  from 
South  Boston. 

Northampton  County  Medical  Society— 
President,  Dr.  Raymond  K.  Brown,  Eastville; 
and  secretary,  Dr.  T.  B.  Hardman,  Cape 
Charles. 

Patrick-Henry  Medical  Society— President, 
Dr.  Geoffrey  Curwen,  Fieldale;  vice-president, 
Dr.  John  D.  French,  Martinsville;  and  secre- 
tary-treasurer, Dr.  E.  M.  McDaniel,  Jr.,  Mar- 
tinsville. 

Prince  William  County  Medical  Society— 
President,  Dr.  Herbert  Coone,  Manassas;  vice- 
president,  Dr.  Enos  Kotselas,  Woodbridge; 
secretary,  Dr.  Robert  Lehman,  Manassas;  and 
treasurer,  Dr.  Arthur  Gower,  Manassas. 

Tazewell  County  Medical  Society—  Presi- 
dent, Dr.  Guillermo  Schrader,  Richlands;  vice- 
president,  Dr.  Ernest  Moore,  Richlands;  sec- 
retary-treasurer, Dr.  Robert  A.  Abernathy, 
Richlands. 

Dr.  Carrington  Williams,  Jr., 

Has  been  named  a director  of  the  Greater 
Richmond  Chamber  of  Commerce.  He  will 
serve  a three-year  term. 

Dr.  Paul  Chester  Pearson, 

Warsaw,  has  been  elected  a Fellow  of  the 
Royal  Society  of  Health  of  England. 
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Dr.  David  M.  Hume, 

Chairman  of  the  Department  of  Surgery, 
Medical  College  of  Virginia,  has  been  named 
a recipient  of  1972  Distinguished  Achievement 
Award  from  the  national  medical  journal, 
Modern  Medicine.  He  is  one  of  ten  medical 
educators  and  researchers  from  around  the  na- 
tion to  receive  the  award.  He  was  cited  “for 
innovative  approaches  to  safe  and  ethical  organ 
transplantation.” 

Virginia  Society  for  the  Prevention  of 
Blindness. 

Dr.  W.  Conrad  Stone,  Roanoke,  has  been 
named  chairman  of  the  Medical  Advisory 
Committee  and  Dr.  DuBose  Egleston,  Waynes- 
boro, is  vice-chairman. 

The  Annual  Clinical  Conference 

Of  the  Louise  Obici  Memorial  Hospital, 
Suffolk,  will  be  held  on  April  5th.  The  award 
for  Outstanding  Contributions  to  Medicine 
will  be  presented  to  Dr.  Byrd  S.  Leavell,  Char- 
lottesville. The  topic  for  discussion  is  Hema- 
tology and  the  program  is:  Drug  Induced  He- 
molytic Anemia  by  Dr.  Dan  N.  Mohler, 
Charlottesville;  Iron  Deficiency  Anemia  by 
Dr.  Munsey  Wheby,  Charlottesville;  Unusual 
Hemoglobins  by  Dr.  G.  Watson  James,  III, 
Richmond;  Sickle  Cell  Disease  by  Dr.  Wallace 
N.  Jensen,  Washington,  D.  C.;  Crash  Programs 
in  the  Treatment  of  Acute  Leukemia.  Dr. 
Charles  E.  Rath,  Washington,  D.  C.,  is  also  a 
speaker.  Mr.  Andrew  Miller,  attorney-general, 
will  be  be  the  luncheon  speaker. 

Full  information  may  be  obtained  from  Dr. 
George  J.  Carroll,  Louise  Obici  Hospital,  Suf- 
folk 23434. 

For  Rent  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond.  Four  examining  rooms,  waiting 
room,  nurse’s  and/or  receptionist’s  room,  two 
bathrooms,  laboratory  room,  fluoro  room,  sup- 


ply rooms,  oil  heat  furnace  in  basement.  Plenty 
of  parking  space.  Suitable  for  doctors,  law- 
yers, etc.  Present  doctor  will  soon  move  into 
his  new  building.  Lucrative  area  and  con- 
siderate patients. 

For  information  contact  R.  P.  Beckwith, 
Jr.,  M.D.,  2801  Hey  Road,  Richmond,  Vir- 
ginia 23224.  Phone  276-5830.  (Adv.) 

Equipment  for  Sale. 

ENT  treatment  cabinets  with  suction-pres- 
sure units;  Beltone  Audiometer;  examination 
table;  miscellaneous  ENT  instruments  and  of- 
fice equipment— IBM  typewriter,  Thermofax, 
Cole  Modular  Steel  Desks;  secretary  posture 
chairs;  and  ten  three  drawer  units  card  files 
for  9x6  cards.  Please  call  Falls  Church,  Vir- 
ginia 53  3-0360.  (Adv.) 

For  Rent. 

Established  physician’s  office.  Presently  op- 
erating on  full  time  basis  with  large  practice. 
Owner,  aged  72,  wishes  semi-retirement. 
Would  like  to  continue  on  with  regularly 
scheduled,  but  much  smaller  number  of  hours, 
about  two  days  a week.  This  can  be  arranged 
so  that  there  will  be  no  conflict.  Eastern  Vir- 
ginia metro.  If  interested  please  write  Box 
#250,  care  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  Virginia  23221. 
(Adv.) 

Family  Practice  Partnership. 

Two  young  family  practice  physicians  look- 
ing for  third  partner  in  Montgomery  County, 
Maryland,  suburbs  of  Washington,  D.  C.  New 
facilities  with  laboratory  and  x-ray.  Open 
staff  hospital.  Excellent  first  year  salary,  then 
full  partnership  in  professional  corporation. 
Practice  now  grossing  in  excess  of  $350,000.00 
per  year.  Seeking  young  energetic  American 
trained  physician.  Please  respond  to  Hooper 
and  Kordon,  P.A.,  15  Deer  Park  Drive,  Gaith- 
ersburg, Maryland  20760.  All  inquiries  will  be 
answered.  (Adv.) 
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Obituary 


• • • • 


Dr.  Howard  Urbach, 

Richmond,  died  January  25  at  the  age  of 
eighty-four.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  1914.  Dr.  Urbach  was 
a fifty-one  year  member  of  Richmond  Lodge 
No.  10,  AF  & AM.  He  had  been  a member  of 
The  Medical  Society  of  Virginia  since  1915. 

Dr.  Urbach  is  survived  by  his  wife  and  two 
sons. 

Dr.  Frederick  Peter  Fletcher,  Jr., 

Richmond,  died  February  3.  He  was  eighty- 
one  years  of  age  and  a graduate  of  the  Medical 
College  of  Virginia  in  1915.  Dr.  Fletcher  was 
still  in  active  practice  and  had  been  physician 
for  Monte  Maria  Convent  in  Church  Hill  for 
thirty  years.  He  was  a past  president  of  the 
Alumni  Association  of  the  Medical  College  of 
Virginia  and  a past  president  of  the  Richmond 
Academy  of  Medicine.  He  had  been  a member 
of  The  Medical  Society  of  Virginia  since  1917. 

In  1949  Dr.  Fletcher  was  named  a Knight 
of  St.  Sylvester  by  Pope  Pius  XII.  He  received 
the  Brotherhood  Citation  of  the  National  Con- 
ference of  Christians  and  Jews  in  1966.  Dr. 
Fletcher  was  a former  president  of  the  East 
End  Business  Men’s  Association  and  a member 
of  the  Richmond  Community  Recreation  As- 
sociation, the  Knights  of  Columbus  and  the 
Fraternal  Order  of  Eagles. 

His  wife  and  two  daughters  survive  him. 

Dr.  Frank  R.  Klune, 

Woodbridge,  died  January  3,  following  a 
cerebrovascular  accident.  He  was  sixty-five 
years  of  age  and  received  his  medical  degree 
from  the  University  of  Minnesota  in  1934.  Dr. 
Klune  had  been  a member  of  The  Medical 
Society  of  Virginia  for  twenty-four  years. 

Dr.  Thomas  Christy  Gentry, 

Ewell,  Adaryland,  died  December  7 at  the 
age  of  seventy,  having  been  in  poor  health  for 


some  years.  He  received  his  medical  degree 
from  Baylor  University  in  1929  and  was  a spe- 
cialist in  aviation  medicine.  Dr.  Gentry  had 
been  a member  of  The  Medical  Society  of 
Virginia  for  ten  years.  A brother  survives  him. 

Dr.  Howard  Hicks  Asbury, 

Superintendent  of  Eastern  State  Hospital, 
Williamsburg,  died  January  19  at  the  age  of 
sixty-seven.  He  was  a graduate  of  the  School 
of  Medicine,  University  of  Virginia,  in  1931. 
Dr.  Asbury  practiced  radiology  in  Baltimore 
until  1952  when  he  retired  due  to  radiation  in- 
juries to  his  fingers.  He  returned  to  the  Uni- 
versity of  Virginia  for  a residency  in  psychia- 
try and  served  for  several  years  as  an  instruc- 
tor. Dr.  Asbury  was  clinical  director  of  West- 
ern State  Hospital  in  Staunton  and  came  to 
Williamsburg  in  1960.  He  was  a member  of 
The  Medical  Society  of  Virginia. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Ferguson. 

On  October  1,  1971,  Dr.  Homer  Earl  Ferguson 
died  suddenly  while  boarding  a plane  at  Byrd 
Field,  causing  his  colleagues,  friends,  and  his 
many  devoted  patients  much  sorrow. 

He  was  born  in  Ajax,  Virginia,  on  July  19, 
1912,  attended  Lynchburg  College  where  he  was 
awarded  an  A.B.  degree  in  1931  and  received  his 
Medical  Degree  from  the  Medical  College  of 
Virginia  in  1936.  He  served  a rotating  internship 
at  Memorial  Hospital  in  1936-37,  and  a surgical 
internship  at  Grace  Hospital  the  following  year. 
Dr.  Ferguson  was  associated  in  practice  with  Dr. 
J.  A.  Rollings  in  Richmond,  from  1938  to  1945. 

He  did  postgraduate  work  at  New  York  Post- 
graduate School  in  1945,  Lahey  Clinic  in  Boston 
during  1946  and  1947,  and  George  Washington 
Medical  School  in  1949  and  1954.  Dr.  Ferguson 
did  private  practice  in  Richmond,  specializing 
in  Obstetrics  and  Gynecology  until  the  time  of 
his  death.  Although  he  had  been  in  ill  health  for 
the  past  several  years,  he  felt  an  obligation  to  his 
patients  and  continued  to  practice  when  he  knew 
it  was  detrimental  to  his  own  health. 

He  is  survived  by  his  wife  and  two  sons. 

Dr.  Ferguson  was  a founding  member,  trustee, 
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and  elder  of  Trinity  Presbyterian  Church.  He 
was  also  a past  president  of  the  Chamberlavne 
Elementary  School  Parent-Teachers  Association, 
the  Henrico  High  School  Parent-Teachers  Asso- 
ciation, and  a life  member  of  the  Parent-Teachers 
Association.  He  was  also  president  of  the  Brook- 
land  Recreation  Association. 

Dr.  Ferguson’s  principal  association  was  at 
Grace  Hospital  where  he  gave  freely  of  his  time 
on  many  committees  and  in  the  various  offices  of 
the  attending  staff  of  the  hospital.  However,  he 
is  probably  best  known  for  his  contribution  to 
the  Grace  Hospital  School  of  Nursing  where  he 
served  as  “The  student  health  physician”  for 
many  years.  The  student  nurses  expressed  their 
appreciation  of  Dr.  Ferguson  by  dedicating  their 
yearbook  to  him  on  several  occasions. 

Dr.  Ferguson  was  a member  of  the  Richmond 
Academy  of  Medicine,  The  Medical  Society  of 


Virginia,  the  Southern  Medical  Association  and 
the  American  Medical  Association.  He  was  also 
a Fellow  in  the  International  College  of  Surgeons. 
He  was  past  President  of  the  Travelers  Protective 
Association,  Post  A,  Current  state  Virginia  Divi- 
sion Surgeon  and  past  state  president  of  Travelers 
Protective  Association. 

Whereas,  therefore,  be  it  resolved,  that  the 
secretary  of  the  Richmond  Academy  of  Medicine 
conveys  our  deepest  sympathy  to  his  family  in 
their  great  loss,  and  let  them  know  that  we  join 
them  in  their  sorrow;  further,  that  these  resolu- 
tions be  spread  on  the  minutes  of  the  Richmond 
Academy  of  Medicine  and  a copy  sent  to  his 
family;  and  a copy  be  sent  to  the  editor  of  the 
Virginia  Medical  lYlonthly  for  publication. 

Milton  C.  Richards,  M.D. 

William  R.  Hill,  M.D. 
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ST.  ELIZABETHS  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 
Richmond,  Virginia 

Established  1912 
Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  G ynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

Clarry  C.  Trice,  M.D. 

Radiology  Associates  of 

George  W.  Reese,  Jr.,  M.D. 

General  Medicine 

Richmond,  Inc. 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

DOCTORS: 

ADMINISTRATORS: 

Terrace  Hill  . . . An  Extended 
Care  Facility  Accredited  by 
the  J.C.A.H.  and  Approved  by 
M edicare. 

Within  9 minutes  from  any  local  hospital 

• Post  Hospital  Nursing  Care 

• Round  the  Clock  Skilled  Care 

• Sprinkler  System,  Fire  Protected 

• R.N.  Supervision  e Activities 

e Trained  Dietitian  e Male  Orderlies 

• Air-Conditioned  Rooms 


in  compliance  with  the  Civil  Rights  Act  of  1964 

Accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  as  an 
Extended  Care  Facility. 

John  P.  Pate 


A dministrator 

ff  Understanding  Care ” 

Terrace  Hill  Nursing  Home, 

2112  MONTEIRO  AVENUE  RICHMOND,  VIRGINIA  23222  643-2777 


334 


Virginia  Medical  Monthly 


g^lar,  actinic,  senile  keratoses 

r Jed  by  many  names,  the  typical  lesion  is  flat 

ai!  ightly  elevated,  brownish  or  reddish  in 

or|s  r,  papular,  dry,  adherent,  rough,  sharply 

defiried;  usualty  multiple  lesions,  chiefly  on 

11  )sed  portions  of  the  skin, 
expc  r 

gg  .quence/selectivity  of  response 

pirythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

" Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplicationsite  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5% fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Guest  Editorial 


Courtesy,  Responsibility  and  Privilege 


WHO  AMONG  US  has  not  noticed  the  gradual  erosion  of  professional 
courtesy?  As  a group,  those  of  my  own  specialty  have  been  among 
the  foremost  offenders.  Psychiatrists  in  general  are  prone  to  require  a fee 
of  physicians  and  physicians’  dependents  for  services,  often  with  the  rationale 
that  such  a significant  proportion  of  practice  is  devoted  to  the  care  of  phy- 
sicians as  to  constitute  a hardship  due  to  the  limited  number  of  psychiatric 
therapy  cases  which  can  be  carried  by  the  therapist,  and  the  special  require- 
ment of  psychotherapy  for  long  duration  of  therapy  as  compared  with  other 
medical  specialties.  Other  psychiatrists  use  the  same  rationale  for  services 
beyond  a courtesy  consultative  period,  often  when  making  a therapeutic 
contract  for  an  undefined  but  lengthy  (in  ordinary  medical  terms)  period 
of  treatment. 


For  physicians  in  special  circumstances,  as  for  example  training  analysts, 
a very  large  proportion  of  whose  practice  may  be  devoted  to  physicians-in- 
training  and  their  spouses,  this  rationale  may  have  a real  basis.  As  for  the 
rest  of  us,  what  realistic  proportion  of  our  practice  is  made  up  of  physicians 
and  their  families?  The  issue  of  free  treatment  as  a benevolent  countertrans- 
ference manifestation  or  as  becoming  a transference  or  countertransference 
issue  may  also  be  advanced;  though  in  practice  such  manifestations  are  so 
individual  and  unique  as  to  require  judgment  on  an  individual  basis  and  per- 
haps trials  of  different  and  hopefully  therapeutic  modes  of  dealing  with  them. 
For  such  issues,  is  there  not  at  least  some  prospect  of  working  them  through? 
In  any  event  therapy  free  from  bias  and  unrealistic  expectations  is  unrealiz- 
able. Freud  and  his  students  did  not  seem  troubled  by  the  necessity  of  free 
treatment  for  The  Wolf  Man. 


Almost  universal  insurance  coverage  carried  by  physicians  has  led  to  the 
practice  of  charging  the  insurance  company,  since  it  is  not  the  physician- 


patient  who  pays.  But  is  it?— and  does  not  the  physician-patient  pay  in  the 
amount  of  insurance  premiums— even  more  important,  in  loss  of  liberty? 
“Liberty  to  what?”  one  may  ask.  Liberty  to  accept  election  to  the  honor, 
responsibility  and  privilege  of  caring  for  a brother  physician  or  his  family, 
a task  the  individual  is  ill-equipped  to  do  himself;  liberty  to  select  those  in 
whom  we  ourselves  may  place  our  hope  and  trust;  liberty  to  extend  courtesy, 
a privilege  indeed.  Otherwise  we  may  lose  our  freedom  of  choice,  for  more 
and  more  as  responsibility  for  payment  shifts  to  large  organizational  entities 
—social,  state  and  national  institutions— the  concept  of  individual  responsi- 
bility is  diluted  and  becomes  a strange,  unpopular  concept.  Will  not  these 
organizations  select  those  who  serve  the  organization  best? 

I believe  I notice  already  that  the  task  of  justifying  and  collecting  the 
fee  from  such  organizations  has  insensibly  shifted  from  the  patient  to  the 
physician.  Many  physicians  maintain  a staff  for  this  purpose  and  are  urged 
to  cooperate  by  the  organizations  in  accepting  this  burden  and  to  comply 
with  the  organization  according  to  rules  set  by  the  organization  and  govern- 
ment. Under  most  circumstances,  if  the  physician  agrees  to  cooperate  with 
the  organization,  financial  benefits  accrue  to  him.  Do  we  all  wish  to  become 
employees  of  the  Department  of  H.  E.  & W.?  What  of  the  patient?  Indi- 
vidual responsibility  gone,  his  only  responsibility  seems  to  be  to  pay  his  pre- 
miums or  taxes. 

Do  we  wish  to  give  up  our  liberty  so  easily?  I submit  that  if  we  do  not 
take  care  of  each  other  according  to  time-honored  tradition,  other  organiza- 
tions will  take  care  of  us,  with  very  little  courtesy,  and  no  privilege. 

Quo  vadis,  brothers? 

John  Lewis,  M.D. 


112  South  Royal  Street 
Alexandria , Virginia  22314- 
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Health  Maintenance  Organizations 


I.  HISTORY  AND  INTRODUCTION 

A.  The  term  HMO  was  first  used  publicly 
March  3,  1970,  by  Undersecretary  John  G. 
Veneman  of  the  HEW.  He  listed  as  examples 
of  HMO’s  already  in  existence  the  Kaiser 
Foundation,  the  Health  Insurance  Plan  of 
Greater  New  York  and  several  others,  but 
the  Kaiser-Permanente  Group  has  generally 
been  accepted  as  the  prototype,  and  it  is  the 
record  of  accomplishments  of  this  group 
which  has  been  extensively  studied  by  the 
Department  of  HEW  and  by  various  com- 
mittees in  the  National  Congress.  It  is  largely 
on  the  basis  of  the  experience  of  the  Kaiser 
group  that  the  present  national  administration 
and  its  Department  of  HEW  has  made  the 
decision  to  expend  large  sums  of  money  to- 
ward the  development  of  many  more  HMO’s. 

B.  We  must  give  considerable  credit  to 
someone  in  Washington  probably  in  the  De- 
partment of  HEW— perhaps  John  Veneman  or 
one  of  his  speech  writers— for  coming  up  with 
the  term  HMO.  It  is  a stroke  of  political 
genius.  It  is  a term  which  is  easy  to  sell — 
perhaps  as  easy  as  Medicare.  After  all,  every- 
one is  for  the  maintenance  of  health.  To  be 
against  that  is  like  being  against  “Motherhood” 
and  the  “Flag”.  As  we  get  further  into  our 
discussion  you  will  see  that  the  term  is  merely 
a euphemism  for  prepaid  medical  care  with 
payments  either  monthly,  quarterly  or  an- 
nually on  a capitation  basis,  insuring  the  en- 
rollees  for  fairly  broad  outpatient  and  hospital 
care.  We  will  get  into  the  exclusions  and  lim- 
itations shortly  and  you  will  find  that  they 
are  of  considerable  importance. 

C.  Since  the  prototype  of  the  HMO  is  the 

Hotchkiss,  William  S.,  M.D.,  Preside?it  of 
The  Medical  Society  of  Virginia. 

Presented  before  Hospitalization  Plans  Study 
Commission,  November  16,  1971. 
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Kaiser  plan,  and  since  your  Commission  has 
received  testimony  from  the  Kaiser  Group 
advocating  the  expansion  of  this  type  of 
Health  Care  Delivery,  I think  we  should  spend 
some  time  examining  the  Kaiser  plan  and  its 
operation.  I will  spend  only  a few  moments 
reviewing  the  advantages. 

II.  THE  KAISER  - PERMANENTE 
HEALTH  PLAN  AND  ITS  OPERA- 
TION 

A.  Advantages  or  Positive  x\spects  of 
the  Plan: 

1.  Provides  prepaid  and  therefore  budg- 
etable  costs  for  health  care,  both  in  and  out 
of  the  hospital. 

a.  With  out-patient  care  covered  the 
incentive  of  either  physician  or  patient  to 
have  the  patient  enter  the  hospital  for 
service  so  he  will  not  have  to  pay  for  it 
directly  is  eliminated.  Lower  hospital 
utilization  is  demonstrated. 

b.  With  no  financial  advantage  to  the 
doctor  for  additional  services  performed, 
any  alleged  incentive  (even  subliminal) 
to  run  extra  tests  or  perform  extra  serv- 
ice is  eliminated.  The  performance  of 
fewer  operations  is  demonstrated. 

c.  The  patient  does  not  have  to  worry 
about  financial  disaster  along  with  his 
medical  disaster  if  he  has  one. 

2.  Efficient  use  of  doctor’s  time  by  hav- 
ing his  office  in  connection  with  the  hospital 
setting  doubtless  saves  valuable  physician 
time  that  might  be  wasted  in  traveling  from 
office  to  hospital  or  from  one  hospital  to 
another. 

3.  24-hour  service  is  available  by  some 
physician  at  the  center.  After  regular  hours 
it  is  not  likely  to-  be  the  regular  physician 
of  any  of  the  enrollees,  as  Kaiser  attempts 
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to  have  its  physicians  work  a 40-hour  week 
as  nearly  as  possible. 

4.  Patient’s  records  are  computerized  and 
can  be  made  available  to  any  physician  of 
the  group  with  minimal  delay  24  hours  a 
day.  This  is  an  advantage  available  only  in 
very  large  HMO  groups  as  the  purchase  of 
this  type  of  equipment  would  not  be  eco- 
nomically feasible  in  a' small  group. 

5.  An  overall  cost  reduction  in  the  de- 
livery of  health  care  of  20-25%  is  claimed. 

Perhaps  we  should  mention  that  only 
items  #1  and  #5  specifically  apply  to 
HMO’s. 

Items  #2,  3 and  4 can  be,  and  often  are, 
available  at  other  large  medical  centers. 

B.  Disadvantages  or  Negative  Aspects 
of  the  Plan 

Since  this  operation  has  been  active  from  the 
days  of  World  War  II,  and  the  entire  concept 
has  attracted  only  about  3 % of  the  population, 
and  since  it  has  captured  only  15%  or  less  of 
the  medical  practice  where  it  is  offered  in 
its  most  fully  developed  form,  there  must  be 
some  disadvantages.  There  must  be  reason 
for  the  reservations  demonstrated  both  by 
the  people  and  by  the  doctors,  as  individuals, 
and  through  their  representatives  in  organized 
medicine.  Those  reasons  are  not  difficult  to 
find. 

1.  The  Incentive  Factor  of  the  Physi- 
cian. 

a.  Kaiser  cites  this  as  one  of  its  advan- 
tages and  points  out  that  since  the  physician 
receives  no  more  money  for  additional  serv- 
ices, he  does  not  perform  unnecessary  lab- 
oratory or  x-ray  studies,  or  operations,  and 
does  not  hospitalize  the  patient  unnecessar- 

i!y- 

b.  I submit  that  this  can  be  a serious  dis- 
advantage. The  Kaiser  physician  functions 
with  a strong  negative  incentive  or  disin- 
centive to  render  services  to  the  enrollee. 
(Again  this  may  be  subliminal.)  But  consid- 
er this.  The  physician  receives  a fixed  salary 
for  the  year.  At  the  end  of  the  year  he 
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receives  a bonus.  The  size  of  this  bonus  may 
be  several  thousand  dollars,  and  it  is  entirely 
dependent  on  the  profits  of  the  medical  cor- 
poration of  which  he  is  an  employee.  Every 
test  that  he  runs,  every  hospital  admission 
that  he  orders,  every  operation  that  he  rec- 
ommends or  performs  on  any  enrollee  of 
the  program  costs  the  corporation  money, 
and  therefore  reduces  his  total  income  for 
the  year. 

(1)  If  he  is  not  sufficiently  demoti- 
vated by  the  reduction  of  his  personal 
income,  remember  that  the  income  of 
every  one  of  his  fellow  physicians  is  re- 
duced to  the  same  degree  by  each  of  these 
procedures. 

(2)  It  is  quite  possible— indeed  prob- 
able—that  in  eliminating  all  “nonessential” 
laboratory  work,  some  tests  that  are  im- 
portant for  the  patient’s  well  being  will 
be  omitted. 

(3)  Dr.  Lonnie  R.  Bristow  who  work- 

ed for  Kaiser  for  a period  of  time  and 
then  left  to  go  into  private  practice  re- 
ports in  the  American  Medical  News  for 
September  13,  1971:  “They  were  not 

reluctant  to  let  you  know  if  they  felt 
you  were  ordering  too  many  laboratory 
tests.”  It  is  not  uncommon  for  a Per- 
manente  physician  to  find  in  his  mailbox 
a note  indicating  that  “60%  of  last  year’s 
upper  GI  series  you  ordered  aid  not  show 
pathology  ...  We  think  you  might  tight- 
en up  your  criteria.” 

Now,  gentlemen,  this  may  not  mean 
too  much  to  you,  but  to  a physician  it 
means  a great  deal. 

If  a doctor  has  60%  negative  GI  series, 
this  leaves  40%  positive.  The  fact  that 
he  was  criticized  for  having  only  40% 
positive  findings  in  this  type  study,  indi- 
cates that  the  average  runs  significantly 
higher  than  this  in  the  Kaiser-Permanente 
practice. 

We  have  learned  over  the  years  that  the 
essence  of  good  thorough  medical  prac- 
tice is  to  order  laboratory  and  x-ray  tests 
on  any  reasonable  suspicion  of  disease.  I 
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was  taught  in  medical  school  many  years 
ago  (and  the  trend  has  been  toward  being 
more  thorough  in  our  studies  as  the  years 
go  by)  that  if  one  has  more  than  ten  to 
20%  positive  results  in  x-ray  studies  of 
the  stomach  and  colon,  he  is  not  getting 
enough  studies.  In  other  words,  good 
medical  practice  requires  that  many 
studies  be  made  to  rule  out  disease.  This 
is  preventive  medicine.  This  is  health 
maintenance.  I submit  this  as  evidence 
that  Kaiser-Permanente  is  not  practicing 
true  preventive  medicine.  I have  learned 
by  inquiry  of  board  certified  roentgenol- 
ogists, specialists  in  various  fields  as  well 
as  specialists  in  family  practice,  that  only 
15-20%  of  the  upper  GI  series  they  have 
run  on  their  patients  show  positive  find- 
ings. WHEN  I GET  SICK,  I WANT 
THE  DOCTOR  WHO  TAKES  CARE 
OF  ME  TO  BE  POSITIVELY  MOTI- 
VATED TO  GET  ALL  THE  LAB- 
ORATORY AND  X-RAY  STUDIES 
THAT  MAY  BE  INDICATED  TO 
FIND  OUT  WHAT  IS  THE  MAT- 
TER WITH  ME.  I WANT  HIM  TO 
BE  READY  TO  PUT  ME  IN  THE 
HOSPITAL  IF  INDICATED  TO  GET 
ME  WELL  QUICKER  OR  MORE 
SURELY.  I don’t  want  him  to  have  a 
reverse  motivation  and  be  primarily  inter- 
ested in  saving  money. 

2.  Manpower  Considerations 

a.  Doctor-Patient  Ratio: 

On  October  6,  1971,  I attended  a confer- 
ence at  the  Medical  College  of  Virginia  to 
consider  the  subject  of  HMO’s  in  general 
and  more  specifically  the  application  of 
Medical  College  of  Virginia  for  financial 
support  to  organize  and  run  an  HMO  under 
the  auspices  of  the  School.  Three  represen- 
tatives of  the  Department  of  HEW  were 
present,  including  Mr.  James  Hufsey,  who 
spoke  in  some  detail  on  HMO’s.  Among 
other  things  he  pointed  out  that  a minimum 
of  25,000  enrollees  is  needed  for  an  HMO  to 
reach  the  break-even  point.  Many  would 
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require  more  than  this.  He  stated  that  to 
staff  an  operation  of  this  size  would  require 
50  doctors  and  that  HEW  feels  that  a ratio 
of  one  doctor  to  500  enrollees  is  a proper 
ratio  for  an  HMO.  Kaiser-Permanente  op- 
erates with  slightly  less  than  one  physician 
per  1,000  enrollees.  So  the  prototype  of  all 
the  HMO’s,  the  showplace  in  the  field,  the 
corporation  on  which  most  of  the  cost  esti- 
mates are  made,  operates  with  less  than  % 
the  number  of  physicians  that  the  HEW 
visualizes  in  its  HMO’s.  You  might  reflect 
on  what  would  happen  to  that  20-25%  cost 
saving  if  Kaiser  had  twice  as  many  doctors. 
And  of  course  the  numerous  small  HMO’s 
whichu  are  planned  by  HEW  with  25,000 
enrollees  would  be  in  no  position  to  effect 
the  economies  that  Kaiser  does. 

( 1 ) It  would  hardly  be  large  enough  to 
run  its  own  hospital.  And  incidentally 
where  would  it  get  the  hospital  when  it 
gets  large  enough  to  control  one?  Would 
it  build  a new  hospital  in  Richmond,  for 
example,  where  you  have  600  empty  hos- 
pital beds  on  an  average  day,  and  don’t 
need  new  hospitals?  Or  whose  hospital 
would  it  take  over? 

(2)  It  would  have  to  contract  out  for 
many  of  its  specialty  services.  25,000 
people  will  not  support  a neurosurgeon,  a 
thoracic  surgeon,  a nephrologist,  or  sev- 
eral other  specialists. 

b.  Forty-Hour  Week: 

Kaiser  physicians  try  to  work  a 40-hour 
week.  The  average  physician  in  Virginia 
works  a 60-hour  week.  Physicians  are  in 
short  supply.  Consider  the  effect  of  putting 
all  of  us  in  an  HMO  setting  and  reducing 
our  work  load  in  hours  33%.  Where  are 
the  extra  physicians  to  come  from?  In  this 
connection  it  should  be  mentioned  that  in 
figuring  his  hours  of  work,  the  practicing 
physician  does  not  take  into  consideration 
the  time  he  is  on  call— when  he  is  at  home 
but  still  available  and  answering  telephone 
calls.  But  many  of  you  are  business  men 
and  know  when  you  are  running  a business 
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and  want  someone  to  do  this  type  of  thing 
for  you,  he  expects  to  be  compensated. 

c.  Free  Choice  of  Physicians: 

Kaiser  does  not  provide  true  free  choice 
of  physician. 

( 1 ) When  the  enrollee  visits  Kaiser  for 
the  first  time  he  is  assigned  to  a primary 
physician.  This  is  his  doctor.  In  most 
cases  he  does  not  know  the  physician.  If 
the  patient  knows  a physician  he  may  be 
able  to  get  on  this  doctor’s  list  or  the  doc- 
tor—if  he  has  a superior  reputation— may 
have  a full  quota  of  patients  and  not  be 
able  to  take  him. 

(2)  If  the  patient  does  not  like  this 
physician,  he  can  change  to  another  as 
his  primary  physician,  only  if  the  second 
is  willing  to  take  him. 

(3)  The  patient  cannot  get  consulta- 
tion with  any  other  physician  in  the  Kai- 
ser group  unless  his  primary  physician  sets 
up  the  appointment.  He  cannot  seek  the 
consultation  of  his  own  accord. 

(4)  To  have  a primary  physician  for 
each  patient  to  manage  his  care  would  re- 
quire large  numbers  of  primary  physi- 
cians. Primary  physicians  are  in  short 
supply  all  over  the  United  States.  There 
just  are  not  enough  of  them  to  perform 
this  function  for  large  numbers  of 
HMO’s.  Specialists  would  have  to  be 
used  for  this  purpose  and  this  is  expensive 
and  inefficient— or  we  could  strip  rural 
Virginia  of  doctors  for  metropolitan 
HMO’s. 

d.  Backlog  of  Work: 

With  a built-in  shortage  of  physicans  (re- 
member the  ratio  of  less  than  one  doctor 
to  1,000  enrollees  as  compared  to  HEW 
guidelines  of  1 to  500)  there  is  a chronic 
backlog  and  waiting  list  for  appointments 
for  physical  exams,  surgery  and  many  rou- 
tine appointments. 

e.  Health  Surveys: 

The  touted  health  surveys  are  reported 


to  consist  mainly  of  laboratory  work,  x-ray, 
EKG  and  computerized  laboratory  studies 
of  blood  chemistry  with  a minimum  of 
physician  participation.  A computer  can 
do  many  things,  but  it  cannot  think,  and  ex- 
ercise medical  judgment,  and  there  is  no 
substitute  for  a careful  history  and  physical 
examination  by  an  unhurried  physician. 

3.  Hospital  Bed  Situation 

Perhaps  the  chief  selling  point  for  the 
HMO’s  is  decreased  hospital  utilization.  I 
have  already  spoken  of  the  reverse  incentive 
built  into  the  system. 

a.  Dr.  Stone,  a former  employe  of  Kai- 
ser, reported  to  you  that  there  is  constant 
pressure  on  the  physician  to  discharge  pa- 
tients from  medical  facilities,  including  the 
hospital,  with  the  consequence  that  care 
may  suffer. 

b.  Bed  capacity:  It  is  reported  in  the 

President’s  Health  Manpower  Commission 
Report  that  the  Kaiser-Permanente  system 
maintains  approximately  1.7  beds  per  1,000 
enrollees,  as  compared  to  the  standard  ratio 
in  California  of  3.4  per  1,000.  This  is  ex- 
actly half  as  many  beds  per  1,000  as  the 
good  citizens  of  California  seem  to  feel  is 
necessary  and  proper  to  take  care  of  them 
for  their  illnesses.  It  is  not  too  difficult  to 
keep  your  bed  utilization  figures  down  if 
you  just  don’t  provide  the  beds.  But  this 
is  by  no  means  necessarily  good  medicine. 
Having  a limited  number  of  beds  so  that 
they  are  almost  always  full  may  be  economi- 
cally efficient  for  the  hospital,  but  it  is  not 
medically  efficient  for  the  patient.  When 
demand  consistently  equals  or  exceeds  sup- 
ply, then  the  system  is  inevitably  forced  into 
some  type  of  unplanned  rationing  device. 
This  will  not  consistently  parallel  the  best 
medical  indications. 

4.  Costs  of  Medical  Care  Delivered  by 
Kaiser-Permanente 

This  has  been  a major  selling  point  of  the 
HMO  system  of  health  care  delivery.  -It  is 
claimed  to  be  20-25  % lower  than  conventional 
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methods  of  delivery  in  the  free  enterprise  sys- 
tem of  medical  care.  There  are  several  points 
that  make  this  claim  doubtful. 

a.  Neither  Kaiser-Permanente  or  any  of 
the  other  capitation  plan  groups  has  had 
significant  experience  with  the  older  age 
group  or  the  medically  indigent  patient 
(Medicare-Medicaid).  One  group  in  Ore- 
gon has  been  set  up  as  an  experiment  to 
handle  this  type  of  patient,  but  its  experi- 
ence is  too  brief  to  be  reported  yet. 

b.  Kaiser-Permanente  is  no  more  im- 
mune to  increased  rates  than  other  types  of 
medical  care.  Medical  Economics  in  De- 
cember, 1970  reported  Kaiser’s  third  rate 
increase  in  less  than  two  years,  ranging  from 
7.5  to  18%  each  time. 

Medical  Economics  for  September  27, 
1971,  reported  that  Kaiser-Permanente  got 
in  another  increase  before  the  price  freeze 
ranging  from  12-16%  in  the  different 
groups. 

c.  True  Costs:  There  is  abundant  evi- 
dence that  the  figures  reported  by  Kaiser- 
Permanente  are  not  true  costs  for  even  the 
incomplete  medical  services  they  contract 
to  provide. 

( 1 ) Dr.  Smillie  of  the  Permanente 
group  in  his  report  to  this  Commission 
noted  that  when  an  enrollee  obtains  care 
outside  the  Health  Plan,  it  is  at  his  own 
expense.  He  is  not  insured.  There  is 
much  evidence  that  this  occurs  to  a con- 
siderable degree. 

(a)  Backlogs  and  long  waiting  pe- 
riods are  known  to  stimulate  this. 

(b)  While  we  have  no  Permanente 
group  adjacent  to  Virginia,  there  is  a 
similar  plan  in  Washington,  D.  C.  Phy- 
sicians in  Northern  Virginia  tell  me 
that  they  see  many  enrollees  of  the 
Group  Health  Association  of  Wash- 
ington, D.  C.— especially  in  the  emer- 
gency rooms  of  the  Alexandria  and  Ar- 
lington hospitals  on  weekends. 

(c)  A comparison  might  be  made 
in  the  Tidewater  area  of  Norfolk  and 
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Portsmouth.  We  have  no  HMO,  but 
we  have  a large  Naval  Hospital  and 
other  Government  medical  facilities.  I 
have  personally  operated  on  many  Na- 
val dependents  who  are  entitled  to  care 
in  these  facilities.  These  dependents  are 
even  quicker  to  go  to  a private  physi- 
cian for  medical  problems  where  the 
immediate  expense  is  less  than  in  my 
field  of  chest  surgery. 

(d)  Mobile  society:  Today  our  pop- 
ulation is  highly  mobile.  We  travel  for 
business  and  pleasure.  We  travel  in  and 
out  of  the  United  States.  I carry  a Blue 
Cross  and  Blue  Shield  card  and  can 
get  treatment  in  any  state  in  the  Union 
fully  insured.  I believe  this  card  is  also 
good  in  many  foreign  countries.  What 
happens  to  the  Permanente  enrollee 
who  is  injured  or  gets  sick  while  he 
is  traveling?  According  to  Dr.  Smil- 
lie’s  testimony,  he  is  not  insured  and 
his  care  would  appear  to  be  at  his  own 
expense.  This  is  a tremendous  disad- 
vantage to  the  patient,  but  it  makes 
the  Permanente  group’s  cost  figures  ap- 
pear to  be  lower.  I have  operated  on 
many  patients  in  Norfolk  who  carry 
Blue  Shield  insurance  in  other  states, 
and  received  prompt  payment  from  the 
carrier  in  New  York,  Pennsylvania, 
North  Carolina  or  elsewhere. 

(2)  Dr.  Stone,  who  previously  testi- 
fied, reported  that  large  numbers  of 
young  physicians  employed  at  relatively 
small  salaries  (for  the  first  few  years) 
leave  the  plan.  This  represents  a finan- 
cial gain  to  the  company. 

(3)  Kaiser’s  experience  is  almost  lim- 
ited to  metropolitan  areas.  The  cost  of 
a program  such  as  this  in  rural  areas  is  not 
tested.  Supplying  medical  care  in  rural 
areas  is  one  of  our  biggest  problems,  and 
it  is  a possibility  that  large  numbers  of 
HMO’s  in  the  state  might  result  in  strip- 
ping the  rural  areas  of  many  of  its  pri- 
mary physicians,  as  large  numbers  of  this 
type  of  physician  would  be  needed. 
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(4)  Kaiser-Permanente  has  lost  large 
sums  of  money  in  Denver  and  Cleveland 
in  the  past  two  or  three  years. 

(5)  Dr.  Smillie  conceded  that  “We  are 
not  yet  able  to  practice  the  preventive 
medical  care  we  want  to  achieve.”  In 
other  words,  they  are  not  functioning 
as  a Health  Maintenance  Organization  in 
the  true  sense  of  the  word. 

5.  Limitation  of  Services 

Many  important  services  are  not  provided. 
This  is  not  a complete  health  care  package. 
Among  the  items  not  provided  are: 

a.  Cosmetic  surgery  (Plastic  Surgery). 

b.  Treatment  for  disease  or  injury  con- 
nected to  military  service. 

c.  Treatment  for  injury  connected  to 
workman’s  compensation. 

d.  Treatment  of  Tuberculosis. 

e.  Treatment  in  extended  care  facilities. 

f.  Psychiatric  care  unless  covered  by 
prepayment  of  a special  premium. 

g.  A portion  of  obstetrical  services. 

III.  POSITION  OF  THE  MEDICAL  SO- 
CIETY OF  VIRGINIA 

A.  The  Society  is  always  interested  in  any 
method  of  medical  care  that  will  bring  better 
care  to  the  people  of  our  State,  but  as  you  can 
see  from  the  above,  we  have  serious  reserva- 
tions about  the  capabilities  of  HMO’s  to  do 
this. 

B.  The  Society  recognizes  HMO’s  as  one 
of  the  methods  of  delivery  of  health  care. 

1.  At  our  last  annual  meeting  in  October 
of  this  year,  the  House  of  Delegates  voted 
to  support  the  experimental  HMO  whose 
planning  is  now  under  way  at  the  Univer- 
sity of  Virginia  in  Charlottesville. 

2.  But  we  feel  that  this  modality  in  the 
delivery  of  health  care  needs  extensive  fur- 
ther trial  under  a wide  variety  of  condi- 
tions wherein  it  now  has  little  or  no  ex- 
perience. 

C.  The  Society  feels  that  the  present  ad- 
ministration has  been  vastly  oversold  on  the 
virtues  of  HMO’s.  It  appears  to  have  plans  to 


spend  hundreds  of  millions  of  dollars  of  the 
taxpayers’  money  to  further  the  propogation 
of  these  centers,  in  spite  of  the  fact  that— 

1.  There  is  no  evidence  that  either  the 
people  or  the  medical  profession  has  dem- 
onstrated any  substantial  interest  in  this 
type  of  care. 

2. -  The  cost  of  setting  up  a single  HMO 
is  tremendous: 

a.  to  be  most  effective  it  would  have 
to  control  a hospital.  With  the  hospital 
the  estimate  of  setting  up  a center  is  4-8 
million  dollars.  Estimates  are  often  low. 

b.  Then  there  are  several  deficit  years 
to  be  subsidized.  Remember  the  l/2  mil- 
lion dollar  annual  losses  that  Permanente 
is  now  experiencing  in  Denver  and  Cleve- 
land, and  this  is  the  group  with  the  most 
expertise  in  the  country  in  this  field. 

D.  The  matter  of  Peer  Review  concerns 
us:  This  means  as  the  words  imply— review  of 
the  quality  of  a physician’s  work  by  his  peers 
(other  physicians).  It  is  anticipated  that  many 
of  these  HMO’s  may  be  set  up  by  lay  groups 
who  will  in  turn  hire  the  physicians.  Many 
variations  are  possible  and  anticipated  by 
HEW.  This  is  likely  to  create  the  situation 
where  lay  people  are  passing  on  the  quality 
of  medical  care,  an  undertaking  which  they 
are  not  qualified  to  do. 

E.  The  viewpoint  of  organized  labor  con- 
cerns us.  It  appears  to  be  the  position  of  the 
labor  movement  that  they  would  support  the 
mass  development  of  HMO’s  only  as  a step- 
ping stone  to  a complete  nationalization  of  the 
health  delivery  system  in  the  United  States. 
I am  afraid  that  these  gentlemen  think  that 
they  would  like  to  see  some  system  such  as  the 
panel  system  of  care  that  new  exists  in  Great 
Britain,  and  in  my  judgment  this  would  be  a 
terrible  tragedy  for  the  people  of  our  country. 
There  is  abundant  evidence  that  the  panel 
system  of  care  provides  medical  care  vastly 
inferior  to  that  which  is  provided  by  our  free 
enterprise  system  in  the  United  States. 

7 02  Medical  T ovuer 
Norfolk , Virginia  23501 
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Current  Status  of  Vaccines 


The  commonly  used  vaccines  and 
their  administration  as  well  as 
general  principles  and  mechan- 
isms of  immunity  are  discussed. 


THE  USE  OF  VACCINES  or  immuno- 
prophylaxis developed  from  the  realization 
that  individuals  recovering  from  specific  in- 
fection did  not  succumb  to  that  disease  again. 
The  use  of  killed  or  attenuated  organisms  or 
their  products  has  been  shown  to  be  an  effec- 
tive method  for  increasing  host  resistance  to 
infectious  diseases.  As  Edsall  has  so  aptly  put 
it,  “Never  in  the  history  of  human  progress 
has  a better  and  cheaper  method  of  prevent- 
ing illness  been  developed  than  immunization 
at  its  best.” 

Since  Jenner’s  discovery  of  the  resistance  to 
smallpox  following  prior  cowpox  infection, 
many  other  vaccines  and  various  modes  of  ap- 
plication have  been  developed.  The  present 
report  will  deal  with  the  principles  and  mech- 
anisms underlying  active  immunization  and 
a discussion  of  newer  concepts  involving 
measles  and  rubella  vaccines. 

General  Principles  of  Active 
Immunization 

A vaccine  is  considered  effective  if  it  sig- 
nificantly reduces  the  disease  incidence  in  an 
immunized  group  over  that  in  a control  group. 
It  should  be  emphasized  that  the  effectiveness 
of  a vaccine  is  not  determined  merely  by  the 
induction  of  serum  antibody  alone  but  rather 
this  determination  is  by  the  demonstration  of 
enhanced  protection  against  disease. 

Presented  at  the  Annual  Meeting  of  The  Med- 
ical Society  of  Virginia,  Arlington,  October  14- 
17,  1971. 


RUSSELL  STEELE,  M.D. 

JOSEPH  A.  BELLANTI,  M.D. 
Washington,  D.  C. 

In  the  use  of  vaccines,  a knowledge  of  the 
pathogenesis  of  the  disease  in  question  is  es- 
sential. Infections  may  be  divided  into  two 
major  groups:  (1)  localized,  those  which  ex- 
ert their  effects  at  the  port  of  entry  by  local 
replication  and  inflammatory  changes,  and  (2) 
generalized,  those  which  after  a limited  period 
of  replication  at  a local  site  either  disseminate 
the  organism  (bacteria  or  virus)  or  their  prod- 
ucts (toxin)  via  blood-borne  dissemination 
(Table  I). 

Localized  infections,  as  illustrated  by  the 
respiratory  viruses,  are  surface  infections  in- 
volving primarily  only  the  tissues  which  are 
at  the  portal  of  entry.  In  general,  the  latent 
period  between  exposure  and  symptoms  is 
short  (days).  Blood-borne  dissemination  of 
organisms  or  toxin  is  unusual  despite  gener- 
alized symptoms.  Since  the  local  tissues  seem 
to  be  primary  sites  of  inflammation,  local  fac- 
tors of  immunity  appear  to  be  of  major  im- 
portance. Of  prime  importance  in  this  regard 
are  the  secretory  y A globulins. 

Systemic  infections  include  diseases  such  as 
diphtheria  and  the  childhood  exanthems  which 
are  usually  associated  with  relatively  longer  in- 
cubation periods.  Since  they  involve  a more 
complex  pathogenesis  with  passage  of  the  or- 
ganisms or  toxins  through  the  blood  stream, 
the  primary  immunity  mechanism  appears  to 
be  affected  by  serum  antibody  of  the  y G or 
y M variety. 

In  general,  vaccines  which  are  most  effective 
are  those  which  closely  simulate  the  recovery 
of  protective  mechanisms  seen  in  the  natural 
disease.  For  example,  the  protection  in  manv 
respiratory  infections,  such  as  parainfluenza, 
has  been  shown  to  be  correlated  better  than 
the  presence  of  y A-associated  antibody  in  the 
respiratory  tract  than  the  presence  of  serum 
y G antibody.  Vaccines  shown  to  be  effective 
in  localized  viral  infections  are  those  which 
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stimulate  the  local  y A responses.  On  the  oth- 
er hand,  the  presence  of  serum  y G-antibody 
following  active  immunization  has  been  shown 
to  be  correlated  with  clinical  protection  to 
generalized  diseases  such  as  poliomyelitis. 

Duration  of  Protection 

Perhaps  the  most  important  advantage  of 
active  immunization  over  passive  is  its  longer 
duration  of  protection.  The  host  is  rendered 


booster  response  is  utilized  in  clinical  pediat- 
rics where  multiple  doses  of  a vaccine  are 
given  to  enhance  immunity,  e.g.  diphtheria, 
pertussis,  tetanus  (DPT)  immunization. 

Status  of  Antigen 

Another  principle  underlying  the  use  of 
active  immunization  is  the  status  of  the  im- 
munogen itself.  In  general,  vaccines  which 
contain  virulent,  attenuated  or  “live”  organ- 


TABLE  I 


Characteristics  of  Infectious  Diseases 


Group  1 (localized) 

Group  2 (generalized) 

Site  of  Pathology: 

Examples : 

Incubation  Period: 

Presence  of  Blood-Borne  Phase: 
Duration  of  Immunity: 
Immunity  Mechanism: 

Portal  of  entry 
Respiratory  viral 
infections  (influenza) 
Relatively  short 
Negative 
Short  or  unknown 
Local  antibody  (y  A) 

Systemic 

Diphtheria,  measles 
poliomyelitis 
Relatively  long 
Positive 
Usually  lifelong 
Humoral  antibody 
. (y  G,  y M) 

protected  after  an  appropriate  time  lapse  (la- 
tent period),  following  which  antibody  is  de- 
tected. This  protection  is  also  associated  with 
many  of  the  other  factors  of  immunity  (cellu- 
lar and  humoral)  but  is  usually  measured  in 
vitro  by  the  presence  of  serum  antibody.  Un- 
like passive  immunity  in  which  the  duration 
of  serum  antibody  is  relatively  short-lived, 
levels  of  antibody  after  active  immunization 
are  detected  for  several  months  and  in  some 
cases  for  years. 

The  response  associated  with  the  initial  en- 
counter with  vaccine  is  referred  to  as  primary 
immunization.  The  initial  immunoglobulin 
responses  detected  in  serum  are  of  the  y M 
class  and  are  later  replaced  by  y G antibody. 

Following  subsequent  exposure  of  the  im- 
munized host  to  the  same  or  to  a similar  anti- 
gen, there  is  a rapid  recall  of  antibody  produc- 
tion which  occurs  much  sooner,  involves  a 
shorter  latent  period  and  attains  much  higher 
levels  of  antibody.  This  response  is  referred  to 
as  an  anamnestic  or  booster  response.  During 
the  secondary  response,  the  major  antibody 
component  is  of  the  y G variety;  the  y M, 
while  present,  is  diminished.  The  use  of  the 


isms  are  more  effective  than  inactivated  prep- 
arations. This  enhanced  effect  is  manifested 
by  a greater  degree  of  initial  protection  and 
a longer  duration  of  immunity.  Following  the 
use  of  inactivated  influenza  vaccine,  for  ex- 
ample, protection  may  be  noted,  but  influenza 
does  occur  in  immunized  individuals.  Infec- 
tions with  yellow  fever,  on  the  other  hand, 
are  generally  prevented  in  individuals  receiv- 

TABLE  II 


Route  of  Administration  of  Vaccine 


Example  of  Vaccine 

V accine 
Route * 

Natural  Portal  of  Entry 

Rubeola 

I.M. 

Respiratory  Tract 

Rubella 

I.M. 

Influenza 

I.M. 

Poliovirus  (Sabin) 

P.O. 

Gastrointestinal  Tract 

Poliovirus  (Salk) 

I.M. 

Smallpox 

I.D. 

Respiratory  Tract 

Rabies 

I.M. 

Skin  (neural) 

Yellow  fever 

I.M. 

Skin  (blood-borne) 

*I.M. — intramuscular;  I.D. — intradormal;  P.0. — oral 


ing  the  live  yellow  fever  vaccine  and  the 
degree  of  immunity  appears  to  be  lifelong. 
The  reasons  for  this  enhanced  efficacy  of  live 
vaccine  are  unclear  but  may  be  related  to  the 
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destruction  of  critical  antigens  during  the 
preparation  of  the  inactivated  vaccine.  An- 
other explanation  is  that  the  duration  of  im- 
munity seems  to  be  favored  by  antigens  which 
persist.  Live  vaccines  contain  antigens  which 
are  capable  of  sustained  persistence  and  pro- 
longed immunogenic  effect. 


munization  procedure  is  the  immunologic 
competence  and  reactivity  of  the  host.  The 
significance  is  apparent  in  the  developmental 
immaturity  of  the  young  infant  and  in  clin- 
ical entities  in  which  underlying  immunologic 
or  physiological  deficiencies  exist. 

Although,  previously,  infants  were  consid- 


TABLE  III 

Complications  of  Vaccines 


Type  Example  Mechanism 


N onimmunologic 
Host  response 


Vaccine  Response 


Immunologic 
Immunologic  deficiency 

Immunologic  suppression 
Normal  host 

Miscellaneous 


Localized:  swelling 

generalized:  fever,  toxicity 

Eczema  vaccinatum 
Adventitious  agents:  (SV-40), 
potential  oncogenic  effect 
Paralytic  poliomyelitis 

Vaccinia  necrosum 

Generalized  vaccinia 
Postvaccinal  encephalitis 


Local  urticaria 
Atypical  measles  (?) 
Localized  swellings 
Rubella — arthritis 
Rubeola — thrombocytopenia 


Toxins 

Propensity  of  skin 
Constituents  of  vaccine 

Reversion  to  virulence 

Congenital  deficiency  of  cell- 
mediated  immunity 
Suppressed  immunity 
Cell-mediated  hypersensitivity 


Reagin  type  (Type  I) 
Immune  complex  (Type  III) 
Arthus  (Type  III) 

Unknown 

Unknown 


Route  of  Administration 

Most  vaccines  are  administered  by  the  par- 
enteral route  regardless  of  their  natural  portal 
of  entry  (Table  II).  There  are  notable  ex- 
ceptions, however.  The  use  of  live,  oral  polio 
vaccine  is  given  bv  the  enteric  route;  yellow 
fever  by  the  parenteral  route  both  the  natural 
portals  of  entry  of  the  respective  viruses. 

In  addition  to  those  listed,  there  are  new 
approaches  to  immunoprophylaxis  which  are 
being  introduced,  such  as  the  local  applica- 
tion of  antigen  directiv  into  the  respiratory 
tract.  Intranasal  immunization  has  been  shown 
to  stimulate  local  y A antibody.  These  appli- 
cations are  currently  being  investigated  in  the 
case  of  influenza,  rubella  and  respiratory 
svncytial  virus  vaccines.  Thus,  a more  durable 
immunity  may  be  attained  and  the  responses 
seen  are  similar  to  those  following  natural 
infection. 

Immunologic  Status  of  the  Host 

Another  important  principle  guiding  im- 


ered  incapable  of  eliciting  an  immune  response, 
it  is  now  recognized  that  even  the  premature 
infant  may  be  successfully  immunized.  A pat- 
tern of  immune  response  is  characterized  by  a 
pattern  of  prolonged  y M antibody  synthesis 
much  more  prominent  than  the  response  of 
the  adult.  Knowledge  of  this  response  has 
been  useful  in  the  diagnosis  of  certain  intra- 
uterine infections  of  the  fetus,  (rubella,  cyto- 
megalovirus, toxoplasmosis  and  syphilis). 

The  inhibitory  effect  of  passive  antibody 
is  another  example  of  the  effect  of  immuno- 
logic reactivity  to  subsequent  immunization 
procedures.  The  passively  acquired  antibody 
not  only  confers  protection  to  the  newborn 
but  may  inhibit  a successful  immunization  with 
the  live  virus  vaccines,  e.g.  measles,  rubella. 

Not  only  does  the  status  of  the  immune 
response  affect  the  success  of  primary  immuni- 
zation procedures,  but  it  may  also  contribute 
to  adverse  effects  (Table  III).  These  adverse 
effects  are  seen  following  the  use  of  live  vac- 
cines and  are  predominantly  seen  in  those 
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individuals  with  depressed  immune  function. 
For  example,  in  children  with  defects  of  the 
thymic-dependent  limb  of  immunity,  progres- 
sive vaccinia  may  develop  following  the  use 
of  smallpox  vaccine.  Similarly,  patients  receiv- 
ing immunosuppressive  drugs  may  be  adverse- 
ly affected  following  the  use  of  smallpox  or 
live  measles  virus  vaccines. 

Immunization  with  certain  types  of  inacti- 
vated vaccines  (measles  and  respiratory  syn- 
cytial virus  vaccines)  can  be  followed  by 
serious  untoward  responses  seen  after  exposure 
to  live  virus  in  nature.  These  reactions  are 
manifestations  of  hypersensitivity  and  are  due 
to  prior  sensitization  with  the  killed  vaccine 


cine  are  required  to  maintain  adequate  levels 
of  the  serum  antibody.  The  primary  immunity 
mechanism  which  appears  to  be  stimulated  is 
antibody  of  the  serum  y G variety,  the  type  of 
immunity  mechanism  shown  to  be  most  effec- 
tive in  those  infections  whose  pathogenesis 
involves  a blood-borne  phase.  Since  these  vac- 
cines are  inactivated  they  do  not  possess  the 
hazards  of  the  live  vaccines.  They  do,  how- 
ever, have  certain  undesirable  properties,  in- 
cluding toxic  and  hypersensitivity  reactions. 

The  replicative  vaccines  in  current  usage  are 
those  which  are  live  or  attenuated  viruses  and 
include  measles  and  rubella  and  mumps  vac- 
cines. In  general,  these  vaccines  have  been 


TABLE  IV 


Classification  of  Vaccines 


Nonreplicative 

(Killed  or  Inactivated  Vaccines) 

Replicative 

(Live,  Attenuated  Vaccines) 

Example: 

Bacterial  (DPT) 

Some  viral  (poliovirus,  measles, 
influenza 

Viral  (yellow  fever,  vaccinia, 
rubeola,  rubella,  mumps  and 
poliovirus) 

Immunization  principle: 

Preformed  antigenic  mass 

Self-replicative 

Effect  of  passive  antibody: 

No  inhibitory  effect 

May  prevent  successful  immu- 
nization 

Duration  of  immunity: 

Relatively  short;  requires 
“boosters” 

Relatively  long  (mimic  natural 
infection);  do  not  usually  re- 
quire boosters 

Prime  immunity  mechanism: 

Humoral  7 G 

Humoral  7 G;  local  7 A 

resulting  in  immunologic  injury  rather  than 
protective  immunity. 

The  Use  of  Vaccines 

Broadly  speaking,  the  currently  available 
vaccines  comprise  two  major  categories:  (a) 
nonreplicative  and  (b)  replicative  vaccines 
(Table  IV). 

The  nonreplicative  vaccines  are  killed  or 
“inactivated”  and  contain  microorganisms  or 
their  products.  These  vaccines  rely  on  the 
ability  of  a preformed  antigenic  mass  to  stim- 
ulate serum  antibody.  There  is  no  further 
increase  of  antigen  through  replication:  the 
duration  of  vaccine  effect  may  be  prolonged 
through  the  use  of  adjuvants.  Since  a large 
mass  is  delivered,  these  vaccines  appear  to  be 
unaffected  by  the  presence  of  circulating  an- 
tibody. However,  the  duration  of  immunity  is 
relatively  short  and  boosters  of  additional  vac- 


shown  to  mimic  the  immunologic  events 
which  follow  natural  infection  and  lead  to 
a more  durable  immunity  than  the  nonreplica- 

TABLE  V 


Recommended  Schedule  for  Active  Immunization  and 
Tuberculin  Testing  of  Normal  Infants  and  Children 


2 months 

DTP— Trivalent  OPV* 

3 months 

DTP 

4 months 

DTP — Trivalent  OPV 

6 months 

Trivalent  OPV 

12  months 

Tuberculin  Test — Live  Measles  Vaccine 

15-18  months 

DTP— Trivalent  OPV — Smallpox 
Vaccine 

4-  6 years 

DTP — Trivalent  OPV — Smallpox 
Vaccine 

12-14  years 

Tdf — Smallpox  Vaccine — Mumps 
Vaccine 

Thereafter 

Tdf  every  10  years — Smallpox  Vaccine 
every  3-10  years 
Rubella  Vaccine 

*OPV — oral  polio  virus 

fTd — tetanus  toxoid  and  adult  diphtheria 


tive  vaccines.  They  do  not  normally  require 
subsequent  booster  immunizations  following 
the  primary  immunization.  The  immunogenic 
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potential  of  these  live  vaccines  is  related  to 
their  ability  to  be  self -replicative,  so  that  even 
small  infective  doses  still  obtain  satisfactory 
immunogenic  responses.  The  most  serious 
drawbacks  of  the  replicative  vaccines  is  that 
they  are  living  and  are  subject  to  the  risk  of 
mutation  to  more  virulent  forms  or  to  pro- 


ducing devastating  effects,  particularly  in  hosts 
with  underlying  diseases  or  altered  immunity. 

The  commonly  used  vaccines  and  their  op- 
timal time  of  administration  are  listed  in 
Table  V. 

3800  Reservoir  Road,  N.W. 

Washington,  D.  C.  20001 


Resistant  Bacteria  Pose  New  Challenge  to  Military  Doctors 


With  rapid  helicopter  evacuation  and  ad- 
vances in  medical  knowledge  saving  the  lives 
of  more  servicemen  wounded  in  Vietnam  than 
in  any  previous  war,  American  military  phy- 
sicians are  encountering  a new  challenge:  se- 
rious infection,  resistant  to  antibiotics. 

The  problem  is  described  in  a report  in  the 
February  21st  issue  of  the  Journal  of  the 
American  Medical  Association.  The  author, 
Myron  J.  Tong,  M.D.,  Ph.D.,  made  his  study 
at  the  Naval  Support  Activity  Hospital  in 
Da  Nang,  South  Vietnam,  to  determine  the 
effects  of  various  antibiotic  regimens  on  the 
types  of  bacteria  found  in  war  wounds  there. 

Part  of  the  problem  resulted  from  the  type 
of  wounds  suffered.  Grenades,  land  mines,  and 
booby  traps,  often  used  bv  the  enemy,  do  great 
damage  to  tissue  and  push  dirt,  metal  frag- 
ments, and  other  debris  deep  into  the  wound. 

While  some  of  the  bacteria  types,  identified 
by  taking  cultures  of  the  wounds,  were 
squelched  by  penicillin  and  other  antibiotics, 
others  were  resistant.  Of  30  patients  in  the 
study,  bacteria  were  cultured  from  the  blood 
of  12,  or  40  per  cent,  either  when  they  were 
admitted  to  the  Navy  hospital  or  later.  Three 
of  this  dozen  died. 


Dr.  Tong  advocates  starting  antibiotics 
before  surgery,  since  just  the  handling  of  the 
wound  during  treatment  “invariably”  causes 
bacteria  from  the  wound  to  enter  the  blood 
stream.  The  antibiotics  should  be  chosen  to 
control  the  types  of  bacteria  most  likely  to 
cause  infection  in  a given  patient. 

Even  before  antibiotics  are  started,  material 
for  culture  should  be  taken  from  the  wound 
so  infections  can  be  identified  if  they  arise, 
and  medication  changed  if  needed.  Blood  cul- 
tures and  additional  wound  cultures  when 
dressings  are  changed  also  help  keep  the  doc- 
tor posted  on  potential  problems. 

“Antibiotic  therapy  should  be  regarded  as 
an  adjunct  to  the  surgical  management  of  war 
wounds.  Severe  infections  arise  only  in  the 

J 

presence  of  devitalized  tissue  which  has  been 
inadequately  debrided,  and  the  physician  must 
adhere  closely  to  the  surgical  principles  of 
treating  combat  wounds.” 

The  30  patients  involved  in  the  study,  all 
young  Marines,  had  a total  of  63  severe  ex- 
tremity wounds.  Eighteen  of  these  men  re- 
quired amputation  of  one  or  more  limbs,  and 
the  rest  each  needed  extensive  surgical  de- 
bridement of  wounds  in  two  or  more  limbs. 
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Serum  Hepatitis  After  Konyne  Administration 


Konyne  (concentrate  of  factors 
II,  VII,  IX,  & X)  was  given  in- 
travenously because  of  bleeding 
complicating  coumadin  adminis- 
tration and  was  followed  eleven 
weeks  later  by  the  onset  of  hepa- 
titis. 

THE  FOLLOWING  is  a case  of  serum  hep- 
atitis that  developed  after  the  administra- 
tion of  Konyne. 

A twenty-six  (26)  year  old  white  male  en- 
tered Roanoke  Memorial  Hospital  on  March 
4,  1971,  because  of  two  to  four  hours  right 
flank  pain  and  painless  hematuria.  He  had 
been  taking  10  mg.  Coumadin  since  the  onset 
of  a deep  vein  thrombophlebitis  following  a 
right  knee  arthrotomy  two  months  earlier.  On 
admission  the  patient’s  physical  examination 
was  within  normal  limits  except  for  right 
costovertebral  angle  and  right  flank  tender- 
ness. The  patient’s  initial  prothrombin  time 
was  60  seconds  and  partial  thromboplastin  time 
was  88  seconds  (normal  22-45  seconds).  An 
intravenous  pyelogram  revealed  clots  in  his 
right  renal  pelvis.  The  patient’s  daily  Couma- 
din dosage  was  immediately  discontinued,  and 
he  was  given  10  mg.  P.  O.  Mephyton.  The 
same  dosage  was  repeated  in  six  hours;  how- 
ever, a susbequent  prothrombin  time  was  59 
seconds,  and  the  patient  was  still  experiencing 
severe  right  flank  pain.  He  was  given  500 
units  of  Konyne  I.  V.  One  hour  later  the 
prothrombin  time  was  twenty-one  seconds 
with  a control  of  13  seconds.  The  hematuria 
cleared  as  did  the  right  costovertebral  angle 
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and  right  flank  tenderness.  Lorty-eight  hours 
after  admission  the  patient’s  prothrombin  time 
was  12.5  seconds  with  the  control  being  13.5 
seconds.  As  the  patient  was  clinically  im- 
proved and  all  blood  chemistries  were  within 
normal  limits,  he  was  discharged  on  March  6, 
1971. 

On  May  24,  1971,  eleven  weeks  after  the 
above  admission,  the  patient  entered  Roanoke 
Memorial  Hospital  with  a five  day  history  of 
nausea,  vomiting,  and  diarrhea.  Two  days 
before  admission  he  had  developed  dark  urine 
and  clay  colored  stools.  On  admission  he  was 
a well  developed  young  white  male  whose 
sclera  were  slightly  icteric,  and  his  only  com- 
plaints were  moderate  nausea  and  anorexia. 
The  liver  edge  was  palpable  2-3  centimeters 
below  the  costal  margin  in  the  midclavicular 
line.  The  spleen  was  not  palpable,  and  no 
tenderness  was  noted  in  either  costovertebral 
angle  or  flank  areas.  There  was  no  history  of 
contact  with  other  persons  with  similar  symp- 
toms, and  he  had  received  no  other  parental 
therapy  other  than  Konyne  11  weeks  earlier. 
A clinical  diagnosis  of  hepatitis  was  made. 

The  course  of  the  illness  is  summarized  by 
the  liver  function  tests  shown  in  table. 

In  view  of  the  clinical  course  of  the  illness, 
the  liver  function  tests,  and  the  reactive  Aus- 
tralian/SH  antigen,  a diagnosis  of  serum  hepa- 
titis, secondary  to  Konyne  administration  was 
made.  The  patient  was  able  to  resume  work 
six  weeks  after  the  onset  of  hepatitis,  and  his 
recovery  has  been  complete. 

Discussion 

The  purpose  of  this  article  is  to  show  by 
case  history  a serious  problem  that  may  occur 
following  Konyne  administration.  Since  the 
advent  of  Konyne  (concentrate  of  factors  II, 
VII,  IX,  and  X,  produced  by  Cutter  Labora- 
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tories,  Berkeley,  California)  it  was  felt  that  the 
treatment  of  hemophiliac  disease  would  be 
greatly  altered.  Publications  on  the  incidence 
of  hepatitis  after  Konyne  administration  by 
Boklan1  and  by  Kingdon2  prompted  Heller- 


The  experience  of  Hellerstein  and  Deykin 
and  our  experience  with  a definite  case  of 
serum  hepatitis  following  the  administration 
of  Konyne  illustrates  the  serious  sequale  that 
may  develop  following  the  use  of  this  material. 


Date 

SGOT 

SGPT 

LDH 

Alkaline 

Phosphatase 

Bilirubin 

Direct 

Total 

May  24 

1200 

490 

110 

9.2 

May  25 

1500 

800 

43 

5.8 

7.7 

May  26 

1660 

920 

7.5 

9.4 

May  31 

2150 

1130 

37 

8.6 

12.0 

June  2 

1160 

1100 

540 

36.6 

June  3 

860 

770 

450 

37 

6.8 

9.7 

June  7* 

430 

335 

3.3 

6.9 

June  14 

340 

1.3 

3.3 

June  22 

139 

2.3 

June  23 

49 

0.4 

1.3 

*Australian/8H  antigen  (Hepatitis  associated):  Reactive 
SGOT,  SGPT,  LDH— units/ml. 

Alkaline  Phosphatase — International  Units 
Bilirubin  mg.  % 


stein  and  Deykin3  to  review  the  incidence  of 
hepatitis  developing  after  the  administration 
of  Konyne  in  patients  at  the  Beth  Israel  Hos- 
pital. Hellerstein  and  Deykin  found  forty  per 
cent  (40%)  almost  certain  cases  of  hepatitis 
and  seventy  per  cent  (70%)  probable  clinical 
cases  of  hepatitis  developed  after  the  adminis- 
tration of  Konyne.  These  results  have  led 
their  group  to  restrict  the  use  of  Konyne  to 
patients  with  established  hereditary  factor  II, 
VII,  IX,  and  X deficiencies  who  cannot  be 
managed  satisfactorily  with  plasma. 
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Osteitis  of  Thoracic  Cage  Following  Irradiation  for 
Carcinoma  of  the  Breast 

ANDREW  A.  MAYER,  M.D. 
MARK  JENKINS,  M.D. 

Norfolk,  Virginia 


The  incidence  and  diagnosis  of 
radiation  osteitis  are  discussed 
and  six  cases  involving  the  ribs 
are  presented. 

THE  OCCURRENCE  of  radiation  osteitis 
has  been  well  documented  in  the  literature. 
Multiple  case  reports  have  been  presented  and 


the  pathological  changes  have  been  delineated. 
Particular  areas  of  involvement  discussed  have 
been  the  femoral  necks,  mandible,  clavicle  and 
ribs. 

Involvement  of  the  ribs  has  been  variously 
described  as  sequela  of  breast  irradiation  by 
several  authors.  Paul  and  Polke4  discussed  15 
cases  in  their  series,  and  Friedman  has  described 
a single  case.  Specific  references  have  also 
been  described  and  translated  from  the  foreign 
literature.2,3 


Case 

Rx  Date 

Rx  Given 

Initial  Abn. 
Appeared 

Interval 

Initial 
Pickup  Abn. 

Progression 

1 

9/65 

Co-60 

4000  TD  @ 4 cm 
10  x 12  Ax-Sc 
6 x 12  IM 

5/66 

8 mos. 

Sharp,  large 
gap 

Filling  in  with 

eventual 

healing 

2 

9/64 

Co-60 

4000  TD  @ 4 cm 
10  x 12  Ax-Sc 
6 x 11.5  IM 

250  KVP  Th.l.  50TSD 
TAN  GENTI ALS 
3000  air  each 
16  cm  sep. 

8/67 

35  mos. 

Soft  Fx  line 

Absorption 

and 

smoothing 

3 

5/63 

Co-60 
4000  TD 
9.5  x 12  Ax-Sc 
7 x 16  IM 

Rib-10/64 

Stemum- 

10/66 

15  mos. 
39  mos. 

Rib-early 
absorption 
Sternum- 
sharp  Fx 

Healing  of  rib 
Fx.  Sternum 
unchanged. 

4 

1954 

1500  r/2  mos  L Sc. 
Direct  10  x 10 
250  KVP 

1500  L Axilla  10  x 10 
2100  Mediastinum 
10  x 15 

4/64 

124  mos. 

Sharp  Fx 
offset 

Absorption 

smoothing 

5 

12/67 

Co-60 
4000  TD 
9 x 14.5  Ax-Sc 
6.5  x 10.5  IM 

7/68 

7 mos. 

Sharp  Fx 
offest 

Absorption 

smoothing 

6 

8/67 

Co-60 
4000  TD 
10  x 13  Ax-Sc 
6 x 11  IM 

3/69 

19  mos. 

Sharp, 
large  gap 

Unchanged 

Fig.  1.  Case  Data. 


From  the  Department  of  Radiology,  Norfolk  The  purpose  of  this  paper  is  to  present  our 
General  Hospital.  series  of  six  cases.  (Fig.  1) 
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These  cases  were  observed  in  a series  of  395 
women  treated  with  post  operative  radiation 
for  carcinoma  of  the  breast.  This  represents 


Fig.  2.  A.  Diagram  of  Cobalt  60  ports. 
B.  Tangential  orthovoltage  port  (arrows). 


ceived  Cobalt  60  therapy  with  similar  dose 
and  time  intervals.  In  addition  one  of  the  five 
patients  received  tangential  orthovoltage  radi- 
ation to  the  chest  wall.  One  patient  received 
250  and  100  K.V.P.  radiation  only. 

All  patients  receiving  Cobalt  60  therapy  are 
treated  in  basically  the  same  fashion  with  an- 
terior mediastinal  and  axillary-supraclavicular 
ports.  (Fig.  2).  The  axillary-supraclavicular 
port  in  each  situation  is  calculated  to  a depth 
dose  of  4000  rads  at  4 cm.  This  would  yield 
a dose  of  4600-4900  rads  at  1-2  cm.  depth. 
This  is  felt  to  represent  the  range  of  dose  from 
Cobalt  60  to  the  involved  ribs  and  sternum. 
In  all  cases  15  treatments  were  delivered  in  a 
three  week  interval.  The  tangential  ports  are 
placed  so  that  there  is  no  contribution  to  the 
involved  ribs.  The  patient  with  sternal  osteitis 
did  not  have  supplementary  orthovoltage  treat- 
ment. Patient  #4  received  1500  r.  in  air  to  a 
10  x 10  left  supraclavicular  port  over  a two 
month  interval.  Treatment  factors  were  250 
KVP,  Thoraeus  I filtration,  50  T.S.D.  The 
remainder  of  her  therapy  did  not  encompass 
the  area  of  subsequent  osteitis. 

Figures  4-10  serve  to  illustrate  the  radio- 
graphic  findings. 

The  initial  finding  (Figs.  3,  7,  8)  in  two 
cases  was  a sharply  marginated  offset  fracture. 
Two  cases  presented  as  a large  sharply  defined 
gap  in  the  rib;  one  case  as  a soft  fracture  line, 


and  one  as  early  resorption.  The  latter  case 
had  sternal  involvement,  presenting  as  a 
sharply  marginated  fracture.  There  was  no 
correlation  of  time  of  onset  (Fig.  2)  to  the 
particular  radiographic  finding.  Two  of  the 
cases  have  progressed  to  healing  of  their  le- 
sions. Three  cases  demonstrated  the  sequence: 

F racture > absorption > smoothing  of 

fracture  line;  and  one  is  unchanged.  The  pa- 
tient with  rib  and  sternal  lesions  is  one  of  the 
two  with  healing  rib  fracture,  and  the  sternum 
is  unchanged.  It  is  reasonable,  therefore  to 
assume  the  following  sequence: 

Resorption > F racture > Resorption  at 

fracture  margins > Healing  or  Increased 

absorption  with  enlarging  gap >Smooth- 

and  rounding  of  gap  margins  with  “pseudo- 
arthrosis”. 

The  differential  diagnosis  includes  metastasis 
and  osteomyelitis.  All  of  these  entities  may 
present  with  similar  radiographic  findings. 

All  of  Paul  and  Pohle’s  patients  as  well  as 
Friedman’s  single  case  did  not  have  any 
clinical  symptoms  relevant  to  the  area  of  in- 
volvement. This  has  been  our  experience  as 
well.  In  contrast  to  this  Gregl2  et  al.  described 
15/18  cases  that  presented  with  pain. 

Involvement  localized  to  the  area  irradiated, 
and  in  particular,  involvement  of  multiple  ribs 
within  the  field  favors  radiation  osteitis.  In  a 
like  manner,  progression  to  pseudoarthrosis 
implicates  osteitis. 

Although  metastasis  may  remain  unchanged 
for  years  progressive  destruction  is  the  rule 
rather  than  the  exception.  Again,  this  usually 
presents  with  pain. 

Osteomyelitis  might  be  differentiated  on  a 
clinical  basis,  presenting  with  findings  of  pain, 
heat,  tenderness,  elevated  WBC  and  sedimen- 
tation rate,  etc.  Sequestra  formation  has  been 
described  in  several  of  Gregl’s  cases,  and  scle- 
rosis has  been  a more  recent  finding  in  two 
additional  cases  we  are  observing,  but  have  not 
followed  long  enough  to  include  in  the  series. 

Summary 

Six  cases  of  radiation  osteitis  involving  the 
ribs  and  one  case  also  developing  a sternal 
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Fig.  3.  Case  1.  Normal  ribs  before  irradiation.  (Left)  Initial  abnormality  eight  months  later 
(arrows)  consists  of  large  gaps  in  second  and  third  ribs. 


Fig.  4.  Case  1.  Three  years  after  initial  abnormality.  Gaps 
in  second  and  third  ribs  have  healed. 


Fig.  5.  Case  2.  Pre-irradiation  fLm  on  the  left.  Thirty-six  months  later,  a soft  fracture 
line  is  visible  in  the  first  rib.  (arrow) 
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Fig.  6.  Case  3.  Sternal  fractures  in  October,  1966.  (left)  Follow-up  in  March,  1970. 

No  significant  change,  (right) 


Fig.  7.  Case  4.  Initial  sharp  offset  of  third  rib  on  4/64,  124  months  after  treatment. 


r 
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Fig.  8.  Case  4.  Continued.  February,  1970.  Smooth  gaps  now  seen  in  second  and  third  ribs  with 
offset  of  third  rib  plainly  visible,  (arrows).  Early  film  before  abnormality  in  the  ribs  ap- 
peared. (left) 


402 


Virginia  Medical  Monthly 


Fig.  10.  Case  5.  Continued.  Progression  to  smoothly  de- 
fined pseudoarthroses  of  second  and  third  ribs  two 
years  later. 


osteitis  are  presented.  All  patients,  except  one, 
received  essentially  the  same  dose  which  can 
be  calculated.  The  incidence  as  well  as  the 
radiographic  findings  and  differential  diagnosis 
are  discussed. 
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600  Gresham  Drive 
Norfolk , Virginia  23501 


Clinical  Center  Study  of  Patients  with  Cancer  of  the  Oral 
Cavity,  Pharynx,  Larynx,  or  Paranasal  Sinuses 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  cancer  of  the 
oral  cavity,  pharynx,  larynx,  or  paranasal 
sinuses  for  studies  being  conducted  by  the 
National  Cancer  Institute’s  Surgery  Branch  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

(Patients  selected  for  admission  and  treatment 
will  be  included  in  an  adjuvant-therapy  pro- 
tocol where  the  treatment  modalities  of  sur- 
gery, irradiation,  and  chemotherapy  will  be 
combined  in  such  a manner  as  to  determine  the 


feasibility  of  such  a therapeutic  approach  and 
its  potential  for  decreasing  the  incidence  of 
local  recurrence  and  metastases. 

Post-treatment  studies  are  planned  which 
will  include  cooperative  followup  between  the 
referring  physician  and  the  National  Cancer 
Institute. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these  studies 
may  write  or  telephone:  Alfred  S.  Ketcham, 
M.D.,  Clinical  Center,  Room  10-N-116,  Na- 
tional Institutes  of  Health,  Bethesda,  Mary- 
land 20014.  Telephone:  301-496-4164. 
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Informed  and  Involved 


What  is  to  happen  to  the  medical 
profession  in  the  next  few  years 
is  uncertain  and  disturbing.  It  is 
possible,  however,  for  the  profes- 
sion to  control  its  fate  by  forming 
and  supporting  a strong  organiza- 
tion and  acting  as  a unit. 

O BE  A DOCTOR  OF  MEDICINE  is  one 
of  the  highest  privileges  and  marks  of 
achievement  that  can  be  conferred.  While  I 
stand  before  you  with  all  the  humility  I can 
muster  on  the  one  hand,  I stand  with  pride 
on  the  other  for  I am  proud  to  be  a Doctor 
of  Medicine.  This  carries  with  it  a tremendous 
responsibility  and  a challenge  perhaps  greater 
today  than  ever  before.  I am  willing  to  accept 
this  challenge  and  this  responsibility  and  I 
hope  that  you  are  of  like  mind. 

We  are  living  in  a changing  world,  a world 
far  different  from  that  which  prevailed  when 
the  degree  of  medicine  was  conferred  upon 
most  of  us.  We  are  living  in  a day  and  age 
of  revolution,  one  which  involves  every  aspect 
of  our  life.  We  must  live  in  this  day  and  must 
serve  in  this  short  segment  of  time  which  is 
allotted  to  us.  We  cannot  live  in  the  past,  nor 
think  in  the  past,  but  only  in  this  present  age. 
To  serve  this  present  age,  this  present  gener- 
ation is  our  responsibility  and  accountability. 

Since  1933  with  the  inauguration  of  Presi- 
dent Franklin  Delano  Roosevelt  we  have  wit- 
nessed a creeping,  crawling,  leaping  growth 
of  socialism,  and  I suspect  that  its  present  state 
far  exceeds  Mr.  Roosevelt’s  fondest  dreams. 
It  is  all  around  us.  We  cannot  run  from  it, 

Presidential  Address  before  Roanoke  Academy 
of  Medicine,  October  4,  1971. 


JAMES  G.  SNEAD,  M.D. 

Roanoke,  Virginia 

or  hide  from  it,  and  it  will  not  go  away.  We 
can  no  longer  bury  our  heads  in  the  sand  and 
say  it  isn’t  so.  In  spite  of  this,  we  are  living 
in  the  most  exciting  times  in  the  history  of  the 
world.  Exciting!  and  Changing!  Exciting 
times  in  the  socio-economic  world  and  excit- 
ing and  challenging  times  in  the  field  of  medi- 
cine. Therefore,  it  behooves  all  of  us  to  be- 
come informed  and  involved.  This  will  be 
essential  if  we  are  to  save  and  nurture  our 
profession,  the  profession  which  is  giving  to 
these  United  States  the  highest  quality  medical 
care  the  world  has  ever  known. 

The  conventional  practice  of  medicine  of 
today  is  under  attack  as  never  before.  Ranged 
behind  a banner  reading  “Health  Care  Crisis” 
a large  and  vociferous  group  of  critics  claim 
that  the  nation’s  medical  system  is  woefully 
deficient  in  so  many  major  aspects  that  it 
must  be  re-organized  and  this  be  done  quickly. 
Never  before  has  this  profession,  which  has 
done  so  much  for  so  long  for  so  many,  been 
subjected  to  such  harsh  criticism. 

More  generally,  these  critics  have  focused 
on  the  worst  areas  in  the  field  and  trumpeted 
these  findings  as  though  they  were  typical. 
With  this  technique,  of  course,  all  aspects  of 
American  life  can  be  indicted  since  all,  like 
medicine,  have  weaknesses  and  deficiencies. 
Let  us  not  forget,  however,  that  even  unfair 
criticism  can  be  helpful  in  keeping  an  indi- 
vidual or  institution  of  society  on  its  toes  and 
help  prevent  complacency.  We  cannot  af- 
ford complacency,  nor  in  this  day  and  age  will 
complacency  be  tolerated  either  within  the 
profession  or  by  its  outside  critics.  Many 
of  the  medical  care  critics  have  solutions  which 
they  want  to  offer.  These  critics  assure  us  that 
if  we  will  adopt  their  program  all  will  be  well 
and  we  will  have  the  best  of  all  worlds.  There 
are  many  schemes  and  programs  on  how  to 
improve  or  how  to  overcome  this  great  health 
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crisis  which  they  say  exists.  All  the  while,  they 
fail  to  take  into  consideration  that  the  same 
doctors  who  are  already  providing  the  finest 
health  care  in  the  world  would  be  those  trying 
to  eradicate  the  crisis  which  they  say  exists 
and  implement  their  programs.  While  they 
criticize  us  on  the  one  hand,  they  will  hasten 
to  add  that  no  program  will  succeed  without 
full  support  of  the  doctors.  I believe  that  the 
real  crisis  which  confronts  us  today  is  not  the 
medical  but  that  of  a reckless  government 
trying  to  usurp  the  power  and  trying  to  in- 
flect a way  of  medicine  which  will  be  difficult 
to  finance  and  even  more  difficult  to  man. 

What  are  some  of  the  areas  where  crisis  is 
said  to  exist?  One  of  the  most  frequently 
quoted  deficiencies  is  in  the  area  of  infant 
mortality  and  here  they  use  figures  and  statis- 
tics which  are  not  valid.  The  infant  mortality 
rate  is  dropping  gradually  each  year.  There 
has  been  a drop  of  more  than  20%  between 
1965  and  1970.  Last  year,  for  the  first  time 
in  the  American  history,  the  infant  mortality 
rate  went  below  20  deaths  per  100,000  live 
births.  Infant  mortality  is  not  entirely  a doc- 
tor problem.  To  be  sure,  any  infant  mortality 
wherever  it  may  be  is  disturbing.  Mortality 
in  some  of  our  deprived  areas  such  as  the  ghet- 
toes,  ties  in  with  the  lack  of  proper  nutrition, 
ill  housed  mothers,  for  example,  who  are  not 
strong  enough  to  support  a healthy  fetus.  The 
real  problem  is  the  ghetto.  Perhaps,  our  critics 
in  this  area  would  do  well  to  focus  their  at- 
tention on  the  problems  of  these  areas  and  not 
the  doctor  who  is  already  reducing  infant 
mortality. 

Another  frequent  area  of  complaint  is  that 
doctors  and  the  American  Medical  Association 
have  been  shutting  off  the  supply  of  doctors 
presumably  to  increase  its  monopolistic  pow- 
er. To  be  sure,  in  certain  areas  in  this  coun- 
try, there  is  a shortage  of  doctors.  These  areas 
are  usually  in  urban  slums  and  in  remote  rural 
communities.  However,  in  the  United  States 
as  a whole,  we  have  one  of  the  highest  ratios 
of  physicians  to  population  in  the  entire  world. 
Between  1950  and  1970  the  number  of  M.D.’s 
in  this  country  increased  almost  50%,  or  sub- 


stantially more  than  roughly  1/3  population 
increase  in  the  same  period.  In  September  of 
this  year  according  to  the  estimates  by  the 
Association  of  American  Medical  Colleges 
12,000  new  medical  students  began  their 
studies.  About  40%  more  than  the  number 
of  freshmen  enrolled  as  recently  as  1965. 
There  has  been  a net  increase  between  35,000 
and  40,000  doctors  in  this  country  since  1965. 
Until  September  of  this  year,  there  were  103 
medical  schools  operating  in  this  country.  In 
September  five  more  were  opened,  five  more 
in  1972  and  more  than  a dozen  on  the  drawing 
boards  for  the  near  future.  But  let  us  pause 
for  a moment  and  reflect  on  this  matter  of  the 
proposed  physician  explosion. 

With  such  aids  and  devices  as  planned  par- 
enthood, the  “PILL”,  IUD’S,  and  legalized 
abortion  there  is  every  indication  that  our  pop- 
ulation growth  may  stabilize  but  with  our  pro- 
jected increase  in  the  output  of  M.D.’s  the 
physician-ratio  will  continue  to  rise.  As  a 
matter  of  fact,  there  are  some  physicians  and 
educators  who  have  already  expressed  concern 
that  we  may  within  a few  years  have  an  over- 
supply of  physicians  in  the  LTnited  States. 

Twenty-five  years  ago  or  less,  there  was  a 
clamor  for  more  electronic  and  industrial  en- 
gineers. They  were  supplied.  Today  there 
are  many  areas  in  which  there  is  an  oversupply 
of  these  highly  trained  men  who  have  no  jobs 
and  their  experience  and  expertise  are  being 
wasted.  Five  years  ago  our  educational  experts 
predicted  a marked  shortage  of  teachers  in  the 
elementary  schools.  However,  with  the  drop- 
ping off  of  the  population  explosion  and  eco- 
nomic down  turn,  thousands  of  college  gradu- 
ates equipped  to  serve  in  this  area  are  idle. 

Therefore,  while  we  must  be  cognizant  of 
the  need  let  us  not  rush  headlong  into  mass 
production  lest  we  find  ourselves  in  the  same 
predicament. 

The  Medical  Care  Crisis  cannot  be  com- 
pletely blamed  on  the  doctor  shortage.  As 
mentioned  above,  it  would  be  far  better  to 
attack  the  problems  of  the  ghetto— the  rat 
infested  slums— rather  than  supply  a host  of 
doctors  to  sew  up  the  children  who  are  bitten 
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by  these  rats.  Our  nation  did  not,  for  example, 
attack  malaria  by  doubling  the  number  of  hos- 
pital beds  or  tripling  the  number  of  doctors. 
It  conquered  malaria  by  draining  the  swamps 
and  controlling  mosquitoes.  There  are  many 
other  areas  which  should  be  attacked  in  this 
manner  rather  than  placing  the  so-called  “cri- 
sis” in  the  laps  of  the  doctors  and  the  Amer- 
ican Medical  Association.  The  death  rate  in 
this  country  has  dropped  significantly.  In 
1967,  the  last  year  for  which  data  are  avail- 
able, the  age  adjusted  death  rate  in  this  coun- 
try was  7.3  per  thousand.  Twenty  years 
earlier,  the  corresponding  figure  was  9.0  per 
thousand,  being  almost  25%  higher.  Little  is 
said  of  this.  Nothing  is  said  of  the  eradication 
of  polio  and  other  similar  dread  diseases.  While 
it  is  often  quoted  “I  can’t  get  a doctor”,  noth- 
ing is  said  of  the  millions  of  Americans  who 
see  doctors  every  day  and  are  treated  success- 
fully day  in  and  day  out.  No  mention  is  ever 
made  of  the  sacrifices  which  are  made  by  all 
of  us.  No  mention  is  ever  made  of  the  long 
hours  and  untiring  efforts  on  behalf  of  the 
patients  of  America.  This  is  a daily  routine 
in  the  life  of  the  average  doctor.  No,  no  men- 
tion is  made  of  these  facts,  and  there  will  not 
be  any,  for  this  does  not  make  news.  This  is 
expected  of  us,  not  only  by  our  critics  but  by 
those  who  support  us  and  I would  hope  that 
no  matter  how  strong  the  critics  may  be  that 
we  would  never  shirk  or  shrink  from  this 
obligation,  for  this  is  our  duty. 

We  speak  often  of  socialized  medicine  and 
fear  it  and  we  should.  But  in  spite  of  all  the 
inroads  and  threats  and  advances  in  socialism 
we  have  been  able  to  maintain  a pluralistic 
form  of  medicine.  Patients  still  have  a choice 
as  to  which  type  of  medicine  they  prefer. 
Doctors  still  have  a choice  as  to  which  type  of 
practice  they  prefer.  There  is  still  the  doctor- 
patient  relationship.  There  is  still  the  fee  for 
service,  competition  among  doctors,  competi- 
tion among  individual  doctors  and  groups,  be- 
tween groups  of  doctors— this  is  the  American 
way— private  enterprise  and  private  initiative 
still  exist.  These  values  are  worth  fighting  for 


and  worth  saving.  What  can  we  do?  Let  us 
become  INFORMED  AND  INVOLVED. 

While  I have  pointed  out  only  a few  of  the 
many  contributions  and  achievements  of  our 
profession,  we  must  admit  that  there  are  areas 
of  deficiency  and  one  of  them,  I am  afraid, 
rests  within  us.  If  we  are  to  survive  and  pre- 
serve what  is  left,  we  must  break  the  shackles 
of  self  interest,  self  pity,  and  stop  feeling  sorry 
for  ourselves.  We  must  broaden  our  scope  of 
interests  and  practice,  not  only  the  day  to  day 
individual  practice,  but  become  involved  in  a 
broader  area.  We  must  again  put  on  the  mantle 
of  the  Old  Country  Doctor  and  become  in- 
volved in  community  projects  which  pertain 
to  health  and  medicine  for  we  are  the  only 
ones  who  can  practice  medicine  and  who  our 
citizens  can  come  to  in  matters  pertaining  to 
health.  We  must  become  involved  in  the  broad 
needs  of  our  community , state , and  our  na- 
tion. We  must  become  statesmen.  Our  future 
will  not  depend  entirely  upon  our  science  and 
our  achievements,  but  on  our  statesmanship- 
statesmanship  by  definition  (exercising  leader- 
ship widely  and  in  general  interest,  without 
narrow  partisanship).  If  we  fail  in  our  states- 
manship in  the  next  two  to  three  years  much 
of  our  gains  in  science  will  go  unnoticed  or 
be  lost.  We  must  now  accept  the  obligations 
to  our  patients,  to  our  profession  and  to  our 
allies  and  to  our  nation  to  make  sure  that  the 
next  generation  will  not  say  that  while  we 
made  commendable  progress  in  science  and 
technology,  We  failed  in  the  responsibility  of 
statesmanship,  we  failed  to  exercise  leadership 
in  the  general  interests  without  narrow  par- 
tisanship—that  the  individual  physician  failed 
to  recognize  the  patient  as  more  than  a set  of 
symptoms,  that  he  failed  to  have . compassion, 
that  he  turned  out  to  be  a hired  technician, 
that  he  failed  his  responsibility  for  safety  and 
quality  of  his  service  and  thereby  brought 
federal  legislation  to  impose  harsh  standards 
that  limited  the  application  of  his  own  judg- 
ment—that  he  failed  to  recognize  his  responsi- 
bility in  drug  control  and  drug  abuse— that  he 
failed  to  recognize  his  obligation  to  make  his 
services  easily  and  economically  available  to 
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all  members  of  the  society,  rich  and  poor, 
urban  and  rural  and  so  has  brought  on  fed- 
eral laws  to  insure  this.  While  we  exceed  the 
family  doctor  of  a few  generations  ago  in  our 
ability  to  diagnose  and  treat  disease  I am  afraid 
that  he  exceeds  us  in  statesmanship  in  the  act 
of  being  a doctor  to  the  whole  community. 

The  medical  practice  of  the  future  is  not 
going  to  just  happen.  It  is  not  going  to  be  a 
matter  of  chance.  It  will  not  simply  flow  from 
one  generation  to  the  next,  but  instead  it  wili 
be  structured , designed , and  built  by  men.  Its 
beauty,  strength,  and  usefulness  will  depend 
on  two  things. 

First,  how  well  it  is  conceived  and  designed 
and  how  carefully  and  detailed  the  plans  are 
drawn. 

Second , how  closely  all  the  workers  in- 
volved in  the  construction  cooperate  to  create 
the  best  possible  finished  product.  Each  con- 
tributing his  special  skills  to  insure  that  the 
ultimate  structure  is  sturdy,  straight,  and  use- 
ful with  wide  portals  for  easy  access  and  facil- 
ities to  meet  the  needs  of  all  who  enter. 

We  of  the  medical  profession  are  doubly 
blessed  and  doubly  challenged  for  we  are  the 
only  ones  who  have  the  qualifications  and 
obligations  to  be  both  architect  and  worker. 

Medicine  is  on  the  auction  block.  Which 
way  will  it  go?  The  Nixon  Plan?,  the  Ken- 
nedy Plan?,  The  Javitts  Plan?,  The  Health 
Rights  Plan?,  The  Powell  Plan?,  The  A.M.A. 
Medicredit?,  which  will  it  be?  It  would  seem 
that  with  so  many  health  plans  already  in  the 
mill  and  others  to  come  that  no  one  plan  as 
we  now  have  it  will  be  the  accepted  one.  If 
and  when  it  comes  and  it  is,  it  will  most  likely 
be  a combination  of  these  and  others.  Already 
the  A.M.A.  is  working  to  restructure  its  medi- 
credit. This  is  only  the  beginning  and  if  we 
are  to  have  a plan,  let  us  try  to  design  one 
which  will  meet  our  needs  and  meet  the  needs 
of  the  American  people.  Let  us  become  the 
architect. 

It  seems  that  we  may  have  some  time  in 
which  to  work  and  build.  It  is  predicted  that 
radical  medical  legislation  will  not  pass  the 
92nd  Congress.  It  is  predicted  that  Congress 


will  not  pass  the  Kennedy  Bill  or  will  not  be 
able  to  over-ride  a veto. 

It  is  predicted  that  while  preliminary  work 
will  be  done,  medical  legislative  programs  as 
envisioned  by  the  liberals  will  not  be  completed 
in  the  92nd  Congress.  THE  BIG  PROBLEM, 
HOWEVER,  IS  THE  93RD  CONGRESS. 
That  is  the  Congress  that  will  be  elected  in 
1972.  The  93rd  Congress  has  already  been 
labeled  the  Crisis  Congress.  If  these  predictions 
are  true  then  we  must  work  to  shape  the  93  rd 
Congress.  We  must  work  together.  We  must 
work  as  a unit.  Some  of  our  foes  have  said 
that  they  did  not  fear  any  influence  from  the 
medical  profession  for  the  A.M.A.  will  be 
easy  to  defeat  because  they  can  never  get 
together,  they  can  never  function  as  a unit, 
there  are  divisive  forces  among  them,  they  are 
individuals  going  their  own  separate  ways.  We 
must  begin  to  exert  our  strength  as  a unit, 
we  must  come  together  for  as  John  Adams 
said  in  the  Continental  Congress  of  1776,  “If 
we  don’t  hang  together,  we  will  surely  hang 
separately.”  We  must  for  once  in  our  life 
begin  to  act  as  a cohesive  group.  While  I am 
sure  that  there  are  things  about  organized  med- 
icine which  includes  this  Academy,  the  State 
Society,  and  the  A.M.A.  with  which  you 
do  not  agree,  I am  sure  there  are  many  things 
which  you  could  accept  if  you  became  inform- 
ed and  you  became  involved  in  it.  We  must  not 
let  ourselves  become  divided  or  torn  asunder  by 
hairbrained  thinking  and  fly-by-night  organi- 
zations. As  far  as  I am  concerned,  we  can  be 
effective  only  if  we  act  through  organized 
medicine.  To  me  this  means  the  Roanoke 
Academy  of  Medicine,  The  Medical  Society 
of  Virginia  and  the  American  Medical  Asso- 
ciation. If  we  do  not  now  stand  up  and  be 
counted  as  members  of  the  grandest  profession 
on  earth,  if  we  don’t  take  part  in  politics,  if 
we  don’t  become  involved,  then  soon  we  will 
have  no  profession  to  fight  for.  The  American 
Medical  Association’s  influence  is  being  felt 
and  recognized  in  Congress  today  as  never 
before.  In  1970  the  A.M.A.  spent  approxi- 
mately $96,000.00  for  lobbying  and  why 
shouldn’t  they  for  those  who  would  destroy 
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us  are  spending  much  more  and  I believe  that 
only  through  the  A.M.A.  can  we  ever  hope  to 
bring  pressure  upon  Congress  to  influence 
any  legislation.  Why,  even  Mr.  Kennedy 
called  the  American  Medical  Association  his 
greatest  foe.  This,  in  itself,  is  an  expression  of 
strength  and  in  addition,  a very  high  compli- 
ment to  our  efforts. 

If  we  are  to  become  effective,  we  must 
increase  our  strength,  and  our  participation  in 
the  local  society.  When  one  looks  at  the  roster 
of  this  Society  which  carries  287  names  and 
then  reflects  upon  the  attendance  and  parti- 
cipation it  is  appalling!  No  wonder  that  we 
are  in  trouble!  One  of  the  greatest  services 
which  we  can  do  for  our  profession  is  to  en- 
courage and  to  re-activate  the  doctors  of  medi- 
cine and  get  them  involved  in  the  programs 
for  we  are  fighting  for  our  life!  In  Virginia 
there  are  6,552  physicians.  Of  that  number 
there  are  3,284  who  are  members  of  the 
American  Medical  Association.  That  is  49.9%. 
We  can’t  win  many  battles  by  starting  at  half 
strength.  We  need  to  enlist  more  support  for 
this  Society,  for  the  State  Society  and  the 
American  Medical  Association. 

One  of  the  greatest  avenues  of  force  and 
action  is  through  the  PAC  movement  of  the 
American  Medical  Association.  That  is  the 
Political  Action  Committee.  The  93rd  Con- 
gress is  a problem  of  PAC.  The  PAC  program 
is  a grass  roots  program  which  can  exert 
influence  locally.  We  should  learn  all  we  can 
about  the  candidates  and  learn  what  we  can 
on  how  to  evaluate  campaigns.  We  must  make 
a personal  commitment  to  become  informed 
and  involved  and  a real  effort  to  enlist  others 
to  help  us. 

Politicians  run  on  constituents.  Politicians 
listen  to  constituents.  While  there  are  prob- 
ably not  enough  doctors  to  make  a very  large 
constituency,  doctors  have  friends  and  wives. 
I would  encourage  the  involvement  of  the 
auxiliary  and  would  hope  that  sometime  dur- 
ing the  year  that  they  might  become  informed 
and  involved;  doctors  have  influence,  influence 
with  patients,  neighbors,  friends  outside  of 
the  profession  and  these  make  up  the  con- 


stituency to  which  the  politician  is  obedient. 
We  must  get  the  word  to  him.  But,  it  is  not 
by  word  alone.  It  must  be  by  deed  also.  For 
in  this  area  of  statesmanship  which  I referred 
to  earlier,  we  should  want  to  take  an  active 
part  in  any  local  program  that  deals  with 
health  wherever  it  may  lead.  It  is  a small  thing 
that  we  are  asked  to  spend  approximately  two 
hours  every  eighteen  months  at  the  Blood 
Bank  in  order  for  it  to  function.  Yet,  there 
are  those  who  will  not  serve.  It  is  a small  thing 
that  we  give  approximately  30  minutes  a 
month  to  the  Methadone  Clinic,  yet,  there  are 
those  who  will  not  serve.  Judge  Koontz  in 
the  Juvenile  Court  pleads  for  doctors  to  come 
and  sit  on  the  bench  when  commitments  have 
to  be  made  to  mental  institutions.  Doctors 
are  hard  to  come  by.  These  are  just  some  of 
the  responsibilities  which  are  squarely  on  our 
shoulders.  If  we  fail  to  serve  our  community 
in  these  capacities  and  others,  we  can  expect 
little  in  return  from  our  citizens  when  we 
ask  them  to  help  us. 

In  this  time  of  affluence  many  of  us  never 
come  in  contact  with  the  really  poor.  How- 
ever, I am  told  and  have  read  of  the  deplorable 
situations  which  still  exist  in  many  areas  in  our 
city  and  in  our  valley  and  state  for  adequate 
health  care  is  not  obtainable  by  these  people. 
To  be  sure,  ignorance,  superstition,  and  lack 
of  experience  still  play  a role  in  inhibiting 
these  people  from  obtaining  adequate  health 
care.  Nevertheless,  we  should  be  sympathetic 
to  programs  which  would  help  bring  us  to 
them  or  them  to  us. 

What  have  we  done  about  recruitment? 
How  many  of  us  have  complained  because 
hospital  floors  are  closed  for  lack  of  nurses 
or  operating  rooms  cannot  operate  for  lack 
of  nurse  anesthetists?  Yet,  how  many  of  us 
have  recruited  one  person  for  the  nursing  pro- 
fession? Statesmanship,  influence— we  have  it 
—but  will  we  use  it? 

As  I said  in  the  beginning,  our  challenge  is 
great!  The  road  ahead  is  rough  and  dimly 
lit.  May  God  grant  us  the  vision  to  see  the 
way  and  the  courage  to  follow  it. 

Community  Hospital  of  Roanoke  Valley 
Roanoke , Virginia  24009 
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The  Patient  as  a Paramedical 


Instruction  of  the  patient  has  al- 
ways been  considered  a vital  part 
of  the  treatment  of  diabetes, 
heart  disease,  and  other  chronic 
afflictions.  This  concept  is  being 
extended. 

A UNIQUE  COURSE  in  patient  education, 
the  first  in  a series  of  patient  education 
courses,  has  now  been  completed  in  Virginia. 
To  my  knowledge  it  is  the  first  of  its  kind.  It 
is  an  educational  program  planned  for  the 
“activated”  patient. 

The  “activated”  patient  is  a patient  whose 
clinical  skills  and  understanding  of  his  health 
is  upgraded  in  order  that  he  become  an  active 
participant  in  his  own  health  care  rather  than 
assuming  the  passive  role.  The  concept  has 
been  recently  described  by  Wilson.1 

There  were  three  goals  for  this  initial  course 
in  patient  education:  1.  To  teach  patients  to 
save  money  by  educating  them  in  more  effec- 
tive use  of  health  care  resources;  2.  To  give 
them  a better  understanding  of  preventive 
medicine;  3.  To  train  them  to  do  certain  easy 
procedures  and  make  better  observations  of 
clinical  events  in  minor  illnesses. 

Thus,  it  was  ironic  that  a rare,  old  medical 
book  should  come  to  my  attention  as  the  first 
course  was  being  completed.  Here  was  a 
book,  written  in  1734  by  Dr.  John  Tennent, 
who  offered  “Plain  and  easy  means  for  persons 
to  cure  themselves  of  all,  or  most  of  the  dis- 

Sehnert,  - Keith  W.,  M.D ..  Department  of 
Family  Praptice,  Reston-Herndon  Medical  Cen- 
ter, Herndon , and  Clinical  Assistant  Professor, 
Department  of  Community  Medicine  and  Inter- 
national Health,  Georgetown  University  School 
of  Medicine,  Washington,  D.  C. 


KEITH  W.  SEHNERT,  M.D. 

Herndon,  Virginia 

tempers  incident  to  this  climate,  and  with 
very  little  charge.”  2 

Then  on  page  6,  he  said,  “For  our  doctors 
are  commonly  so  exorbitant  in  their  fees, 
whether  they  kill  or  cure,  that  the  poor  patient 
would  rather  trust  to  his  constitution,  than  run 
the  risque  of  beggaring  his  family.” 

On  page  8 this  physician  from  Colonial 
America  stated,  “Before  I mention  the  cure, 
I shall  endeavor  to  describe  the  symptoms  of 
each  distemper,  in  so  plain  a manner,  that  any 
person  may  be  the  master  of  his  own  case, 
if  he  will  but  attend  carefully  to  what  he  feels; 
otherwise,  he  might  mistake  his  illness  and 
apply  an  improper  remedy.” 

As  I completed  reading  the  educational  goals 
of  an  earlier  Virginian  I realized  the  truth  of 
the  old  saying,  “There’s  little  that’s  really 
new.” 

In  our  goals,  in  addition  to  that  of  educating 
the  patient  about  his  health,  we  had  another 
motive;  to  interest  some  of  the  “graduates”  of 
the  course  in  taking  further  training  to  prepare 
them  for  jobs  as  paramedical  aides  in  family 
practice. 

The  purpose  of  this  article  is  to  review  the 
procedures  used  in  establishing  this  course,  the 
curriculum  used,  various  experiences  gained 
and  the  results  obtained  in  conducting  a class 
for  “activated”  patients. 

Establishing  the  Course 

Patients  who  received  their  health  care  at 
the  Reston-Herndon  Medical  Center  in  Hern- 
don, were  polled  by  John  Renner,  M.D.#  to 
determine  if  they  would  be  interested  in  such 

*The  author  is  indebted  to  Dr.  Renner  for  his 
initial  planning  for  the  course  and  his  participa- 
tion as  a lecturer.  Former  Administrator  of  the 
Herndon  Medical  Center,  Dr.  Renner  is  now 
with  the  Department  of  Family  Practice,  School 
of  Medicine,  University  of  Wisconsin,  Madison, 
Wisconsin. 
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a course.  When  the  response  was  favorable, 
a formal  announcement  was  made  and  approx- 
imately 40  patients  enrolled  in  the  first  class. 

The  majority  of  enrollees  were  wives  and 
mothers.  Five  men  also  enrolled  for  the  course. 
Not  all  the  enrollees  came  from  the  ranks  of 
the  patients  at  the  Medical  Center;  some  came 
from  neighboring  communities  in  Northern 
Virginia  in  the  cluster  of  suburbia  that  stretch- 
es from  the  Washington  Beltway  out  to  Dulles 
International  Airport.  It  is  an  area  that  old  line 
Virginians  still  call  “Occupied  Virginia”. 

Patients  who  enrolled  represented  a rela- 
tively well  educated  group.  Many  came  from 
the  “New  Town”  of  Reston,  a city  known 
to  attract  residents  who  enjoy  innovation  not 
only  in  community  living  but  in  educational 
and  cultural  pursuits. 

In  the  initial  group  of  40  enrollees,  25  re- 
ported they  had  attended  college  (for  from 
one  to  four  years)  and  six  reported  work  at 
the  graduate  level.  There  were  also  two  nurses 
in  the  class.  Nearly  all  the  women  were  moth- 
ers and  had  practical  experience  in  child  health 
care  with  their  own  families. 

A registration  fee  of  $85  was  established 
which  in  addition  to  weekly  reading  materials 
and  a book  on  emergency  care3  provided  the 
patients  with  a stethoscope  ($3)  and  an  oto- 
scope ($10). 

The  materials  for  weekly  reading  assign- 
ments came  from  a variety  of  sources  but 
many  were  from  the  Marshall  Cavendish  En- 
cyclopedia of  the  Human  Mind  and  Body 4 and 
Instructions  for  Patients.5 

The  first  class  of  patients  stated  that  time 
preference  for  the  course  was  Wednesday  at 
8 p.m.  and  the  first  of  the  series  of  17  two- 
hour  lectures,  discussions,  films  and  demon- 
strations began. 

The  Curriculum 

At  the  time  of  registration  each  patient  was 
given  a sheet  that  contained  a list  of  topics 
covering  the  following  general  areas: 

Life  Together  (family  life) 


Medicine  of  Man  (medical  progress  and 
technics) 

The  Child  and  His  World  (childhood 
health) 

Living  Body  (anatomy,  physiology,  etc.) 

Enemies  of  Man  (infections  and  diseases) 

Human  Mind  (mental  health,  behavior, 
etc.) 

Each  enrollee  checked  areas  of  special  inter- 
est and  from  these  the  faculty  chose  items  to 
be  used  in  our  course  and  the  following  cur- 
riculum was  established: 

1.  Recommended  first  aid  supplies. 

2.  Recommended  medications  for  the  home 
(both  those  requiring  a prescription  and 
those  not  needing  one). 

3.  Common  ear  problems  (including  dem- 
onstrations on  removing  ear  wax  and  use 
of  otoscope). 

4.  Common  childhood  diseases:  descrip- 
tions, diagnosis  and  treatment  (measles, 
chicken  pox,  mumps,  German  measles, 
the  croup,  etc.). 

5.  Common  medications,  their  pharmacol- 
ogy and  proper  use  (including  nasal  de- 
congestants, antitussives,  antihistamines 
and  bronchodilators). 

6.  Antibiotics  and  antibacterial  medicines. 

7.  Home  care  for  patients  (including  use 
of  sponge  baths  for  fever  control  and  iso- 
lation procedures  for  patients  with  infec- 
tious diseases). 

8.  The  respiratory  system:  anatomy,  phys- 
iology and  pathology  (including  demon- 
strations on  use  of  the  stethoscope  and 
the  technic  of  taking  a throat  culture). 

9.  Birth  control  methods  (both  medical  and 
surgical  types). 

10.  Emergency  problems  that  can  be  han- 
dled by  patients  (including  mouth-to- 
mouth  resuscitation  demonstrations,  first 
aid  for  lacerations  and  shock  control) . 

11.  Minor  office  procedures  (repair  of  lacer- 
ations, incision  and  drainage  of  boils  and 
uncomplicated  fractures,  etc.). 

12.  The  eye:  common  problems  and  pre- 
ferred treatment. 
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13.  Dietary  problems  (including  teenage  eat- 
ing habits,  obesity  and  special  diets  for 
diabetes  and  hypertension). 

14.  New  developments  in  health  care  and 
delivery  (automated  medical  histories, 
multiphasic  screening,  prepaid  health 
care,  group  practice  concepts,  family 
practice  as  a specialty  and  the  concept 
of  the  primary  physician,  etc.). 

15.  New  developments  in  surgery  (plastic 
surgery,  transplant  surgery  and  heart 
surgery,  etc.). 

16.  The  heart  (including  anatomy,  physi- 
ology and  diagnostic  methods) . 

17.  How  health  problems  affect  the  family: 
the  viewpoints  of  a psychiatric  social 
worker. 

18.  Sprains,  strains  and  common  ankle  and 
back  injuries  (including  demonstrations 
on  ankle  taping  and  wrapping  and  care 
of  back  strains— a movie  A1N8190  “First 
Aid  for  Strains  and  Sprains”  from  the 
Medical  Film  Library,  National  Naval 
Medical  Center,  Bethesda,  xMd.,  was 
shown  at  this  session). 

19.  Good  drugs  and  bad  drugs  (discussions 
on  the  mode  of  action  of  common  drugs, 
the  cause  of  adverse  drug  reactions,  a 
discussion  of  drug  costs  as  presented  by 
a local  pharmacist  plus  a panel  presenta- 
tion on  hard  drugs,  marijuana  and  other 
illegal  drugs). 

20.  Review  session  (all  students  submitted 
questions  on  a wide  variety  of  topics  for 
the  faculty  to  answer). 

Experiences  and  Observations 

From  the  beginning  the  author,  as  Director 
of  the  Institute  of  Patient  Education  and  a lec- 
turer in  the  course,  emphasized  to  the  students 
the  experimental  nature  of  the  class  and  en- 
couraged them  to  offer  frank  criticism.  Eleven 
of  the  students  prepared  written  critiques  of 
the  course. 

Here  are  typical  quotes  from  their  critiques: 

. . .“I  wanted  more  information  on  pre- 
ventive medicine  and  first  aid  measures.” 


...  “I  know  there  must  be  many  good 
movies  and  slides  available,  I’d  like  to  see 
more.” 

. . . “At  times  I feel  I am  being  talked 
down  to  and  I feel  we  should  use  more  ad- 
vanced printed  material.” 

. . . “It  would  have  been  more  helpful 
during  the  demonstration  with  the  respira- 
tor dummy  if  each  of  us  could  have  tried  the 
technique  of  mouth-to-mouth  resuscitation.” 
...  “I  am  deeply  appreciative  for  the 
opportunity  to  participate  in  the  class  such 
as  this.  The  sessions  each  week  pass  much 
too  rapidly  and  the  teaching  is  unexcelled." 

...  “I  hope  you  will  be  offering  an  ad- 
vanced course  at  a later  date.  I would  like 
to  learn  more  of  the  type  of  information 
you’ve  offered.” 

When  all  of  the  viewpoints,  both  favorable 
and  unfavorable,  were  analyzed  the  following 
summary  and  comments  (in  parenthesis)  can 
be  made: 

1 . The  patients  wanted  a longer  course  than 
the  34  hours  we  offered.  (The  best  solu- 
tion might  be  to  offer  a general  course 
for  one  semester  and  a smaller  advanced 
class  for  those  who  want  more  detail  on 
concepts,  procedures,  etc.  The  faculty 
of  six,*  all  busy  clinicians,  would  have 
found  it  hard  to  schedule  teaching  as- 
signments beyond  those  offered  in  the 
17-week  course.) 

2.  They  wanted  more  practical  demonstra- 
tions on  procedures  that  patients  can  do. 
(The  faculty  did  have  demonstrations 
that  included  removal  of  ear  wax,  use 
of  otoscope,  use  of  stethoscope,  strap- 
ping of  ankles,  mouth-to-mouth  resusci- 
tation, throat  culturing  and  allergy  in- 
jections. Because  of  the  large  class  it  was 
difficult  to  spend  enough  time  with  each 

*In  addition  to  the  author,  these  included  T. 
E.  Christopher  (family  practice),  G.  E.  Arring- 
ton (ophthalmology),  D.  M.  Kessner  (internal 
medicine),  J.  H.  Renner  (family  practice),  and 
Helen  Pearcy  (psychiatric  social  work).  The 
author  expresses  their  thanks  for  the  important 
contributions  these  teachers  made  to  the  course. 
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individual.  Note:  This  will  be  remedied 
in  future  classes  by  limiting  their  size  to 
about  25  students.) 

3.  Many  wanted  more  movies,  slides  and 
visual  aids.  (We  did  show  two  excellent 
movies  during  the  course.  The  movies 
were  obtained  from  the  National  Naval 
Medical  Center  in  Bethesda.  Through 
the  cooperation  of  Cmd.  Robert  Meyer 
and  Capt.  Chas.  Waite,  Commanding 
Officer,  Naval  Medical  School,  a special 
adaptation  of  one  of  their  military  train- 
ing films  was  made  for  use  by  our  civil- 
ian students.  Additional  modifications  of 
other  films  may  be  considered  in  the 
future.) 

4.  Several  stated  that  the  presentations  were 
too  simple  for  their  needs  and  wanted 
higher  levels.  (The  education  span  in 
our  initial  class  of  40  patients  was  great 
with  variations  in  education  from  high 
school  diplomas  to  advanced  graduate 
degrees.  Our  faculty  faced  the  dilemma 
of  all  teachers,  aimed  at  the  average 
student  and  hoped  that  those  who  want- 
ed more  would  ask  questions.) 

5.  Many  expressed  the  wish  to  have  the 
reading  material  distributed  before  the 
assigned  lecture.  (This  was  a valid 
criticism  and  will  be  corrected  in  next 
courses.  Our  initial  problem  was  in  de- 
termining which  material  was  best  for 
the  course.  Much  of  it  evolved  as  we 
went  through  the  course.  A complete  set 
of  reading  materials  has  now  been  pre- 
pared.) 

6.  Some  challenged  the  “high”  tuition  costs 
of  the  course.  (This  criticism  evaporated 
when  it  was  demonstrated  that  our 
course  cost  each  student  $1.70  per  hour 
for  the  34  hours  he  attended— $25  was 
allocated  for  supplies.  This  compared 
favorably  to  the  fees  for  Adult  Educa- 
tion of  the  Arlington  Public  Schools— 
about  $2  per  hour,  Georgetown  Univer- 
sity Continuing  Education— $3  per  hour 
and  classes  held  by  the  Smithsonian  In- 
stitution—from  $1.60  to  $2  per  hour.) 


Results 

As  is  the  case  upon  completion  of  any  course 
of  study,  both  the  teacher  and  the  student  are 
frequently  disappointed  that  more  wasn’t  ac- 
complished. Yet,  I am  satisfied  that  much 
knowledge  was  gained. 

One  of  the  good  indicators  of  successful 
teaching  is  sustained  student  interest.  We  were 
able  to  achieve  this  with  a low  dropout  rate 
and  good  attendance.  We  had  only  five  drop- 
outs (12%)  and  our  attendance  averaged 
above  65  %— a good  record  for  an  elective 
course  with  enrollees  composed  primarily  of 
busy  mothers  with  all  attendant  problems  of 
sick  children,  baby  sitters,  transportation,  etc. 
Using  the  indicator  of  sustained  interest  the 
results  were  good. 

Another  significant  indicator  of  educational 
success  is  the  willingness  of  the  student  to 
consider  another  course  in  the  same  field.  Over 
40%  of  the  class  indicated  an  interest  in  an 
advanced  course.  This  result  was  also  en- 
couraging. 

An  intangible,  but  nevertheless  important 
result,  for  the  patients  in  our  course  was  an 
economic  one.  Were  they  able  to  save  money 
in  their  health  care?  Were  they  able  to  save 
the  doctor’s  time  and  use  health  care  resources 
more  effectively?  It  is  difficult  to  draw  many 
solid  conclusions  on  these  complex  questions 
over  the  relatively  short  time  to  date.  I can, 
however,  point  to  a few  specific  results.  Two 
patients,  both  mothers  of  allergic  children  who 
required  hyposensitization  shots,  felt  confident 
enough  after  instructions  by  our  staff  to  give 
shots  at  home  (under  our  supervision)  and  will 
experience  an  annual  savings  of  several  hun- 
dred dollars. 

Several  other  patients  were  able  to  save 
modest  medical  costs  by  irrigating  the  wax 
out  of  the  ears  of  their  family,  look  at  ear 
drums  with  their  otoscopes  and  report  quite 
accurately  on  the  presence  or  absence  of  ob- 
vious red  drums  and  avoid  trips  into  the  doc- 
tor’s office. 

A considerable  number  of  others  experi- 
enced saving  in  drug  costs  because  they  asked 
their  doctors  and  pharmacists  to  provide  them. 
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when  possible,  with  high  quality  “generics” 
instead  of  somewhat  more  expensive  “trade- 
named”  drugs. 

A final  specific  favorable  result  was  the 
decision  by  two  enrollees  to  go  into  training 
as  physician’s  assistants  after  they  completed 
the  course.  In  this  way  they  will  provide  some 
relief  of  the  manpower  shortage  in  the  health 
care  field.  One  of  the  patients  hopes  to  work 
in  the  ghetto  areas  of  Washington  as  a para- 
medic after  some  additional  training. 

Other  long  range  benefits  will  follow.  Per- 
haps in  a dramatic  way,  resuscitation  may  save 
a life  or  prompt  preventive  care  may  control 
an  otherwise  serious  illness  and  help  conserve 
some  of  our  health  care  resources. 

Comments 

The  author  is  aware  that  many  physicians 
and  medical  educators  who  read  about  our 
patient  education  course  will  point  out  the 
inherent  dangers  in  our  concept  and  use  the 
same  words  as  Alexander  Pope6  did  in  the  18th 
century:  “A  little  bit  of  learning  is  a danger- 
ous thing;  Drink  deep,  or  taste  not  the  Pierian 
spring.”  I’m  sure  there  are  dangers  for  some 
patients  but  in  most  instances  the  benefits  out- 
weigh the  dangers. 

In  the  sequence  of  events  that  transpire  be- 
fore a patient  decides  to  seek  medical  care 
there  are  usually  informal  discussions  with  the 
spouse,  relatives,  children  and  others  such  as 
friends  or  neighbors.  This  informal  network 
or  “decision  tree”  can  be  more  effectively  used 
by  an  activated  and  better  informed  patient. 

It  is  easy  to  forget  that  a physician  must 
always  be  a teacher.  Just  reflect  on  this  defini- 
tion from  my  dictionary:  “doctor  (dok’ter), 
n.  1.  A teacher;  one  skilled  in  a profession,  or 
branch  of  knowledge;  a learned  man.” 

It  might  also  be  worthwhile  to  reflect  on  a 
statement  made  by  another  Virginian,  Thomas 
Jefferson.  Although  he  meant  it  in  a political 
sense,  it  seems  appropriate  in  today’s  medical 
world:  “The  secret  strength  of  America  will 
be  its  informed  citizenry.” 


Conclusions 

A unique  experiment  in  health  education  for 
“activated”  patients  has  been  established.  The 
goal  was  to  upgrade  the  skills  and  understand- 
ing of  patients  regarding  certain  health  care 
procedures,  medications,  disease  processes  and 
other  vital  information.  The  hope  was  that 
these  patients  would  then  be  able  to  more  ef- 
fectively use  these  skills  and  understandings, 
saving  them  money  and  conserving  the  time 
of  the  physician  and  his  paramedical  assistants. 

Preliminary  conclusions  are  that  we  achieved 
enough  success  with  our  first  class  to  warrant 
further  experimental  classes  in  both  Virginia 
and  other  parts  of  our  State  and  nation. 


The  author  is  indebted  to  Robert  R.  Huntley, 
M.D.,  Professor  and  Chairman,  Department  of 
Community  Medicine  and  International  Health, 
Georgetown  University  School  of  Medicine  for 
his  constructive  criticism  of  this  paper. 
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Saint  Mary  the  Madame 


Hirsutism  in  the  female  has  al- 
ways been  a problem.  The  etiol- 
ogy is  often  obscure. 

AS  THE  SCOPE  of  scientific  knowledge 
widens,  man  is  given  greater  insight  into 
the  causes  of  the  many  problems  that  beset 
him.  As  a result,  phenomena  that  once  were 
thought  to  be  the  result  of  supernatural  powers 
can  now  be  easily  explained.  It  is  perfectly 
possible  that  some  of  the  miracles  recorded  in 
biblical  literature,  or  church  legend,  may  fall 
into  this  category.  This  in  no  way  denies  the 
divine  source  of  our  religion,  or  philosophy, 
but  only  emphasizes  to  a greater  degree  that 
there  is  a supreme  power  controlling  the  des- 
tiny of  the  human  race. 

Since  the  birth  of  Christianity  somewhat 
over  5,000  persons  have  been  set  apart  from 
the  more  common  clay  through  the  processes 
of  beatification  and  canonization.  Of  these 
fifty-nine  have  borne  the  name  of  Mary.1  The 
best  known  are  Mary  the  Madonna,  Mary 
Magdelene  and  Mary  the  Martyr.  Last,  but  far 
from  the  least  colorful  is  Mary  the  Madame— 
also  known  as  Mary  of  Alexandria  or  Mary  of 
Egypt.  This  woman  is  said  to  have  undergone 
a radical  physical  change  that  was  considered 
to  be  a miracle.  However,  with  recent  ad- 
vances in  endocrinology  it  is  interesting  to 
speculate  whether  it  may  not  have  been  the 
result  of  an  ovarian  or  an  adrenal  tumor. 

Such  facts2  as  we  have  concerning  this 
woman  are  found  in  a biography  of  Saint 
Cyriacus  by  Cyril  of  Scythopolis.  This  author 
mentions  a certain  Saint  Zosimus  who  was  the 
leader  of  a monastic  group  on  the  western  side 
of  the  River  Jordan.  At  intervals  his  associates 
would  feel  the  necessity  of  going  on  a religious 
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retreat  in  the  wilderness  on  the  eastern  bank. 
Over  the  years  they  began  to  bring  back  stories 
of  a wild  creature  who  was  covered  with  long 
white  hair  and  who  was  completely  unclothed. 
She  would  call  to  them  to  come  no  closer  as 
she  was  a woman.  She  would  then  disappear 
into  a cave  which  was  her  home.  One  day 
Saint  Zosimus,  while  looking  for  members  of 
his  flock,  encountered  her.  She  asked  to  bor- 
row his  cloak  to  cover  her  nakedness  as  she 
was  anxious  to  converse  with  him.  This  was 
essentially  her  deathbed  confession  and  is  the 
source  of  our  meager  knowledge  of  this  par- 
ticular Saint  Mary.  How  much  is  fact  and 
how  much  is  legend  will  never  be  known. 

She  emerged  from  the  mists  of  history  about 
370  A.D.  at  which  time  she  ran  away  from 
home  at  the  age  of  twelve  and  entered  a house 
of  professional  pleasure  in  Alexandria,  Egypt. 
She  followed  this  chosen  career  for  seventeen 
years  and  apparently  must  have  been  successful 
as  she  eventually  had  her  own  place  of  business. 
This  particular  calling  probably  was  no  more 
respectable  socially  then  than  now.  However, 
as  a financial  venture  it  was  the  then  equivalent 
of  General  Motors  or  A.T.  and  T.  This  situa- 
tion continued  to  prevail  for  another  thousand 
years.  It  is  attested  to  by  the  fact  that  many 
a medieval  metropolitan  invested  his  diocesan 
ducats  in  this  form  of  economic  endeavor- 
nothing  being  more  blue  chip.  For  reasons 
never  stated,  she  decided  to  “quit  the  racket” 
and  to  become  a hermitess  in  the  wilderness 
on  the  east  side  of  the  Jordan  valley.  This 
necessitated  a protracted  journey  by  one  of 
two  routes.  The  less  preferable  was  a long, 
hot  trek  on  foot  around  the  south  end  of  the 
Dead  Sea.  The  more  primrose  of  the  twain 
was  a cool  sea  voyage  to  Joppa  and  then  a 
pleasant  and  short  walk  by  way  of  Jerusalem 
to  her  destination.  However,  this  cost  money. 
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and  the  Saint-to-be  Mary  was  broke.  Neces- 
sity being  the  mother  of  invention,  she  solved 
the  problem  and  paid  her  passage  by  peddling 
her  professional  talents  among  the  ship’s  crew. 
Arriving  at  her  destination  she  lived  from 
thenceforth  at  the  foot  of  the  cross  and  never 
deviated  therefrom  during  the  entire  forty- 
seven  years  of  her  hemitesshood.  With  the 
passage  of  time  such  clothes  as  she  had  wore 
out  and  there  were  no  replacements.  Being  a 
dry  and  arid  area  even  fig  trees  did  not  exist, 
and  in  addition,  the  nights  could  be  very  cold. 
By  her  own  admission,  many  times  she  longed 


a long  and  profuse  suit  of  hair  that  kept  her 
warm. 

Now  science  enters  the  picture.  After  a 
period  of  professional  success,  why  should  she 
have  fallen  upon  evil  times?  What  male  likes 
to  sleep  with  the  bearded  lady?  However,  her 
affliction  was  not  then  so  pronounced  that 
merchant  seamen  would  reject  her— especially 
if  her  wares  were  offered  at  bargain  prices. 
They  have  changed  little,  apparently  through 
the  ages  and  many  of  homo  sapiens,  even  today 
are  not  too  discriminating  in  their  tastes.  Thus, 
she  was  not  only  able  to  reach  Joppa,  but  also 
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again  for  the  flesh  pots  and  social  niceties  of 
Alexandria.  However,  piety  prevailed  and  she 
resisted  temptation.  Very  likely,  her  underly- 
ing pathology  had  long  since  rendered  her 
professionally  non  modus  operandi— and  also  it 
was  a long,  cold  walk  back  home.  Fortunately, 
supernatural  powers  intervened,  and  she  grew 
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was  able  to  live  “high  on  the  hog”  on  her  tour 
of  the  Holy  Land. 

It  is  well  known  that  standards  of  sanitation 
and  personal  hygiene  of  that  era  were  non- 
existent. It  is  almost  certain  that  any  woman 
of  the  streets  would  suffer  from  such  occupa- 
tional hazards  as  scabies,  pediculosis,  condylo- 
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mata  acuminata  and  occlusive  tubal  disease. 
Any  resident  of  the  Nile  delta  could  also  ex- 
pect to  be  afflicted  with  schistosomiosis.  While 
the  presence  of  these  can  only  be  inferred,  the 
profuse  growth  of  hair  that  eventually  devel- 
oped in  this  woman  was  most  likely  due  to  a 
masculinizing  tumor. 

Hirsutism  frequently  confronts  physicians 
who  specialize  in  female  medicine.  It  is  often 
a cosmetic  problem  to  the  patient  and  a thera- 
peutic headache  to  her  medical  attendant.  Its 
presence  is  indicative  of  a multiplicity  of  etio- 
logic  origins  and  may  be  found  in  any  of  the 
conditions  listed  below:3 

1.  Physiologic— at  puberty,  during  preg- 
nancy and  after  the  menopause. 

2.  Drug  Intoxication— following  the  use  of 
dilantin,  steroids,  hexachlorobenzene, 
progesterone  and  testosterone. 

3.  Idiopathic  causes— 99%  of  all  cases  fall 
into  this  category. 

4.  Congenital  abnormalities— hypertrichosis 
lonuginosa,  deLange  Syndrome,  and  por- 
phyrin imbalance. 

5.  Endocrine  pathology— 

A.  Intersex  problems— male  pseudoher- 
maphroditism and  Turner’s  Syn- 
drome in  some  cases. 

B.  Pituitary— Cushing’s  Disease 

Acromegaly 

C.  Adrenal— Congenital  Hyperplasia 

Adult  Adrenogenital  Syndrome 
Adenoma  or  Carcinoma 

D.  Ovary— Stein-Leventhal  Syndrome 

Krukenberg  Tumors 
Brenner  tumors 
Granulosa-theca  cell  tumors 
Pseudomucinous  cystadenomas 
Hilus  cell  tumors 
Arrhenoblastomas 

Hirsutism  most  frequently  involves  the 
upper  lip,  chin  and  cheeks  where  it  is  no- 
ticeable and  embarrassing.  However,  it  is  also 
seen  on  the  extremities,  around  the  areolar 
areas  and  in  superabundance  over  the  pubis  and 
lower  abdomen.  It  is  more  likely  to  occur  in 
brunettes,  and  there  are  strong  hereditary  fac- 


tors. The  vast  majority  of  all  cases  are  of  un- 
known etiology.  The  ovaries  normally  excrete 
androgens  in  small  amounts,  but  apparently 
those  formed  by  the  adrenals  are  the  major 
stimulus  for  hair  growth  in  women.  These  are 
less  potent  than  testosterone  and  cause  mascu- 
linization  only  in  excessive  amounts. 

Many  patients  solve  their  problem  with 
bleaches,  pumice  stone,  depilatory  pastes  or 
shaving.  Electrolysis  destroys  the  hair  fol- 
licles and  can  produce  good  results  but  should 
be  performed  only  by  an  expert.  None  of  the 
maneuvers  should  be  attempted  without  the 
supervision  of  a dermatologist.  Too  many 
women  treat  themselves  or  rely  on  the  beau- 
tician for  advice. 

When  hirsutism  is  excessive,  endocrine  dys- 
function may  sometimes  be  the  cause.5  Since 
this  involves  detailed  laboratory  and  x-ray 
studies  of  a complicated  nature  the  patient 
should  be  referred  to  a specialist  in  this  field. 
The  diagnosis  of  borderline  cases  is  frequently 
quite  difficult  and  a physician  of  limited  expe- 
rience cannot  do  justice  to  the  person  involved. 
This  is  especially  true  when  the  woman  is  free 
from  other  incriminating  symptoms.  Menstrual 
abnormalities,  breast  atrophy,  changes  in  bodi- 
ly characteristics,  deepening  of  the  voice,  en- 
largement of  the  clitoris,  elevation  of  blood 
pressure  and  changes  in  glucose  metabolism 
and  blood  chemistry  may  be  absent  or  incon- 
clusive. Should  a tumor  be  the  etiologic  factor 
it  may  be  too  small  to  be  detected  on  palpation. 

After  the  passage  of  1500  years,  and  with 
such  meager  knowledge  as  we  possess,  it  is 
impossible  to  do  more  than  conjecture  about 
Saint  Mary  of  Alexandria.  Disease  of  the  pitu- 
itary and  adrenal  glands  can  be  eliminated  on 
the  basis  of  the  longevity  of  her  trouble.6  A 
malignancy  would  have  killed  her  rather  rap- 
idly. People  who  suffer  from  Cushing’s  disease 
and  syndrome  usually  succumb  in  a few  years 
to  the  high  blood  pressure  or  electrolyte  loss. 
It  is  more  likely  that  she  had  an  arrhenoblas- 
toma  as  this  growth  is  often  benign  and  makes 
its  appearance  in  the  twenties.  Hilar  cell  tu- 
mors usually  are  seen  at  a more  advanced  age.7 

For  unknown  reasons  her  economic  status 
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underwent  a radical  change  for  the  worse. 
This  strongly  suggests  a deterioration  of  her 
stock  in  trade  brought  on  by  amenorrhea  and 
breast  atrophy.  Her  changing  worldly  situa- 
tion therefrom  may  have  been  the  reason  for 
her  seeking  security  in  the  monastic  movement 
that  was  then  at  full  flood.  The  development 
of  a male  body-type  and  a deepening  of  the 
voice  can  be  inferred  as  the  followers  of  Saint 
Zosimus  seemed  unable  to  determine  what  her 
sex  was  until  warned  to  keep  their  distance. 
It  will  never  be  known  whether  her  clitoris 
was  enlarged  or  whether  she  had  an  ovarian 
tumor.  A description  of  the  more  intimate 
anatomical  parts  is  neither  germaine  to,  nor 
required  for,  salvation  of  the  soul  in  a death- 
bed confession.  Furthermore,  a discussion  of 
the  genital  organs  was  contraindicated  under 
the  circumstances  by  a sense  of  modesty— as 
Saint  Zosimus  had  been  called  to  the  Cross 
instead  of  the  Caduceus. 

Pictures  of  Saint  Mary  reveal  a state  of 
hirsutism  of  far  greater  extent  than  any  re- 
corded in  medical  literature.  The  true  state  of 


affairs  could  easily  have  been  distorted  because 
of  the  unusual  circumstances  and  further  exag- 
gerated by  the  passage  of  time.  If  this  woman 
had  an  arrhenoblastoma  and  survived  it  for 
almost  fifty  years,  it  may  well  be  added  to  the 
few  of  which  we  have  accurate  knowledge. 

Bibliography 

1.  The  Book  of  Saints— Compiled  by  the  Bene- 

dictine Monks  of  St.  Augustine’s  Abbey, 

Ramsgate. 

2.  Thurston  and  Atwater— Butler’s  Lives  of  the 

Saints. 

3.  Muller,  S.  A.:  Am.  J.  Med.  46:803-17,  May, 

1967. 

4.  Greenblatt,  R.  B.  & Coniff,  R.  F.:  Fertility 

and  Sterility.  19:661,  Sept.-Oct.,  1968. 

5.  Beeson,  P.  B.  & McDermott,  W.:  Textbook 

of  Medicine.  II  Ed.,  p.  1398. 

6.  Novak,  E.:  Gynecological  & Obstetrical  Pa- 

thology. p.  357. 

7.  Parsons,  L.  & Sommers,  S.  C.:  Gynecology. 

p.  249,  289  & 803. 


1108  Rose  Lane 

Virginia  Beach,  Virginia  23451 


Clinical  Center  Study  of  Patients  with  Malignant  Melanoma, 
Sarcoma  of  Soft  Tissue  or  Bone 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  melanomas  and 
sarcomas  of  soft  tissue  and  bone  for  studies 
being  conducted  by  the  National  Cancer  In- 
stitute’s Surgery  Branch  at  the  Clinical  Center, 
National  Institutes  of  Health,  Bethesda,  Mary- 
land. 

Needed  are  patients  with  primary  tumors 
and  those  with  limited  metastases  which  are 
amenable  to  primary  surgical  treatment.  Se- 
lected patients  will  be  admitted  to  combined 
surgery,  chemotherapy,  and  immunotherapy 
protocols. 

Patients  treated  will  receive  adjuvant  ther- 
apy according  to  criteria  based  on  tumor 
anatomic  location  and  histologic  type.  Im- 


munologic studies  will  be  performed  preop- 
eratively  and  at  intervals  postoperatively  to 
monitor  the  effects  of  adjuvant  therapy  and 
provide  sensitive  means  of  followup  for  earlier 
detection  of  recurrent  tumor. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of 
findings. 

Physicians  interested  in  having  their  patients 

considered  for  admission  to  these  studies  may 

✓ 

write  or  telephone:  Alfred  S.  Ketcham,  M.D., 
Clinical  Center,  Room  10-N-116,  National  In- 
stitutes of  Health,  Bethesda,  Maryland  20014. 
Telephone:  301-496-4164. 
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The  Role  of  Exploratory  Laparotomy  in  the  Staging  of  Hodgkin  s Disease 
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Significant  advances  in  the  diagnosis  and 
treatment  of  Hodgkin’s  disease  made  in  the 
last  twenty  years  have  dissipated  the  gloomy 
outlook  that  previously  characterized  this  di- 
agnosis. Inadequate  diagnostic  methods  and 
therapeutic  efforts  limited  to  palliation  led  to 
the  assumption  that  Hodgkin’s  disease  was  uni- 
formly fatal.  This  concept  has  been  success- 
fully challenged  through  the  works  of  Jack- 
son  and  Parker,  Craver,  Peters,  and  Kaplan. 
It  is  now  well  accepted  that  “cure”  of  Hodg- 
kin’s disease  is  possible  and  that  prognosis  is 
based  on  the  histology,  age,  sex,  the  anatomic 
extent  of  the  disease  and  the  presence  or  ab- 
sence of  systemic  symptoms.  Aggressive  ra- 
diation therapy  of  the  involved  and  adjacent 
nodal  groups  has  resulted  in  permanent  local 
control  of  the  disease  as  well  as  lifetime  cures. 
This  is  illustrated  by  the  change  in  the  10  year 
survival  rate  from  10%  to  80%  for  stages  one 
and  two  when  higher  dosages  of  carefully 
planned  supervoltage  radiation  therapy  re- 
placed low  dose  ortho-voltage  radiation  as  the 
standard  approach  to  treatment.1 

This  significant  therapeutic  potential  in 
patients  with  limited  disease  supports  the  con- 
cept of  the  unifocal  nature  of  Hodgkin’s  dis- 
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ease  and  emphasizes  the  need  for  careful  study 
of  the  extent  of  disease  in  each  patient  so  the 
proper  individualized  therapeutic  plan  can  be 
formulated.  Incomplete  evaluation  of  a patient 
prior  to  therapy  could  result  in  undetected 
involved  areas  remaining  untreated,  thereby 
serving  as  foci  for  the  continued  progression 
and  dissemination  of  the  disease.  On  the  other 
hand,  overestimation  of  the  extent  of  disease 
could  lead  either  to  unnecessarily  extensive 
treatment  without  benefit  or  relegation  of  the 
patient  to  a treatment  plan  designed  only  for 
palliation.  The  accuracy  of  the  procedures 
for  clinical  staging  has  assumed  greater  im- 
portance in  light  of  these  trends  in  approach 
to  treatment. 

Trouseau  in  1865  made  the  initial  effort  to 
characterize  the  clinical  extent  of  Hodgkin’s 
disease  and  since  then  many  authors  have  at- 
tempted to  establish  a clinical  classification  that 
will  serve  both  as  a guideline  for  prognosis 
and  as  an  index  for  outlining  initial  therapeu- 
tic approach.  The  most  useful  approach  to 
“staging”  was  designed  by  a group  of  clini- 
cians at  the  American  Cancer  Society  Confer- 
ence on  Hodgkin’s  disease  in  Rye,  N.  Y.  in 
196 5. 2 This  classification  has  been  widely 
adapted  and  can  be  summarized  as  follows: 

Stage  I— disease  limited  to  one  anatomic 
region  or  to  two  contiguous  anatomic  regions 
on  the  same  side  of  the  diaphragm. 

Stage  II— disease  in  more  than  two  contig- 
uous regions  or  in  two  noncontiguous  re- 
gions on  the  same  side  of  the  diaphragm. 

Stage  III— disease  on  both  sides  of  the  dia- 
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phragm  but  limited  to  involvement  of  the 
lymph  nodes,  spleen  and  Waldeyer’s  ring. 

Stage  IV— involvement  of  the  bone  marrow, 
lung  parenchyma,  pleura,  liver,  bone,  skin, 
kidneys,  gastrointestinal  tract,  or  any  tissue  or 
organ  in  addition  to  lymph  nodes,  spleen  or 
Waldeyer’s  ring. 

Each  stage  is  subdivided  into  two  categories: 
Category  A— no  systemic  symptoms  from  the 
disease  and  Category  B— systemic  symptoms. 
Since  results  of  therapy  are  clearly  related  to 
the  extent  of  disease  as  outlined  in  this  classi- 
fication, and  since  “cure”  is  possible  in  prop- 
erly selected  patients,  the  accuracy  of  meth- 
ods for  evaluation  and  staging  assumes  a great- 
er significance  than  heretofore. 

Following  the  histological  diagnosis  of 
Hodgkin’s  disease,  what  is  the  appropriate 
work-up  for  accurate  staging?  A detailed  his- 
tory and  careful  physical  examination  together 
with  standard  chest  x-ray  and  tomograms, 
IVP,  peripheral  blood  studies  and  determina- 
tion of  liver  enzymes  may  provide  prompt  in- 
formation on  the  extent  of  the  disease.  How- 
ever, it  is  well  known  that  the  infradiaphrag- 
matic  lymph  nodes  and  spleen  are  a frequent 
area  of  involvement  which  cannot  be  detected 
clinically  unless  they  are  massively  involved. 
The  introduction  of  the  bi-pedal  lymphangi- 
ogram  was  a major  contribution  to  the  evalu- 
ation of  some  of  these  silent  areas  and  soon 
became  a part  of  the  routine  work-up  for 
assessment  of  the  para-aortic  and  iliac  lymph 
nodes,  since  disease  in  these  areas  is  often 
not  detectable  by  other  more  common  clinical 
and  radiologic  methods.  Bone  marrow  biopsy 
was  also  suggested  as  a routine  aspect  of 
staging  procedure,  but  the  marrow  has  been 
found  to  be  involved  in  only  9%  of  the  pa- 
tients with  Stage  III  and  IV  Hodgkin’s  dis- 
ease.3 It  was  found  to  be  involved  more  often 
in  older  male  patients  with  systemic  symp- 
toms and  elevated  alkaline  phosphatase,  but 
this  is  still  a rarely  rewarding  technique  for 
pre-treatment  evaluation. 

As  more  experience  was  gained  with  this 
orderly  approach  to  the  evaluation  of  patients 
with  Hodgkin’s  disease,  it  became  quite  evi- 


dent that  the  status  of  the  infradiaphragmatic 
organs  was  based  on  circumstantial  evidence 
and  assumptions  in  a significant  proportion  of 
cases.  Since  this  staging  work-up  was  a sig- 
nificant determinant  in  choice  of  therapy,  a 
series  of  critical  questions  were  raised.  Are 
abnormal  liver  enzymes  indicative  of  fiver 
involvement  of  Hodgkin’s  disease?  Is  a ran- 
dom percutaneous  fiver  biopsy  adequate  to 
rule  out  fiver  involvement  when  the  presence 
or  absence  of  fiver  disease  is  so  important? 
How  often  is  splenic  involvement  present 
without  enlargement  and  does  an  enlarged 
spleen  establish  splenic  enlargement?  Is  the 
lymphangiogram  accurate  enough  to  be  used 
for  these  critical  evaluations  of  retrodiaphrag- 
matic  nodes? 

In  an  attempt  to  answer  these  questions, 
Glatstein  and  his  associates4  from  Stanford 
University  introduced  exploratory  laparotomy 
with  splenectomy  and  lymph  node  and  fiver 
biopsy  as  a further  step  to  accurately  stage 
Hodgkin’s  disease.  This  procedure  was  rec- 
ommended for  all  patients  with  nodal  disease 
only,  in  the  absence  of  bone  marrow  involve- 
ment, obesity,  advanced  age  (age  of  6.“  or 
older)  or  significant  associated  medical  disease. 
The  operation  includes  random  biopsies  of 
celiac,  periaortic  and  iliac  lymph  nodes  as  well 
as  biopsy  of  questionable  lymph  nodes  seen 
on  lymphangiogram.  Splenectomy  and  re- 
moval of  lymph  nodes  in  the  splenic  hilum  is 
accompanied  by  application  of  silver  clips  to 
the  splenic  hilar  vessels  and  both  wedge  and 
needle  biopsies  of  the  fiver  are  performed. 
In  females  in  the  child  bearing  age  the  ovaries 
are  also  transposed  to  the  midline  to  allow 
shielding  from  possible  irradiation  to  this  area. 
This  type  of  procedure  has  been  adapted  on 
a trial  basis  in  several  centers  in  the  United 
States  and  Europe  in  the  last  four  years  and 
over  300  cases  have  now  been  reported.  Analy- 
sis of  the  information  obtained  from  lapa- 
rotomy for  staging  has  shed  some  fight  on 
the  accuracy  of  the  standard  clinical  investi- 
gations utilized  for  determining  the  extent 
of  Hodgkin’s  disease  and  has  also  improved 
our  knowledge  of  the  natural  course  of  Hodg- 
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kin’s  disease.  Significant  information  has  been 
obtained  from  this  procedure  in  regard  to  the 
accuracy  of  pre-operative  evaluation  of  the 
spleen.  This  organ  was  found  to  be  involved 
pathologically  in  30%  of  the  cases  in  whom 
the  spleen  was  considered  normal,  but  was 
involved  in  only  half  of  the  cases  in  whom  it 
was  clinically  suspected.5,6  Even  the  size  of 
the  resected  spleen  was  sometimes  misleading. 

The  operative  evaluation  of  the  status  of  the 
liver  was  also  surprisingly  different  than  pre- 
operative assessment.  Multiple  liver  biopsies 
confirmed  involvement  by  Hodgkin’s  disease 
in  only  17%  of  those  clinically  suspected  of 
disease.  Only  2.5%  of  the  livers  assumed  pre- 
operatively  to  be  normal  were  found  to  con- 
tain tumor  on  biopsy.5,6  It  is  interesting  to 
note  that  the  liver  was  never  found  to  be 
involved  if  the  spleen  was  free  of  disease.  From 
these  observations  we  must  assume  that  non- 
operative assessment  of  liver  and  splenic  in- 
volvement are  not  accurate,  and  histological 
verification  of  the  status  of  these  organs  is 
essential  if  these  facts  will  affect  the  therapeu- 
tic approach  to  the  patient. 

Lymphangiograms  have  been  under  critical 
review  as  a result  of  the  findings  of  the  lymph 
node  biopsies  performed  at  the  time  of  ex- 
ploratory laparotomy.  The  procedure  has 
some  associated  morbidity  and  it  has  the  ad- 
ditional disadvantage  that  it  does  not  provide 
information  on  the  lymph  nodes  located  in 
celiac  axis.  In  addition  the  nodes  in  the  mesen- 
tery and  porta-hepatis  fail  to  visualize  on 
lymphangiograms  but  these  are  less  likely  to 
be  involved.  The  radiographic  interpretation 
of  the  results  is  usually  “equivocal”  in  20%  of 
the  cases  and  accuracy  of  interpretation  de- 
pends on  the  experience  of  the  radiologist. 
Exploratory  laparotomy  for  staging  has  dem- 
onstrated that  89%  of  the  lymph  nodes  con- 
sidered positive  radiographically  actually  con- 
tained tumor.  Twenty  percent  of  those  called 
“equivocal”  and  17%  of  lymphangiograms 
read  as  negative  were  also  associated  with 
nodes  involved  with  Hodgkin’s  disease.5,6  In 
some  patients  tumor  was  found  in  celiac  axis 
or  splenic  nodes  in  the  absence  of  other 


lymphatic  or  visceral  disease.  We  can  gather 
from  these  reports  that  in  30%  of  the  patients 
there  will  be  a change  from  preoperative  eval- 
uation of  clinical  stage  as  a result  of  surgical 
exploration.  From  this  reported  experience 
with  laparotomy  for  staging  of  patients  with 
Hodgkin’s  disease  it  is  clear  that  clinical  stag- 
ing is  an  imprecise  process. 

In  the  last  two  years  our  Division  of  Sur- 
gical Oncology  has  collaborated  with  the  Di- 
vision of  Radiation  Therapy  and  Hematology 
in  the  surgical  staging  of  twenty  new  patients 
with  proven  Hodgkin’s  disease.  Their  ages 
ranged  from  seven  to  63  years.  The  spleen 
was  found  to  be  involved  in  five  patients  out 
of  twenty  and  in  two  of  them  this  involve- 
ment was  clinically  suspected.  Of  the  seven 
patients  suspected  of  liver  disease  on  the  basis 
of  abnormal  liver  enzymes,  only  one  actually 
proved  to  have  liver  involvement.  Lymphan- 
giograms were  performed  in  11  patients  and 
there  were  two  false  positives.  The  clinical 
stage  was  altered  in  eight  of  the  twenty  pa- 
tients as  result  of  the  histological  finding  from 
the  tissues  removed.  In  four  patients  preop- 
erative clinical  staging  overestimated  the  extent 
of  disease  and  in  the  remaining  four  the  disease 
was  found  to  be  in  a more  advanced  stage. 
This  series  is  small  but  our  findings  fall  within 
the  range  reported  in  the  literature. 

These  data  are  of  great  interest  but  do  they 
justify  the  widespread  use  of  laparotomy  for 
staging?  The  role  of  surgical  staging  in  total 
management  of  Hodgkin’s  disease,  despite 
acceptance  in  several  medical  centers,  must 
still  be  considered  “on  trial”.  New  informa- 
tion has  been  accumulated  in  regard  to  the 
natural  history  of  Hodgkin’s  disease.  Mean- 
ingful correlations  have  been  established  in 
regard  to  the  histological  variations  and  the 
site  of  onset  and  probability  of  involvement 
of  areas  not  accessible  to  accurate  clinical 
diagnosis.  However,  the  use  of  a major  sur- 
gical procedure  for  the  limited  purpose  of 
gathering  more  information  has  raised  ques- 
tions in  view  of  the  morbidity  and  potential 
mortality  that  may  occur.  This  must  be 
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weighed  against  the  possible  therapeutic  ad- 
vantages that  may  result. 

What  is  the  magnitude  of  the  risk  produced 
by  this  procedure?  There  was  no  mortality 
in  our  group  of  twenty  cases  but  there  were 
three  significant  complications  from  the  sur- 
gical procedure  in  this  group  (15%).  One 
patient  developed  mechanical  intestinal  ob- 
struction on  the  fifth  postoperative  day  but 
fortunately  he  responded  to  conservative  man- 
agement and  did  not  require  reoperation.  An- 
other patient  with  a history  of  pulmonary 
embolism  in  the  past  developed  a similar  epi- 
sode after  the  staging  laparotomy  despite  par- 
tial occlusion  of  the  inferior  vena  cava  with 
a clip  at  the  time  of  laparotomy.  (Possibly 
this  patient  was  a poor  choice  for  this  pro- 
cedure!) A third  patient  required  re-explora- 
tion a few  hours  after  surgery  for  bleeding 
from  a lumbar  artery  at  the  site  of  removal 
of  para-aortic  nodes  and  she  recovered.  No 
infectious  complications  were  observed  in  our 
series.  Similar  surgical  complications  have 
been  reported  by  other  authors  and  the  total 
list  also  includes  wound  infections,  wound 
dehiscence,  sepsis,  gastrointestinal  bleeding  and 
intestinal  obstruction. 

With  this  background  of  “risk”  from  the 
staging  laporotomy  in  Hodgkin’s  disease,  what 
are  the  advantages  to  the  patient?  Proponents 
of  this  approach  point  out  the  following  ben- 
efits: 

1.  Histologic  verification  of  the  extent  of 
disease  thereby  allowing  a more  accurate  and 
adequate  therapeutic  program.  This  is  a less 
striking  advantage  to  those  therapists  who 
plan  “total  nodal”  irradiation  regardless  of 
presence  or  absence  of  involved  lymph  nodes 
below  the  diaphragm  but  it  avoids  the  aggres- 
sive therapy  in  patients  who  were  all  found 
to  have  liver  involvement  or  other  extra-nodal 
spread.  In  those  institutions  employing  ag- 
gressive irradiation  of  the  standard  type,  this 
staging  approach  will  clearly  benefit  the  plan- 
ning of  the  areas  to  be  treated. 

2.  It  eliminates  the  need  for  splenic  irradia- 
tion which  may  well  produce  radiation  pneu- 
monitis of  left  lower  lobe  and  radiation  neph- 


ritis. This  also  shortens  the  course  of  radiation 
treatment  by  about  four  weeks,  since  a sep- 
arate portal  is  required  for  the  spleen. 

3.  Both  radiation  therapist  and  chemother- 
apist  are  convinced  these  treatments  are  better 
tolerated  by  the  patient  if  the  spleen  has  been 
removed.  This  is  a clinical  observation  with- 
out a physiologic  or  plausible  explanation  at 
present. 

4.  The  ovaries  can  be  moved  to  a location 
less  likely  to  be  damaged  by  the  classic  in- 
verted “Y”  port  for  treating  abdominal  and 
iliac  lymph  nodes. 

It  is  too  early  to  determine  if  these  described 
benefits  from  exploratory  laparotomy  will  sig- 
nificantly influence  the  results  of  treatment  of 
Hodgkin’s  disease  to  a degree  that  it  should 
be  carried  out  on  all  patients  in  a routine  fash- 
ion. However,  the  information  gained  from 
the  clinical  and  histologic  correlation  follow- 
ing staging  laparotomy  may  eventually  suggest 
individualization  for  choice  of  patient  that 
may  benefit  from  the  procedure: 

1.  Patients  suspected  clinically  of  extra- 
nodal  infradiaphragmatic  disease.  Histological 
verification  will  change  the  therapeutic  ap- 
proach significantly. 

2.  If  the  therapist  believes  that  only  the 
involved  and  adjacent  nodal  area  should  be 
treated,  a laparotomy  should  be  performed  to 
determine  the  status  of  the  infradiaphragmatic 
areas  in  view  of  the  30%  inaccuracy  of  the 
clinical  investigation. 

3.  Young  females  where  preservation  of  the 
ovarian  function  may  supercede  the  possible 
benefits  of  prophylactic  irradiation  of  the 
pelvis. 

4.  Group  of  patients  with  a high  probability 
of  intraabdominal  involvement  (a)  histological 
pattern  of  mixed  cellularity  or  lymphocyte 
depletion  or  with  vascular  invasion,  (b)  left 
lower  neck  disease,  (c)  the  older  patient  with 
systemic  symptoms. 

For  the  present  we  plan  to  continue  the 
laparotomy  staging  approach  to  patients  with 
Hodgkin’s  disease  unless  there  is  preoperative 
objective  evidence  of  Stage  I V disease.  e 
are  also  considering  this  same  approach  to  se- 
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lected  patients  with  lymphosarcoma.  This  is 
not  a procedure  for  general  clinical  use  but 
more  experience  is  certainly  needed  to  place 
this  approach  in  proper  perspective  from  the 
standpoint  of  Hodgkin’s  disease  management. 
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Comments 

Without  question,  laparotomy  staging  for 
some  patients  with  Hodgkin’s  disease  has 
taught  us  more  about  the  disease  itself.  It  has 
also  given  us  somewhat  disappointing  informa- 
tion regarding  the  true  accuracy  of  nonoper- 
ative staging  procedure,  particularly  lymphan- 
giography and  the  evaluation  of  extra  nodal 
disease.  Gallium  67  scanning  is  another  new 


procedure  that  appeared  to  have  some  hope 
for  nonoperative  staging  assistance,  but  this 
does  not  now  appear  to  be  accurate  enough 
to  provide  the  data  needed.  Nevertheless,  the 
disadvantages  of  “major  surgery”  still  require 
our  coming  to  some  conclusion  regarding  the 
proper  selection  of  patients  for  this  procedure. 
Laparotomy  staging  must  still  be  considered 
investigational  until  case  selection  for  this  ap- 
proach is  better  defined. 

The  effectiveness  of  radiation  therapy  and 
chemotherapy  in  Hodgkin’s  disease,  as  dis- 
cussed in  a previous  issue  of  Cancer  Trends  by 
Dr.  Constable  and  Dr.  Leavell  (Virginia 
Medical  Monthly  97:  381,  1970),  stresses  the 
importance  of  precise  staging.  It  is  hoped  that 
the  clinical  methods  for  staging  will  become 
so  accurate  that  this  precision  can  be  accom- 
plished without  surgery.  For  the  present,  it 
is  mandatory  that  those  lymph  nodes  that  are 
suspicious  on  lymphangiogram  and/or  en- 
larged on  palpation  and  inspection  at  the  time 
of  abdominal  exploration,  be  subjected  to  his- 
tologic study.  This  requires  the  use  of  silver 
clips  and  intraoperative  radiologic  confirma- 
tion to  be  sure  these  nodes  are  excised.  Cer- 
tainly celiac  nodes  should  always  be  removed 
at  the  time  of  laparotomy  staging  as  this  area 
is  not  usually  visualized  on  lymphangiography 
and  may  be  the  source  of  Hodgkin’s  disease 
below  the  diaphragm. 

This  type  of  evaluation  again  emphasizes  the 
importance  of  a multidisciplinary  approach  to 
management  of  the  patient  with  cancer. 

The  Editors 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Speech  and  Hearing  Services  Available 
to  Medicaid  Recipients 


We  have  many  requests  from  physicians, 
as  well  as  from  the  general  public,  for  infor- 
mation concerning  the  availability  of  speech 
and  hearing  services  to  Medicaid  recipients. 

Certified  hospitals,  skilled  nursing  homes  and 
home  health  agencies  which  have  speech  and 
hearing  departments  or  appropriate  arrange- 
ments with  qualified  personnel  (including  in- 
dependent speech  and  hearing  centers)  may 
be  reimbursed  by  Medicaid  and  Medicare  on 
a cost  basis  for  speech  and  hearing  services 
when  ordered  by  a physician.  Thus,  speech 
therapy  is  included  in  the  complex  of  treat- 
ment modalities  required,  for  example,  by  the 
stroke  or  post-laryngectomy  patient.  Such 
care  is  also  covered  in  a hospital  outpatient 
department. 

While  each  local  health  department  has  a 
Medicare-  and  Medicaid-certified  home  health 
agency,  very  few  currently  have  arrangements 
to  provide  speech  therapy  to  homebound  pa- 
tients, a coverable  service. 


At  this  time,  independent  speech  and  hear- 
ing centers  are  not  certified  to  provide  services 
under  the  Medicare  and  Medicaid  Programs. 
As  indicated  above,  these  centers  may  make 
their  services  available  to  Medicaid  recipients 
through  hospitals,  skilled  nursing  homes,  and 
home  health  agencies.  Most  of  the  speech 
centers  provide  outpatient  services  on  a sliding 
fee  scale  according  to  ability  to  pay.  Long- 
term speech  therapy,  such  as  may  be  required 
for  the  cerebro-palsy  child,  is  currently  not 
available  under  the  Medicaid  Program. 

Regarding  Medicare  coverage,  diagnostic 
testing  performed  by  a qualified  audiologist 
is  covered  for  the  recipient  65  and  older  (all 
Medicaid  recipients  over  65  have  Part-B  Adedi- 
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care  coverage)  when  a physician  orders  such 
testing  for  the  purpose  of  obtaining  additional 
information  necessary  for  his  evaluation  of 
the  need  for,  or  appropriate  type  of,  medical 
or  surgical  treatment  for  a hearing  deficit  or 
a related  medical  problem.  Thus,  for  exam- 
ple, diagnostic  services  performed  by  a quali- 
fied audiologist  to  measure  a hearing  loss  or 
to  identify  the  factors  responsible  for  the  loss 
are  covered  where  such  services  are  necessary 
to  enable  the  physician  to  determine  whether 
otologic  surgery  is  indicated. 

The  audiologist  (or  clinic  on  behalf  of  the 
audiologist)  may  accept  Medicare  assignment 
under  the  usual  procedure  or  may  charge  the 
patient  who  will  then  seek  reimbursement  on 
the  basis  of  an  itemized  bill. 

A qualified  audiologist  in  Virginia  is  one 
who  has  been  granted  a Certificate  of  Clinical 
Competence  in  the  appropriate  area  (audiol- 
ogy)  by  the  American  Speech  and  Hearing 
Association;  or,  has  completed  the  academic 
and  practicum  requirements  for  certification 
and  is  in  the  process  of  accumulating  the  nec- 
essary supervised  work  experience  required 
for  certification. 

CHAMPUS  will  pay  speech  and  hearing 
centers  for  services  to  military  families  ordered 
by  a physician.  The  patient  pays  part  of  the 
bill.  Blue  Shield  does  not  cover  speech  and 
hearing  center  services. 

Children  under  21  enrolled  in  a clinic  pro- 
gram under  the  Bureau  of  Crippled  Children 
of  the  State  Health  Department  (BCC)  who 
require  speech  therapy  (mainly  those  with 
defective  hearing  or  with  facial  deformities) 
will  receive  this  service  through  purchase  from 
a qualified  therapist  (including  speech  and 
hearing  centers)  under  contract  with  the  BCC. 
Referral  of  children  with  such  problems 
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should  be  made  to  the  local  health  department. 
There  is  now  no  BCC  program  for  the  child 
with  a speech  problem  only.  An  increasing 
number  of  schools  are  now  beginning  to  pro- 
vide this  service,  however.  Persons  over  age 
21  may  have  such  services  purchased  from 
speech  and  hearing  centers  by  the  State  De- 
partment of  Vocational  Rehabilitation  if  they 


are  accepted  for  vocational  training  or  place- 
ment. 

Regarding  speech  and  hearing  aids,  artificial 
voice  boxes  are  covered  by  Medicare  and  Med- 
icaid; hearing  aids  are  currently  not  covered. 
Hearing  aid  repairs  and  batteries  will  be  pur- 
chased by  Medicaid  when  pre-authorized  by 
the  local  health  department. 


Accidental  Death  Toll  Remains  Low  in  1971 


Accidents  caused  an  estimated  114,500 
deaths  in  1971,  slightly  more  than  in  1970.  The 
provisional  mortality  rate  from  accidents  was 
about  55.5  per  100,000  population,  compared 
with  56.0  for  1970.  This  estimate  would  put 
the  rate  for  1971  at  the  lowest  level  since  1964. 

The  downtrend  in  motor  vehicle  accident 
fatalities,  which  became  manifest  early  in  1970, 
continued  through  the  middle  of  1971  and 
then  leveled  off  in  the  second  half  of  the  year. 
There  were  55,100  such  deaths  in  1971,  about 
300  more  than  in  1970.  However,  because  of 
an  increase  in  the  volume  of  travel,  the  motor 
vehicle  fatality  rate  declined  to  about  4.7  per 
100  million  miles,  the  fifth  consecutive  annual 
decline  in  this  measure  of  the  motor  vehicle 
hazard  and  the  lowest  such  rate  on  record. 

The  number  of  job-related  fatalities  in  1971 
was  close  to  the  corresponding  figure  in  1970 
—about  14,300;  approximately  3,400  of  these 
deaths  are  included  in  the  estimate  of  55,100 
motor  vehicle  fatalities  mentioned  above.  Pub- 
lic accidents,  other  than  those  involving  motor 
vehicles,  took  the  lives  of  about  22,000  per- 
sons, virtually  the  same  as  previous  year.  The 
toll  for  injuries  in  and  about  the  home  was 
26,700,  slightly  greater  than  in  1970. 

According  to  records  maintained  by  the  Sta- 
tistical Bureau  of  the  Metropolitan  Life  In- 
surance Company,  almost  1,150  persons  lost 
their  lives  during  1971  in  catastrophic  acci- 
dents, i.e.,  accidents  taking  five  or  more  lives. 
The  catastrophic  death  toll  in  the  United 


States  exceeded  that  for  1970  by  more  than 
200  deaths  but  remained  lower  than  the  aver- 
age of  the  past  decade. 

During  1971  there  were  six  major  catas- 
trophes, each  of  which  caused  25  or  more 
deaths;  in  the  aggregate  they  resulted  in  395 
deaths.  Two  of  these  disasters  were  natural 
catastrophes:  the  tornadoes  which  struck  Mis- 
sissippi and  Louisiana,  fatally  injuring  117 
persons,  the  heaviest  toll  of  the  year;  and  the 
earthquake  in  Los  Angeles,  resulting  in  64 
deaths.  There  were  three  aviation  disasters:  a 
scheduled  jetliner  crashed  into  a mountainside 
near  Juneau,  Alaska,  claiming  111  lives;  a 
scheduled  plane  collided  with  a Marine  jet  near 
Duarte,  California,  taking  50  lives;  and  a 
scheduled  plane  crashed  near  New  Haven, 
Connecticut,  accounting  for  28  fatalities.  The 
sixth  disaster  was  the  result  of  an  explosion  and 
fire  at  a munitions  plant  in  Georgia,  taking 
25  lives. 

Civilian  aviation  caused  more  than  one 
fourth  of  the  total  loss  of  lives  in  castastrophes 
in  1971.  Natural  catastrophes  (hurricanes, 
tornadoes,  floods,  etc.)  and  fires  and  explo- 
sions were  each  responsible  for  over  one  fifth 
of  the  catastrophic  deaths,  while  motor  vehicle 
catastrophes  accounted  for  one  sixth  of  the 
total.  Accidents  in  military  aviation,  railroads, 
water  transportation,  and  mines  and  quarries 
were  responsible  for  the  balance  of  the  deaths 
from  catastrophes. 

(Statistical  Bulletin,  January  1972) 
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Mental  Health  .... 

On  Gestalt  Therapy  at  a Mental  Health 
Center 

AL  BERNSTEIN 
FAYE  WEBB 


I’ll  do  my  thing 
You  do  your  thing 
I was  not  put  in  this  world 
To  live  up  to  your  expectations 
I am  I 

You  are  you 

If,  by  chance,  we  find  each  other 
It’s  beautiful 
If  not 

It  can’t  be  helped. 

Fritz  Peris,  the  father  of  Gestalt  Therapy, 
wrote  the  above  words,  and  they  are  the  es- 
sence of  his  therapy.  Gestalt  therapy  has  its 
roots  in  psychoanalysis,  existential  therapy, 
and  in  gestalt  psychology.  Gestalt  is  a non- 
analytical  approach  to  the  old  problem  of 
helping  the  neurotic  to  give  up  his  “games” 
and  stand  on  his  own  two  feet  as  a healthy 
and  whole  individual.  The  primary  focus  of 
gestalt  therapy  is  the  individual  in  the  “here 
and  now”. 

The  personality  of  the  neurotic  (and  about 
ninety-nine  percent  of  us  may  be  labeled  as 
such)  is  fragmented.  He  is  often  not  in  touch 
with  the  most  vital  parts  of  himself— his  feel- 
ings, anger,  fear,  lust,  grief,  and  all  other  hu- 
man emotions.  For  his  real  feelings  he  sub- 
stitutes thinking,  he  runs  his  head  instead  of 
feeling  his  body.  The  object  then  in  gestalt 
therapy  is  to  get  the  neurotic  back  in  touch 
with  his  feelings:  to  shift  the  center  of  his 
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The  Mental  Health  Center  of  Norfolk  and  Ches- 
apeake. 
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Mental  Health  Center  of  Norfolk  and  Chesa- 
peake. 
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awareness  from  his  head  to  his  body. 

The  gestalt  therapist  holds  the  client  to- 
tally responsible  for  himself.  The  client  is 
responsible  not  only  for  the  content  of  his 
verbalization  but  for  the  sound  of  his  voice, 
the  position  of  his  body,  his  breathing,  his 
entire  existence  in  the  here  and  now.  If  the 
neurotic  can  totally  identify  with  his  alienated 
feelings  he  can  re-own  them  and  the  energy 
that  goes  with  them.  The  gestalt  therapist  will 
often  have  his  client  play  roles,  of  parts  of  his 
body  or  of  other  people,  so  that  the  client  may 
identify  with  these  roles  and  reintegrate  them 
in  his  existence. 

Gestalt  therapists  often  work  with  dreams, 
though  not  in  the  traditional  manner.  Instead 
of  analyzing  or  interpreting,  the  therapist  will 
have  the  client  play  the  various  parts  of  the 
dream  in  order  that  the  client  may  re-own  the 
energy  he  has  projected  on  to  the  characters 
in  the  dream.  Once  the  client  is  aware  of  his 
alienated  feelings  he  may  choose  to  re-own 
them  or  get  rid  of  them  once  more.  This  is 
the  client’s  responsibility. 

Owing  to  limited  space,  this  description  of 
gestalt  process  is  sketchy.  Those  interested 
in  learning  more  about  Gestalt  will  find  Ge- 
stalt Therapy  Verbatim  by  Frederick  S.  Peris 
an  excellent  place  to  start. 

The  Report 

The  authors  formed  a group  of  twelve 
young  adults,  men  and  women,  to  meet  one 
hour  a week  for  four  months.  After  the  first 
couple  of  meetings,  three  of  the  girls  dropped 
out.  One  was  seeking  help  with  a frigidity 
problem  and  dropped  out  because  she  said  her 
family  physician  had  cured  her.  The  second 
could  not  arrange  her  schedule  to  meet  the 
group  schedule,  and  the  third  girl  dropped  out 
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after  a “marathon”  meeting  claiming  she  was 
cured.  The  nine  who  remained  throughout 
the  treatment  period  were  remarkably  faith- 
ful in  attendance.  There  were  no  more  drop- 
outs despite  the  fact  that  the  sessions  were  al- 
ways “gut-level”  and  physical  battles  occa- 
sionally occurred. 

Most  gestalt  therapy  groups  are  made  up  of 
normal-neurotic  types.  The  authors  decided 
to  add  more  severely  emotionally  disturbed 
clients  to  our  group.  We  found  that  includ- 
ing these  clients  added  to  the  overall  effective- 
ness of  the  group. 

It  was  also  found  to  be  advantageous  to  co- 
direct our  group.  This  allowed  the  therapists 
to  become  participating  members  of  the  group 
and  to  be  more  in  tune  with  the  group  needs 
throughout  the  sessions.  This  also  allowed  for 
a more  immediate  response  to  the  needs  of  an 
individual  who  became  overly  disturbed. 

The  goal  of  all  the  sessions  was  to  help  the 
individual  member  get  in  touch  with  his  to- 
tality—his  gestalt— and  to  become  aware  of 
himself  as  a whole  person  instead  of  disown- 
ing parts  of  his  totality.  Every  attempt  was 
made  to  help  him  become  fully  aware  of  the 
disowned  parts  of  himself  through  close  self- 
examination.  Thus,  the  individual  was  helped 
to  become  aware  of  what  he  felt  inside,  of 
what  he  was  expressing  with  his  hands,  feet, 
facial  expressions,  posture,  and  through  the 
quality  of  his  voice.  The  more  acute  his  self- 
awareness  became,  the  more  he  grew. 

One  member  at  a time  sat  in  the  “hot  seat” 
while  the  others  observed  and  occasionally 
helped  him  to  find  expression  for  feelings  too 
difficult  for  him  to  articulate  or  simulate. 
Under  the  direction  of  the  therapist,  the  in- 
dividual acted  out  the  separate  roles  in  his  life 
as  seen  in  his  dreams  or  in  his  conscious 
thought  processes. 

Two  chairs  were  used  for  “hot  seat”  work. 
They  were  kept  close  together,  facing  each 
other,  to  maintain  a confrontation  climate. 
Each  time  the  member  took  on  a new  role  he 
placed  himself  in  the  facing  chair  and  put  on 
his  act  for  the  self  he  left  in  the  vacated  chair. 
In  this  manner  he  treated  himself.  He  rapidly 


became  aware  of  those  parts  of  himself  which 
he  rejected  and  reclaimed  them  for  healthy 
purposes. 

Near  the  beginning  of  the  last  month  of 
treatment  we  suggested  a marathon— a six  hour 
session  at  the  apartment  of  one  of  the  thera- 
pists. The  goal  was  to  allow  the  group  time 
to  get  in  touch  with  individual  and  group 
processes  than  was  possible  in  our  limited  one 
hour  sessions.  There  was  little  discernible  re- 
sistance to  this  idea  and  much  enthusiasm.  All 
members  claimed  much  benefit  from  the  ses- 
sion and  all  demonstrated,  thereafter,  that  it 
was  indeed  helpful. 

One  patient,  for  example,  diagnosed  as  sim- 
ple schizophrenic  had  been  in  “traditional” 
therapy  for  three  years  without  making  meas- 
urable progress.  In  most  social  situations  he 
was  exceedingly  anxious  and  barely  spoke 
above  a whisper.  He  acted  out  a dream  where- 
in his  father  appeared.  In  acting  out  the 
dream,  he  got  in  touch  with  his  feelings  for 
his  father;  he  raised  his  voice,  got  very  angry, 
and  swore  at  his  father  whom  he  felt  had 
totally  rejected  him.  This  was  the  opening- 
up.  Since  then  his  progress  has  been  hearten- 
ing. He  has  broken  through  his  impasse.  He 
is  able  to  express  his  feelings  toward  his  fa- 
ther. At  22,  he  is  going  through  his  long 
overdue  adolescent  rebellion  while,  at  the  same 
time,  he  has  begun  to  show  some  positive  feel- 
ings for  his  father.  This  was  best  evidenced 
when  he  asked  the  therapist  to  accompany  him 
on  a visit  to  see  his  father  who  was  then  hos- 
pitalized. He  is  now  beginning  to  grow— to 
realize  his  own  self-worth  and  to  act  on  that 
realization,  albeit  misguidedly  at  times. 

Similarly,  another  patient  had  introjected 
feelings  of  worthlessness  from  his  deceased 
father,  who  he  felt  had  totally  rejected  and 
neglected  him  while  alive.  In  acting  out  his 
feelings  by  playing  first  himself  in  one  chair 
and  his  father  in  the  other,  he  rapidly  got  a 
grip  on  this  situation  and  began  correcting  it. 
The  change  in  him  was  immediate;  he  became 
a helpful  contributor  to  the  group,  able  for 
the  first  time  to  look  further  than  his  own 
problems. 
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Each  individual  in  the  group  grew.  Their 
growth  was  reflected  in  their  words  and  ac- 
tions in  the  group  meetings  and  outside  the 
meetings.  We  reaped  the  same  reward  as 
therapists. 

At  present  another  gestalt  group  is  in  prog- 
ress. The  emphasis  in  this  group  is  on  the  in- 
dividual’s experience  of  his  body  and  his  mind 
as  a continuity  rather  than  two  unrelated  ob- 
jects. The  group’s  response  to  this  approach 
is  quite  heartening. 

Though  gestalt  techniques  are  most  often 
used  in  a group  setting,  they  are  also  quite 
helpful  in  other  therapy  situations.  The  au- 
thors find  gestalt  goes  especially  well  with 
marriage  counseling.  Often  a sick  marriage 
is  based  on  a sick  confluence  relationship.  In 
a confluence  relationship  two  individuals  flow 


together.  The  boundaries  between  them  be- 
come hazy  and  the  njoe  becomes  more  impor- 
tant than  1 or  the  thou.  Each  partner  is  afraid 
that  any  differentness  on  their  part  would 
break  the  confluence  and  destroy  the  relation- 
ship, and  the  confluence  gradually  strangles 
both  people.  In  gestalt  marriage  counseling  it 
is  best  to  work  with  individual  awareness  to 
break  the  confluence  so  that  a more  healthy 
contact  relationship  may  form  spontaneously. 
The  basis  of  a contact  relationship  is  awareness 
of  otherness.  Without  such  awareness,  no 
adult  relationship  is  possible. 

As  we  continue  our  work  in  our  own  groups 
and  in  workshops  with  other  gestalt  thera- 
pists, we  And  it  an  exciting  and  useful  new 
approach  to  therapy. 


Filthy  Lucre — Dirty  Money? 


Money  is  truly  dirty— so  say  two  monetary- 
minded  physicians  in  the  February  28th  issue 
of  the  Journal  of  the  American  Medical  As- 
sociation. 

The  medical  sleuths  with  numismatic  lean- 
ings borrowed  62  pennies,  38  nickels,  27  dimes, 
33  quarters  and  fifty  paper  bills  of  small  de- 
nomination, with  no  discrimination  as  to  age, 
sex,  color  or  religion  of  the  lender,  so  the  re- 
sults would  be  unbiased.  They  then  cultured 
the  coins  and  bills.  They  discovered  that  13 
per  cent  of  the  coins  and  42  per  cent  of  the 
bills  were  contaminated  by  potentially  disease- 
causing  bacteria.  Pennies,  nickels  and  small 
denomination  paper  bills  were  more  often  con- 
taminated than  larger  coins  and  bills,  a fact 
they  explained  was  logically  due  to  the  rapid 
turnover  and  frequent  exchange  of  small  coins 
and  bills. 

The  investigators  offered  these  tongue-in- 
cheek  “Rules  to  Stay  Sterile  By”: 

1.  “Keep  your  money  in  the  bank. 

2.  “If  you  must  carry  money,  carry  only 


large  bills,  preferably  the  $50  and  $100  de- 
nominations. 

3.  “Don’t  make  change. 

4.  “Keep  your  hands  out  of  your  pockets. 
(We  have  no  suggestions  as  to  where  else  you 
might  keep  them). 

5.  “Get  rid  of  your  money  rapidly.  (This 
isn’t  much  of  a problem  for  most  of  us). 

6.  “Campaign  against  piggy  banks.  (Par- 
ticularly for  children.  They  will  be  contam- 
inated soon  enough  anyway.)” 

Authors  concluded  sadly,  “Despite  the  im- 
portance of  this  study,  the  investigators  fear 
that  people  will  continue  to  handle,  fondle 
and  jingle  in  their  pockets— money.” 

As  a panacea  they  suggested,  “In  order  to 
further  this  research,  we  will  accept  and  ex- 
amine any  money  sent  to  us.  If  it  is  found  to 
be  contaminated,  we  have  facilities  for  its 
safe  disposal.” 

Authors  are  Drs.  Berel  L.  Abrams  and  Nor- 
ton G.  Waterman  from  the  Department  of 
Surgery,  University  of  Louisville  School  of 
Medicine,  Health  Sciences  Center,  Louisville. 
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Medicare— Part  B . 


Overpayment's  to  Physicians 

The  recovery  of  overpayments  from  phy- 
sicians section  of  the  Part  B Intermediary 
Manual  (Section  6412)  has  been  revised  to 
give  the  carrier  the  option  of  choosing  the 
method  of  recovering  overpayments. 

Overpayments  to  physicians  will  be  recov- 
ered by  any  of  the  following  methods: 

(a)  sending  the  physician  a letter  request- 
ing a refund 

(b)  attempting  to  offset  the  overpayment 
against  any  benefits  due  the  physician, 
or 

(c)  using  both  of  the  methods  simultane- 
ously. 

Refund  requests  to  a physician  are  to  be 
in  writing  and  should  be  controlled  so  that 
they  can  be  followed  up  at  the  end  of  30  days. 
The  request  for  the  refund  should  be  in  suf- 
ficient detail  and  must  indicate  that  the  phy- 
sician has  the  right  to  request  a review  of  his 
claim  within  six  months  after  the  date  of  the 
refund  request  if  he  believes  that  he  was  not 
overpaid.  If  the  second  letter  does  not  bring 
about  the  refund  within  30  days,  and  recovery 
or  offset  is  not  feasible  or  has  been  tried  with- 
out success  and  the  unrecovered  overpayment 
is  at  least  $200.00,  the  carrier  will  ordinarily 
visit  the  physician  or  his  office  assistant.  Dur- 
ing the  visit  the  carrier  should  point  out  that 
the  Social  Security  Administration  may  find 
it  appropriate  to  refer  the  matter  to  the  Gen- 
eral Accounting  Office  for  collection;  and  if 
the  physician  has  not  already  had  a review  or 
a hearing,  should  explain  his  appeal  rights  if 
he  believes  that  he  should  not  be  required  to 
pay. 

When  recovery  of  an  overpayment  from  a 
physician  is  made  by  offset,  any  amount 
which  is  payable  to  the  physician  by  reason 
of  assignment  on  behalf  of  any  beneficiary 
is  applied  to  the  overpayment.  When  it  is 
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not  possible  to  make  an  immediate  offset,  we 
are  instructed  to  annotate  the  physician’s  ac- 
count so  that  the  overpayment  can  be  re- 
couped from  any  future  Medicare  benefits 
payable  to  him. 

When  offset  is  used,  the  regular  Explana- 
tion of  Medicare  Benefits  is  to  be  sent  to  the 
enrollee  but  it  is  necessary  to  include  with 
the  physician’s  EMOB,  an  explanation  that 
the  benefits  (or  a specified  amount  of  the  ben- 
efits) are  being  applied  to  the  overpayment. 

If  the  physician  declines  to  refund  or  does 
not  respond  to  refund  letters,  the  carrier  is 
required  to  maintain  a stop  and  report  the 
overpayment  to  Social  Security  Administra- 
tion as  uncollected. 

Physicians  Key  File 

Medicare  B maintains  a physicians  key  num- 
ber file  to  direct  payment  to  the  proper  payee 
at  the  proper  address  and  for  access  to  the 
physicians  pricing  file.  It  is  important  that 
Medicare  B be  informed: 

(1)  if  the  physician  changes  addresses 

(2)  if  there  is  a change  of  physicians  with- 
in a group  practice 

(3)  if  there  is  multiple  addresses  or  more 
than  one  payee  receiving  checks  for 
services  rendered  by  a physician. 

Any  information  relating  to  the  identity 
of  a physician,  his  address  or  addresses,  billing 
agencies,  etc.  is  needed  by  Medicare  and  we 
would  appreciate  a brief  letter  outlining  the 
details. 

Virginia  physicians  have  received  an  initial 
supply  of  pre-printed  SSA  1490’s  (Request 
For  Medicare  Payment)  with  their  name,  ad- 
dress and  physician  key  indicated.  As  addi- 
tional supplies  are  needed,  please  notify  this 
office.  If  pre-printed  forms  are  not  used  it 
will  speed  up  the  processing  of  the  Medicare 
Claim  if  you  will  note  your  physician  key 
number  with  your  name  and  address. 
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Correspondence  . . . . 


To  the  Editor: 

Do  we  want  any  governmental  agency  to 
say  if,  where,  when  and  what  kind  of  hospital 
is  built  in  Virginia? 

The  Virginia  General  Assembly  is  presently 
considering  S B 108  which  would  require  a 
certificate  of  necessity  by  the  State  Depart- 
ment of  Health  before  any  new  hospital  could 
be  built  in  Virginia!  The  Health  Department 
would  be  guided  by  regional  medical  boards 
where  these  existed. 

It  is  my  belief  that  the  provisions  of  this 
bill  are  little  known  by  the  rank  and  file  of 
the  medical  profession  and  should  be  carefully 
considered  by  them  before  such  a bill  is  al- 
lowed to  pass  onto  the  statute  books  where 
it  may  seriously  hamper  the  free  practice  of 
medicine  for  years  to  come. 

The  ability  to  get  beds  for  your  patients  is 
one  very  important  aspect  of  the  delivery  of 
quality  care.  Where  there  are  multiple  types 
of  units  (i.e.  governmental,  non-profit  associa- 
tions, and  private)  competition  is  increased 
and  the  patients  have  a choice— thus  increasing 
their  bargaining  power  for  better  facilities. 


competitive  rates  and  more  open  staffing. 
These  provisions  are  necessary  so  that  an  area 
can  constantly  attract  new  health  personnel— 
and  so  that  they  are  able  to  deliver  the  best 
care.  On  the  other  hand  the  non-profit,  open 
staff  hospital  would  probably  be  most  ad- 
versely affected  by  the  provisions  of  the  pro- 
posed bill. 

Good  health  care  is  never  cheap— govern- 
mental direction  and/or  control  has  resulted 
in  the  eventual  increase  in  this  cost,  it  is  subject 
to  political  pressures  which  are  not  always  in 
the  patient’s  interest.  When  they  make  mis- 
takes in  planning  it  is  often  too  little,  too  late, 
too  resistant  to  change.  Where  private  enter- 
prise is  present  it  can  be  more  responsive  and 
responsible— not  always  cheapest  but  still  the 
best  way  thus  found  to  supply  the  most  good 
to  the  most  people  at  a price  they  are  willing 
to  support. 

Join  me— quickly—  in  trying  to  get  action  on 
this  bill  delayed  until  we  know  fully  how  this 
will  affect  the  health  care  of  every  Virginian. 

Philip  L.  Minor,  M.D. 


3536  Grove  Avenue 
Richmond , Virginia  23221 
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Miscellaneous  . . . 


Standards  of  Principles  Governing  Law- 
yers and  Physicians  in  the  Common- 
wealth of  Virginia 

During  the  year  1957  committees  were  ap- 
pointed by  The  Medical  Society  of  Virginia 
and  by  the  Virginia  State  Bar  to  draft  stand- 
ards of  principles  governing  the  relationship 
of  lawyers  and  physicians  in  our  Common- 
wealth. After  considerable  study  and  with  the 
mutual  cooperation  of  these  committees,  a 
proposed  set  of  standards  was  agreed  upon 
and  approved  by  them  and  presented  to  their 
respective  organizations.  Upon  presentation, 
these  standards  of  principles  were  adopted  by 
the  Virginia  State  Bar  on  May  2,  1958,  and 
The  Medical  Society  of  Virginia  on  October 
14,  1958. 

Preamble 

Acknowledging  that  a susbtantial  part  of 
the  practice  of  law  and  medicine  is  concerned 
with  the  problems  of  persons  who  are  in  need 
of  the  combined  services  of  a lawyer,  and  a 
physician;  and  that  the  public  interest  and  in- 
dividual problems  in  these  circumstances  are 
best  served  only  as  a result  of  cooperative  ef- 
forts of  all  concerned;  we,  the  Virginia  State 
Bar  and  The  Medical  Society  of  Virginia  do 
adopt  and  recommend  the  following  declara- 
tion of  principles  of  proper  conduct  for  law- 
yers and  physicians,  subject  always  to  prin- 
ciples of  medical  and  legal  ethics  and  rules  of 
law  prescribed  for  their  individual  professional 
conduct. 

A.  Medical  Reports 

1.  When  a report  is  requested  by  the  pa- 
tient’s attorney,  supported  by  proper  written 
authorization,  and  the  report  is  to  be  based  on 
information  which  the  physician  can  obtain 
from  available  records,  he  should  furnish  the 
report  as  promptly  as  possible. 

2.  Where  the  report  is  requested  by  some- 
one other  than  the  patient,  or  the  patient’s 


attorney,  the  physician  should  insist  upon 
proper  written  authorization  from  the  patient 
before  giving  the  information  or  the  report, 
and  his  charge  for  such  report  should  be  in  an 
amount  to  be  agreed  upon  between  him  and 
the  person  seeking  that  report. 

3.  When  a report  is  requested  by  a lawyer 
he  should  make  clear  in  a written  request  for 
a report  the  specific  condition  about  which 
he  seeks  information,  and  should  likewise  indi- 
cate whether  or  not  he  is  asking  for  a prog- 
nosis, diagnosis  or  the  extent  of  disability.  The 
physician,  upon  receipt  of  such  request,  should 
furnish  such  report  promptly. 

B.  Physicians  As  Witnesses 

1.  The  relation  between  a lawyer  and  a 
physician  should  be  based  upon  mutual  cour- 
tesy and  understanding.  A physician  should 
understand  that  medical  testimony  is  frequent- 
ly indispensable  to  prove  or  disprove  the  na- 
ture and  extent  of  injuries.  Therefore,  when 
he  undertakes  to  treat  a person  who  has  been 
injured,  he  has  an  incidental  responsibility 
with  respect  to  any  legal  proceedings  which 
may  ensue  because  of  the  patient’s  injury. 

2.  It  is  understood  that  the  fee  charged  by 
the  physician  for  his  medical  services  does  not 
take  into  account  any  further  time  or  effort 
on  his  part  in  the  event  of  such  litigation,  and 
therefore  these  principles  recognize  that  it  is 
right  and  proper  that  the  physician  should  be 
further  compensated  for  any  additional  time 
or  effort  expended  by  him  in  connection  with 
such  litigation. 

3.  It  is  recognized  that  in  most  instances  it 
is  proper  that  a conference  should  be  held 
between  the  physician  and  lawyer  proposing 
to  call  him  as  a witness,  at  some  mutually  con- 
venient time  before  he  is  to  testify. 

No  physician  should  be  subpoenaed  as  a 
witness  to  testify  in  any  case  without  prior 
conference  with  the  lawyer  calling  him  con- 
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cerning  the  matters  as  to  which  he  is  to  be 
interrogated  unless  both  the  physician  and 
the  lawyer  agree  that  such  conference  is  un- 
necessary, or  unless  the  lawyer  is  unable,  after 
a bona  fide  effort,  to  obtain  such  a conference. 

4.  When  requesting  or  summoning  a phy- 
sician to  attend  court,  the  lawyer  should  ap- 
preciate that  a physician  has  continuing  and 
often  unpredictable  responsibilities  to  his  pa- 
tients. Insofar  as  he  is  able,  the  lawyer  should 
make  arrangements  to  permit  the  physician  to 
testify  with  a minimum  of  inconvenience  and 
delay. 

5.  Insofar  as  it  is  in  their  power  to  do  so, 
however,  lawyers  should  make  such  advance 
arrangements  for  the  attendance  of  physicians 
as  witnesses  as  will  have  due  regard  for  the 
professional  demands  upon  the  physician’s 
time,  including  preparation  of  medical  evi- 
dence. Such  advance  arrangements  contem- 
plate some  reasonable  notice  to  the  physician 
of  the  intention  to  call  him  as  a witness,  prior 
to  the  issuance  of  the  subpoena,  and  calling 
him  by  phone  after  the  trial  has  commenced 
and  advising  him  of  the  approximate  time 
when  he  will  be  called  to  testify. 

6.  It  is  recognized  that,  although  every  rea- 
sonable effort  should  be  made  to  minimize  the 
inconvenience  to  the  physician  witness,  the 
dispatch  of  the  duties  of  the  courts  cannot  be 
governed  by  the  convenience  of  litigants,  law- 
yers or  witnesses,  whoever  they  may  be. 

7.  When  a physician,  who  has  not  treated 
the  injured  party,  is  called  to  testify  as  an  ex- 
pert witness,  he  shall  be  paid  such  fee  as  is 
agreed  upon  prior  to  the  trial  with  the  lawyer 
representing  the  party  calling  him. 

8.  The  physician,  while  testifying  should: 

(a)  At  all  times  maintain  the  dignity  of 
his  profession; 

(b)  Answer  questions  as  concisely  and 
objectively  as  possible,  using  ter- 


minology which  is  understandable  to 
a jury  of  laymen; 

(c)  If  he  does  not  know  the  answer  to 
any  question,  so  state  and  make  no 
attempt  to  conjecture  or  theorize, 
or  give  answers  not  responsive  to 
questions  propounded  or  volunteer 
testimony; 

(d)  Under  no  circumstances  permit  any 
bias,  prejudice,  favoritism  or  personal 
interest  to  influence  his  testimony. 

9.  The  attorney,  in  examining  or  cross- 
examining  a physician,  should,  as  in  the  case 
of  other  witnesses,  avoid  questions  which  are 
intemperate  or  unfair.  Questions  of  this  type 
are  no  doubt  designed  to  discredit  a witness’ 
testimony  by  inciting  emotional  demonstration 
and  are  beneath  the  dignity  of  the  ethical  at- 
torney and  the  physician.  If  they  do  arise  and 
are  not  acted  on  promptly,  the  witness  may 
address  the  court  and  inquire  if  he  is  required 
to  answer  such  questions. 

10.  All  additional  medical  consultations 
considered  necessary  to  the  proper  prepara- 
tion for  a legal  presentation  should  be  accom- 
plished only  after  consultation  with  the  pa- 
tient-litigant’s legal  representative  and  the 
patient-litigant’s  physician. 

11.  Nothing  herein  is  intended  to  alter  the 
rules  of  law  with  reference  to  attendance  of 
witnesses  and  fees  for  their  attendance  nor  the 
law  with  reference  to  privileged  communica- 
tions. 

C.  Physician’s  Fee  and  Services 

1.  It  is  fully  understood  that  under  no  cir- 
cumstances should  the  physician’s  charges,  or 
his  fees  as  a witness,  be  contingent  upon  the 
success  of  the  patient’s  litigation. 

2.  The  financial  relationship  of  the  physi- 
cian and  patient  is  personal  between  them  and 
the  attorney  should  not  discourage  without 
good  cause  the  prompt  payment  of  reasonable 
medical  bills. 
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AMA-ERF  Program 

One  of  the  many  accomplishments  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  and  of  the  auxiliaries  to  state  and 
county  medical  societies  all  over  the  country, 
is  their  generous  support  of  the  AM  A Educa- 
tion and  Research  Foundation  (AMA-ERF). 
Since  1952,  the  Auxiliary  has  contributed 
nearly  $5  million. 

The  purpose  of  the  AMA-ERF  Program  is 
to  provide  substantial  financial  assistance  to 
our  medical  schools  and  to  support  the  student 
loan  guarantee  fund.  The  contribution  given 
medical  schools  every  year  is  essential  to  help 
augment  enrollment  thus  providing  desper- 
ately needed  doctors.  The  need  is  present, 
for  everywhere  state  legislatures  are  cutting 
back  in  assistance  to  schools  and  because  we 
care  what  happens  to  medicine,  we  must  take 
the  lead.  In  addition,  new  accelerated  pro- 
grams mean  students  no  longer  can  work  sum- 
mers and  so  depend  more  and  more  on  the 
loan  fund.  The  AMA-ERF  Committee  is 
asking  every  auxiliary  to  be  responsible  for  a 
minimum  contribution  of  $10.00  per  member. 
Many  auxiliaries  give  far  more  than  this,  but 
each  one  can  give  a share. 

An  additional  way  to  help  increase  dona- 


tions to  this  fund  is  to  inform  each  auxiliary 
member  and  every  doctor  in  the  community 
about  this  program  and  the  importance  of  its 
success.  Our  energies  can  extend  into  the 
community,  too,  to  inform  other  groups  and 
their  members  of  this  program  and  of  its  im- 
portance to  them.  Soliciting  the  help  of  people 
other  than  doctors  and  their  wives  will  help 
in  fund  raising,  also. 

The  AMA-ERF  Committee  is  ready  and 
able  to  help  any  auxiliary  in  planning  its  pro- 
gram. Through  regional  chairmen,  state  and 
county  chairman,  information  can  flow  as  to 
progress,  deadlines,  new  ideas  for  fund  raising 
and  better  ways  to  inform  the  public  of  our 
function  so  we  may  enlist  the  help  of  others. 

A plan  of  work  begins  with  the  national 
chairman  and  is  developed  with  the  help  of 
regional  chairmen.  Regional  chairmen  assist 
state  chairmen,  in  implementing  new  ideas 
which  they  pass  on  to  county  chairmen.  In 
turn,  it  is  hoped  that  these  ideas  will  flow  back 
to  the  national  chairman  so  they  can  be  shared 
with  others. 

If  we  are  going  to  aspire  to  leadership  in 
health,  we  must  support  our  medical  schools 
and  substantially  aid  them  in  solving  their  ever- 
increasing  financial  problems.  And  in  order 
to  raise  the  necessary  funds,  we  must  share  our 
ideas.  This  is  vital  to  the  growth  of  the  AMA- 
ERF  program.  If  your  auxiliary  has  an  idea 
for  fund  raising,  please  write  me  in  care  of 
this  magazine  so  that  a column  for  fund-rais- 
ing ideas  can  be  published  later  this  year. 

Supporting  the  AMA-ERF  program  is  a 
challenge  to  the  Auxiliary  and  a challenge  that 
will  be  met  in  the  same  efficient  and  dedicated 
manner  that  the  Auxiliary  has  responded  to 
other  needs  in  the  past.  Your  help  is  needed. 

Karen  K.  Painter 

(Mrs.  William  E.) 


% 

Virginia  Medical  Monthly 


Editorial 


• • • • 


Where  Do  We  Go  from  Here? 

AS  WE  STUDY  the  signs  and  portents  of  American  political  life  it  becomes 
more  and  more  apparent  that  the  mode  of  private  practice  of  medicine, 
which  has  stood  us  in  such  good  stead,  is  about  to  be  finished. 

The  main  factors  which  are  causing  the  incipient  demise  of  private  medical 
care,  on  an  individual  fee  for  service  basis,  are  several.  The  most  important 
force  in  bringing  about  the  change  is  the  increasing  cost  of  health  care,  asso- 
ciated with  the  now  accepted  axiom  that  every  inhabitant  of  the  United  States 
is  entitled  to  first  class,  individual  medical  attention  as  a matter  of  right.  This 
has  caused  over-utilization  of  personnel  and  facilities,  with  resulting  public 
outcry  for  cost  controls  and  redistribution  of  physicians  and  health-workers. 

In  order  to  keep  medical  costs  down,  there  has  been  increasing  demand 
by  third  party  payors,  both  private  and  public,  that  the  administration  of 
medical  care  be  audited  both  for  quality  and  utilization.  While  the  private 
sector  of  medicine  in  America  has  long  involved  itself  in  quality  controls  in 
hospitals,  it  had  never  practiced  such  audits  in  the  individual  physicians  office. 
The  concept  of  over-utilization  had  rarely  been  invoked,  as  long  as  the  overall 
quality  of  the  medical  management  of  the  patient  appeared  adequate. 

The  medical  community  is  now  getting  involved  in  providing  quality  and 
utilization  review  through  several  modalities.  The  first  level  of  such  audits  has 
taken  place  in  the  hospitals  and  in  the  Medicare,  Champus  and  Medicaid  re- 
view committees,  most  of  which  have  been  staffed  by  concerned  physicians 
who  have  served  free  of  charge,  as  a service  to  both  patients  and  physicians. 
In  order  to  expand  such  activities,  Peer  Review  committees  and  Medical  Foun- 
dations have  come  to  the  fore.  These  panels,  sponsored  by  county  and  state 
medical  societies,  have  offered  their  services  to  third  parties  as  administrators 
and  auditors  of  health  services  both  in  and  out  of  the  hospital.  By  providing 
office  audits  they  have  enabled  health  insurance  companies,  unions  and  the 
government  to  underwrite  office  care.  These  obvious  advantages  to  the  third 
parties  and  to  the  patient  may  be  beneficial  to  the  physician  also,  as  long 
as  the  fee  for  service  concept  is  preserved.  However,  it  appears  likely  that 
the  increasing  demand  for  care  will  lead  to  complete  control  of  physicians’ 
fees  and  services,  and  more  and  more  restrictions  will  be  placed  on  the  indi- 
vidual physician.  With  the  encouragement  of  the  government  and  the  labor 
unions,  the  formation  of  closed  panels,  health  maintenance  organizations  and 
large  groups  and  clinics  will  become  increasingly  prevalent. 

The  attempt  by  physicians  to  somehow  control  their  own  destiny  by  the 
formation  of  Medical  Foundations  appears  to  substitute  one  bureaucracy, 
albeit  a medical  one,  for  another,  the  end  result  being  a closely  supervised 
physician,  whose  judgment  and  actions  will  be  seriously  circumscribed  and 
controlled. 
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Another  important  factor  in  the  change  of  the  private  practice  of  medicine, 
is  the  attitude  of  the  modern  medical  student.  Recent  polls  show  an  over- 
whelming number  of  medical  students  to  favor  the  abolition  of  fee  for  service 
medical  care.  If  these  students  carry  their  convictions  into  their  active  pro- 
fessional life,  the  private  practitioner  of  medicine  will  become  as  extinct  as 
the  Dodo  bird.  To  those  of  us  who  have  practiced  private  medicine  because 
we  believe  that  it  provides  the  best  service  for  the  individual  patient,  the  end 
of  such  services  seems  to  be  a tragic  disaster  for  the  American  public. 

W.  Leonard  Weyl,  M.D. 


Physician,  Heal  Thyself — Anthony  Lewis  Style 

LAST  OCTOBER,  Anthony  Lewis,  New  York  Times  correspondent  in 
the  United  Kingdom,  wrote  two  articles  aimed  at  American  medicine  in 
general  and  AMA  President  Wesley  Hall  in  particular.  He  took  Dr.  Hall 
to  task  for  a talk  he  made  at  the  National  Press  Club  in  Washington  in  which 
he  said  “The  people  over  there  don’t  know  any  better  ...  it  is  tragic.”  Mr. 
Lewis  brought  out  the  ancient  thread-bare  “statistics”  about  infant  mortality 
and  maternal  death  rates  in  Britain  as  compared  with  those  in  this  country. 
In  fact  he  undertook  to  point  out  that  correspondingly  far  more  Americans 
died  from  tuberculosis,  influenza,  pneumonia  and  bronchitis  in  1967  than  in 
1950  as  compared  with  these  diseases  during  the  same  period  in  the  U.K. 
under  socialized  medicine.  Why  Lewis  included  four  pulmonary  ailments 
in  his  comparison  is  puzzling  for  the  British  are  famous  the  world-over  for 
their  stubborn  courage  and  their  weak  lungs.  He  summed  up  his  first  article 
by  stating  that  the  British  National  Health  Service  was  far  superior  despite 
our  annual  expenditure  of  6.9  percent  of  gross  national  product  on  health 
and  medical  care  whereas  Britain  spent  only  4.9  percent. 

His  second  article  which  appeared  a few  days  later  and  was  similarly  cap- 
tioned “Physician,  Heal  Thyself”,  after  the  fantastically  slanted  CBS  “docu- 
mentary” by  the  same  title  that  appeared  in  1970,  dealt  chiefly  with  the  eco- 
nomics of  hospitalization,  the  role  of  the  physician  in  Britain,  Senator  Edward 
Kennedy’s  fact-finding  visit  to  England  and  the  greediness  of  American  physi- 
cians. He  brought  this  article  to  a close  by  quoting  the  Roman  Catholic 
Primate  of  England,  Cardinal  Heenan,  who  spoke  about  contemporary  morals 
and  worried  about  challenges  to  decency  but  then  said  “We  have  made  great 
moral  progress.  Anyone  who  sneers  at  our  welfare  state  needs  to  live  in  such 
a highly  sophisticated  country  as  the  United  States,  where  a family  can  be  re- 
duced to  misery  by  the  cost  of  medical  treatment.” 

Mr.  Lewis  did  not  have  to  wait  long  for  rebuttals  and  some  came  from 
unexpected  sources.  A member  of  the  editorial  board  of  the  New  York 
Times , Harry  Schwartz,  wrote  a lengthy  article  captioned  “What  Health 
Crisis?”  defending  American  medicine.  He  pointed  out  the  striking  increase 
in  life-expectancy  for  both  white  and  non-white  Americans.  Mr.  Schwartz 
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was  mildly  surprised  that  North  Dakota  lost  only  14  babies  out  of  every 
thousand  born  last  year  as  compared  with  28  in  Mississippi  but  he  was  frankly 
mystified  why  this  rural  state  led  the  entire  nation.  Oh  well,  even  New  York 
editors  can’t  fathom  all  the  facts  of  life,  but  it  is  good  to  learn  that  generally 
he  is  on  our  side.  He  concluded  by  stating  “that  steady  progress  is  being 
made  in  meeting  the  nation’s  health  needs.  Those  facts  imply  there  is  time 
for  evolutionary  changes  to  meet  existing  problems,  rather  than  an  impera- 
tive need  for  hasty  revolutionary  change.” 

American  Medical  Association  President  Hall  forwarded  to  Editor  James 
Reston  of  the  New  York  Times  a completely  different  set  of  mortality  rates 
for  1967  he  had  found  in  World  Statistics  Annual.  A notable  example  was 
the  mortality  rates  per  100,000  population  for  chronic  bronchitis.  The  deaths 
in  America  were  0.5;  England  and  Wales  53.6;  Northern  Ireland  43.3,  and 
Scotland  40.3.  He  closed  his  letter  to  Reston  by  warning,  “I  would  advise 
against  reading  too  much  significance  into  . . . statistics.  By  themselves, 
mortality  data  are  not  an  accurate  barometer  of  a nation’s  health.  They  re- 
veal nothing  of  the  sociological  conditions  that  can  make  a given  cause  of 
death  more  prevalent  in  one  place  than  another.” 

William  F.  Buckley,  Jr.,  hastened  to  remind  us  that  Lewis  “is  quick  to  be 
embarrassed  by  his  homeland.”  Dr.  David  I.  Atkinson,  a graduate  of  Cam- 
bridge University,  who  now  practices  in  New  Jersey,  pointed  out  the  ina- 
bility of  the  National  Health  Service  to  finance  adequate  hospital  construc- 
tion and  that  the  British  government  has  decided,  of  necessity,  to  permit 
health  insurance  companies  to  construct  private  wings  on  N.H.S.  hospitals. 
Lewis  had  stated  “It  is  a sick  society  that  has  doctors  as  its  highest-paid  work- 
ers.” Our  transplanted  British  physician,  Dr.  Atkinson,  replied  “May  I re- 
place physicians  with  athletes  and  rock  musicians  as  our  sick  society’s  highest- 
paid  workers?  Economic  studies  have  shown  that  the  hourly  earning  rates 
for  a union  plumber  and  an  obstetrician  in  New  York  City  are  similar.  Pre- 
sumably, if  the  plumber  wished  to  work  a seventy-hour  week,  his  income 
would  be  comparable.  The  only  physicians  I know  who  became  millionaires 
were  very  lucky  in  either  marriage  or  the  stock  market.” 

The  many  replies  received  by  Lewis  prompted  him  to  write  a third  article 
with  the  same  captain  but  his  tone  had  changed  for  the  better.  He  granted 
that  American  doctors  were  “an  articulate  group”.  He  found  that  physicians 
were  especially  irritated  “at  the  comment  that  too  many  doctors  care  too 
much  about  money”.  He  retracted  that  statement  stating  that  phrase  “was 
doubtless  unduly  provocative”.  He  attempted  to  bolster  his  original  charge 
by  mild  quotes  from  a Harley  Street  specialist  and  a professor  on  the  staff 
of  the  Einstein  College  of  Medicine  in  New  York.  He  fell  back  further  and 
granted  that  “Now  in  fact  most  American  doctors  are  dedicated  men  and 
women  who  work  immensely  hard  and  long  for  whatever  they  earn.” 

He  quoted  an  English  physician  now  living  in  New  York  in  an  effort  to 
strengthen  his  case.  But  Dr.  Arnold  Miles  gave  him  cold  comfort  at  best 
by  stating,  “In  the  U.S.  a man  is  judged  by,  and  lives  for,  material  gain. 
Until  the  values  of  this  society  change,  it  is  surely  hypocritical  to  expect  doc- 
tors voluntarily  to  be  less  materialistic  than  their  neighbors.  Dedication  is 
not  an  accepted  form  of  currency,  so  why  should  not  the  doctor  live  by  the 
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current  ethic?”  This,  however,  did  permit  Lewis  to  divert  his  readers  to  the 
“materialistic  values  of  our  society”  and  the  horrors  in  the  tax  system  which 
were  sufficient  “to  occupy  reformers  for  a long  time”.  He  closed  on  a weak 
note  when  he  summarized:  “The  problem  is  not,  in  the  end,  whether  it  is 
right  or  wrong  for  doctors  to  earn  more  than  other  people.  It  is  that  Amer- 
ican doctors  have  allowed  their  powerful  spokesman,  the  AMA,  to  make  the 
mode  of  private  practice  and  fees  an  obstacle  to  necessary  change.” 

By  this  time  Lewis  appeared  to  have  lost  most  of  his  zeal.  But  his  critics 
on  this  side  of  the  Atlantic  were  not  through,  and  Virginia  had  not  been 
heard  from.  Dr.  Floyd  E.  Boys,  who  divides  his  time  between  Charlottes- 
ville and  England,  sent  a detailed  and  thoughtful  letter  to  Editorial  Page 
Editor  John  B.  Oakes  of  the  New  York  Times.  Dr.  Boys  decried  Lewis’ 
superficial,  biased  and  socialistic  approach  to  a subject  far  more  profound 
than  his  columns  had  indicated.  He  felt  that  the  official  pronouncement  of 
the  AMA  did  not  represent  the  feelings  of  all  of  the  members  of  this  organi- 
zation in  Virginia,  and  urged  a far  more  objective  approach. 

He  suggested  that  three  possible  topics  be  covered  by  Lewis.  These  in- 
cluded the  medical  service  provided  in  New  Zealand,  and  a review  of  the 
objections  raised  by  the  critics  in  Great  Britain,  as  well  as  in  America,  over 
the  present  National  Health  Service.  He  also  urged  Lewis  to  discuss  the 
commercial  medical  and  hospital  policies  presently  available  in  America  and 
asked  why  there  was  any  reason  to  believe  the  government  could  handle  our 
health  needs  in  a more  economical  manner. 

When  Dr.  Boys’s  letter  reached  Anthony  Lewis  any  desire  he  may  have 
had  to  pursue  this  matter  further  disappeared  entirely.  His  reply  was  cordial 
but  to  the  point:  “I  appreciate  your  serious  suggestions,  but  I am  not  plan- 
ning to  write  further  about  the  American  health  care  problem  at  this  mo- 
ment. Let  me  just  say  that  I am  not  fixed  on  the  British  approach  to  the 
problem  and  merely  think  the  United  States  will  have  to  modify  its  present 
arrangements  in  some  more  socially-oriented  way.” 

At  least  he  made  a good  try. 

H.  J.  W. 
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Calendar  of  Events 

Spring  Congress  in  Ophthalmology  and  Otorhinolaryngology  and  Allied 
Specialties— Sponsored  by  Gill  Memorial  Eye,  Ear  and  Throat  Hospital- 
Hotel  Roanoke— Roanoke— April  16-19,  1972. 

Swineford  Allergy  Conference— A Continuing  Education  Program  of  the  Uni- 
versity of  Virginia  School  of  Medicine— School  of  Medicine  Tumor  Clinic— 
Charlottesville— April  21,  1972. 

“Problems  in  the  Newborn”— Pediatric  Postgraduate  Course  Sponsored  by  De- 
partment of  Pediatrics,  University  of  Virginia  School  of  Medicine— Char- 
lottesville—April  21-22,  1972— Details  available  from  Dr.  F.  M.  Shepard,  Uni- 
versity of  Virginia  School  of  Medicine. 

/Medical  and  Chirurgical  Faculty  of  Maryland— Annual  Meeting— Civic  Center 
—Baltimore— May  3-5,  1972. 

Visiting  Professor  in  Infectious  Diseases— Sponsored  by  Division  of  Infectious 
Diseases,  Departments  of  Medicine,  Pathology,  Microbiology  and  Pediatrics 
of  Medical  College  of  Virginia— Richmond— May  8-9,  1972. 

“Management  of  Acute  Respiratory  Failure”— Sponsored  by  Division  of  Pul- 
monary Diseases,  Department  of  Medicine,  Medical  College  of  Virginia  and 
the  University  of  Virginia— Richmond— May  18-20,  1972. 

Annual  Spring  Forum  For  Child  Psychiatry— Sponsored  by  Virginia  Treat- 
ment Center  for  Children  and  Division  of  Child  Psychiatry,  Medical  College 
of  Virginia— Richmond— May  26,  1972. 

Annual  Symposium  Sponsored  by  Norfolk  General  Hospital— Chrysler  Au- 
ditorium located  in  Scope— Norfolk— May  26-27,  1972. 

“Psychopharmacology  and  the  Aging  Patient”— Sponsored  by  Center  for  the 
Study  of  Aging  and  Human  Development  and  Department  of  Psychiatry, 
Duke  University  Medical  Center— Durham,  North  Carolina— May  29-31,  1972. 
Medical  College  of  Virginia  Alumni  Association— Richmond— June  3-4,  1972. 
“Cardiac  Arrhythmias”— Sponsored  by  Council  on  Clinical  Cardiology,  Amer- 
ican Heart  Association  and  Tidewater  Heart  Association— Cavalier  Hotel— 
Virginia  Beach— June  8-11,  1972.  For  information  contact  Dr.  C.  L.  Baird, 
Jr.,  Box  894,  Medical  College  of  Virginia,  Richmond  23219. 

22nd  Annual  Scientific  Assembly— Virginia  Academy  of  Family  Physicians— 
Conference  Center— Williamsburg— June  14-17,  1972. 

American  Medical  Association— Annual  Convention— San  Francisco— June  18- 
22,  1972. 

Congress  on  Occupational  Health— Sponsored  by  AMA— The  Drake— Chicago 
—September  11-12,  1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  February: 

Burness  Ferdinand  Ansell,  Jr.,  M.D., 
Richmond 

Robert  H.  Armstrong,  Jr.,  M.D.,  Hampton 
Milton  Alexander  Boyd,  M.D.,  Richmond 
Donald  Gene  Branson,  M.D.,  Forest 
Somchart  Chaiyavet,  M.D.,  Richlands 
Robert  Douglas  Deans,  M.D.,  Blacksburg 
Richard  Thomas  Deaton,  M.D., 

Chesapeake 

Reno  Jackson  Dykes,  Jr.,  M.D.,  Louisa 
Martin  P.  Fleming,  M.D.,  Winchester 
Andres  P.  Franco,  Jr.,  M.D.,  Richmond 
Wallace  Kirby  Garner,  M.D.,  Hampton 
Cloyes  T.  Hall,  M.D.,  Hampton 
Vicken  Vahan  Kalbian,  M.D.,  Winchester 
Carl  Paul  Kessler,  M.D.,  Fairfax 
Wendell  Wayne  Key,  Jr.,  M.D.,  Richmond 
Robert  Carter  Kluge,  M.D.,  Staunton 
Eugene  Marvin  McDaniel,  Jr.,  M.D., 
Martinsville 

Karl  H.  Mueller,  M.D.,  Springfield 
David  Walter  Oxley,  M.D.,  Annandale 
Thomas  Janney  Roberts,  M.D.,  Leesburg 
Dennis  Hardesty  Robinson,  Jr.,  M.D., 
Culpeper 

Robert  Seeherman,  M.D.,  Norfolk 
Ulysses  Grant  Turner,  III,  M.D., 
Charlottesville 

Charles  Alvin  Whitten,  M.D.,  Danville 
Andree  Weill  Zalis,  M.D.,  Richmond 

Wise  County  Medical  Society. 

At  the  February  meeting  of  this  Society, 
the  following  officers  were  elected:  President, 
Dr.  Jose  Bofill,  Wise;  vice-presidents,  Dr. 
Fred  Bloth,  Wise,  Dr.  Kurtz  Alderman,  Clint- 
wood,  and  Dr.  Jane  Toothman,  Coeburn;  sec- 
retary-treasurer, Dr.  Joseph  M.  Straughan, 
Wise;  and  members  of  the  Board  of  Censors, 
Dr.  Luis  Salcedo,  Norton. 


Dr.  Kurt  T.  Schmidt 

Has  been  appointed  superintendent  of  the 
Eastern  State  Hospital,  Williamsburg.  He  has 
been  serving  as  assistant  superintendent  since 
1965,  and  has  been  acting  superintendent  since 
the  death  of  Dr.  Howard  Ashbury  in  January. 

American  Academy  of  Occupational 
Medicine. 

Dr.  Harold  H.  Golz,  Kilmarnock,  has  been 
elected  president  of  the  Academy,  having  pre- 
viously served  as  vice  president  and  treasurer. 
Dr.  James  M.  MacMillan,  Richmond,  was 
elected  secretary. 

Medical  and  Chirurgical  Faculty  of 
Maryland. 

The  174th  Annual  Meeting  of  the  Faculty 
is  scheduled  for  May  3-5  at  the  Baltimore 
Civic  Center.  An  outstanding  scientific  pro- 
gram will  be  presented  with  concurrent  ses- 
sions. There  will  be  a plenary  session  on  peer 
review  and  the  annual  Round  Table  lunch- 
eon, which  includes  discussions  on  many  sub- 
jects of  interest  to  all  physicians.  There  will 
be  technical  and  scientific  exhibits,  including 
the  art  and  hobby  show  and  the  Health  Eval- 
uation Tests  for  Physicians. 

There  is  no  registration  fee  and  credit  will 
be  given  by  the  Academy  of  Family  Physi- 
cians. A detailed  program  may  be  obtained 
from  the  Faculty  at  1211  Cathedral  Street, 
Baltimore,  Maryland  21201. 

For  Rent  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  flu- 
oroscopic room,  supply  rooms  and  oil  heat 
furnace  in  basement.  Plenty  of  parking  space. 

Suitable  for  doctors,  lawyers,  etc.  Present 
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doctor  will  soon  move  into  his  new  building. 
Lucrative  area  and  considerate  patients. 

For  information  contact  R.  P.  Beckwith, 
Jr.,  M.D.,  2801  Hey  Road,  Richmond,  Vir- 
ginia 23224.  Phone  276-5830.  (Adv.) 

Health  Director  Wanted 

For  County  of  Henrico  (population  160,- 
000).  Serves  as  department  head  and  per- 
forms administrative  and  professional  medical 
work  in  directing  County  public  health  serv- 
ices. Directs  a staff  of  26  including  Public 
Health  Nurses,  Sanitarians  and  clerical  per- 
sonnel. Receives  administrative  direction  from 
County  Manager  and  carries  out  major  poli- 
cies established  by  State  Department  of 


Health.  Qualifications  include  license  to  prac- 
tice in  Virginia  and  three  or  more  years  of 
medical  practice,  public  health  experience 
preferred.  M.P.H.  is  desirable.  Salary  range 
$22,763-$30,234.  To  apply,  send  resume  to 
Personnel  Officer,  County  of  Henrico,  P.  O. 
Box  27032,  Richmond,  Virginia  23261. 
(Adv.) 

Physicians  Wanted. 

Catawba  Sanatorium  is  becoming  a rehabili- 
tation center  for  elderly  psychiatric  patients. 
We  need  physicians  with  Virginia  Licensure. 
Work  exciting  and  interesting  but  not  ardu- 
ous; especially  suitable  to  older  man.  Antici- 
pate vacancy  July.  Contact  Superintendent, 
Catawba  Hospital,  Catawba,  Virginia  24071. 
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Obituary 


• • • • 


Dr.  James  Morrison  Hutcheson, 

President  of  The  Medical  Society  of  Vir- 
ginia in  1937-8,  died  at  his  home  in  Richmond, 
February  12.  He  was  eighty-eight  years  of 
age  and  had  been  in  ill  health  for  some  time. 
Dr.  Hutcheson  was  a graduate  of  Washington 
and  Lee  University  and  taught  for  several 
years  before  attending  medical  school.  He 
graduated  from  the  Medical  College  of  Vir- 
ginia in  1909  and  became  professor  of  thera- 
peutics at  the  College  in  1914  and  professor 
of  clinical  medicine  in  1926.  Dr.  Hutcheson 
served  as  director  and  chief  of  medicine  at 
Johnston-Willis  Hospital.  During  World  War 
I,  he  served  overseas  as  chief  of  medical  service 
and  later  as  commanding  officer  of  a base 
hospital. 

Dr.  Hutcheson  was  a former  president  of 
the  Richmond  Academy  of  Medicine  and  had 
served  as  a governor,  regent,  vice  president 
and  master  of  the  American  College  of  Phy- 
sicians. He  was  a retired  rector  of  Washing- 
ton and  Lee  University  Board  of  Trustees.  Dr. 
Hutcheson  was  a former  member  of  the  Rich- 
mond School  Board,  a former  president  of 
the  Chesapeake  and  Ohio  Surgeons  Associa- 
tion and  of  the  Alumni  Association  of  the 
Medical  College  of  Virginia.  He  was  an  hon- 
orary member  of  Phi  Beta  Kappa  and  Alpha 
Omega  Alpha. 

Dr.  Hutcheson  had  been  an  active  member 
of  The  Medical  Society  of  Virginia  since  1909. 
He  served  as  a delegate  from  the  Society  to 
the  American  Medical  Association  for  twenty 
years  and  also  served  two  five-year  terms  on 
the  Judicial  Council  of  the  AMA.  He  had 
served  as  vice-president  of  The  Medical  So- 
ciety of  Virginia  and  was  active  on  many 


committees,  the  Council  and  the  House  of 
Delegates.  He  was  elected  president  in  1937- 

A son,  Dr.  Hutcheson,  Jr.,  and  a daughter 
survive  him. 

Dr.  Frank  Ellsworth  Tappan, 

Berry ville,  died  December  13  after  an  ill- 
ness of  only  three  days.  He  was  seventy- 
seven  years  of  age  and  received  his  medical 
degree  from  the  University  of  Virginia  in 
1928.  Dr.  Tappan  retired  from  active  practice 
several  years  ago  but  continued  in  a semi- 
active practice  at  a nursing  home.  He  was 
a veteran  of  World  War  I and  a former 
member  of  the  Berry  ville  Town  Council.  He 
was  a past  president  of  the  medical  staff  of 
Winchester  Memorial  Hospital.  Dr.  Tappan 
had  been  a member  of  The  Medical  Society 
of  Virginia  for  forty  years.  He  was  also  a 
past  president  of  the  Virginia  Academy  of 
General  Practice. 

His  wife  and  a daughter  survive  him. 

Dr.  John  Hoover  Moon, 

Richmond,  died  February  26,  at  the  age  of 
forty-seven.  He  was  professor  of  hematol- 
ogy at  the  Medical  College  of  Virginia.  Dr. 
Moon  was  a graduate  of  the  Medical  College 
of  Virginia  in  1949.  He  served  as  chief  in- 
vestigator of  the  National  Acute  Leukemia 
Group  B.  Dr.  Moon  had  been  a member  of 
The  Medical  Society  of  Virginia  since  1957. 
He  was  a regular  contributor  to  the  Virginia 
Medical  Monthly  as  one  of  the  editors  of  the 
Clinicopathological  Conferences  from  the 
Medical  College  of  Virginia. 

His  wife,  a son  and  a daughter  survive  him. 
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Typical  of  many  patients  with  congestive 

.art  failure,  he  also  suffers  from  severe 

ixiety  a psychic  factor  that  may  influence  the  character 

id  degree  of  his  symptoms,  such  as  dyspnea. 

is  apprehension  may  also  deprive  him  of  the 

notional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 
jecific  medical  and  environmental  meas- 
es are  often  enhanced  by  the  antianxiety 
tionof  adjunctive  Libritabs  (chlordiaz- 
oxide) . Libritabs  can  also  facilitate  treat- 
ent  of  the  tense  convalescent  patient  until 
itianxiety  therapy  is  no  longer  required, 
hereas  in  geriatrics  the  usual  daily  dosage 
5 mg  two  to  four  times  daily,  the  initial 
)sage  in  elderly  and  debilitated  patients 
ould  be  limited  to  10  mg  or  less  per  day, 
ljusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
britabs  is  used  concomitantly  with  certain 
>ecific  medications  of  other  classes  of 
rugs,  such  as  cardiac  glycosides,  diuretics, 
itihypertensives,  vasodilators  and  oral 
iticoagulants,  whenever  excessive  anxiety 
‘emotional  tension  adversely  affects  the 
inical  condition  or  response  to  therapy, 
lthough  clinical  studies  have  not  estab- 
shed  a cause  and  effect  relationship,  phy- 
cians  should  be  aware  that  variable  effects 
n blood  coagulation  have  been  reported 
ery  rarely  in  patients  receiving  oral  anti- 
)agulants  and  chlordiazepoxide  HC1. 

The  positive  power  of 

Libritabs* 

(chlordiazepoxide) 

5-mg,  10-mg,25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
:ongestive neart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benehts  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 

Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  o 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido-all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  penodic  blood  counts  and  liver 

function  tests  advisable  during  protracted  therapy. 

Supplied:  Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 
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Guest  Editorial 


Hidden  Depressions  in  Specialty  Practice 

"n  LESSED  ARE  THE  POOR  IN  SPIRIT  for  theirs  is  the  Kingdom  of 
Heaven”  (Matthew  5:3).  This  beatitude  from  the  Sermon  on  the 
Mount  has  especially  interested  me  as  my  work  has  perforce  developed  a 
strong'  bias  toward  family  practice.  Despite  hearing  many  sermons  to  the 
contrary,  it  still  stands  to  me  as  a good  thumbnail  description  of  mental 
depression.  Could  it  be  possible  that  there  is  something  spiritually  good  in 
mental  suffering?  I once  heard  a suicide’s  widow  comforted  with  more  spirit 
than  tact:  “Your  husband  will  surely  go  straight  to  Heaven  because  he  cer- 
tainly suffered  pure  hell  here  on  earth.”  Since  there  is  a shortage  of  both 
generalists  and  psychiatrists,  even  if  we  accept  that  the  former  can  and  should 
see  most  functional  and  affective  disorders,  the  facts  are  such  in  my  city  (I 
expect  over  the  State  and  nation  as  well)  that  many  if  not  most  of  these 
patients  present  themselves  to  specialists  with  a special  complaint  which  falls 
into  that  physician’s  sphere  of  interest,  whether  he  be  dermatologist,  an  eye, 
car,  nose  and  throat  man,  orthopedist,  or  gynecologist.  The  patient  is  put 
through  a more  or  less  complicated  group  of  studies  and  then  may  well  be 
told  something  like  this  “good  news,  there  is  nothing  wrong  with  your  back 
(sinus  or  bladder)  therefore  I cannot  treat  your  backache  (headache  or 
bladder  trouble)”.  Many  if  not  most  of  these  apparently  well  patients  are 
in  truth  suffering  from  depression.  I submit  that  since  specialists  now  make 
up  the  majority  of  our  practitioners,  an  attitude  of  therapeutic  nihilism  can 
no  longer  be  defended  and  this  is  especially  true  since  the  advent  of  the 
psychotropic  drugs,  the  mood  elevators  in  particular. 

A classical  depression  can  be  recognized  by  a sensitive  layman.  For  each 
of  these  there  are  probably  ten  or  more  who  present  themselves  with  symp- 
toms such  as  weight  loss,  obesity,  dizziness,  impotence,  insomnia,  narcolepsy, 
vaguely  described  severe  aches  and  pains,  fatigue  and  the  like.  For  the  phy- 
sician to  deal  with  these  without  considering  the  psyche  seems  to  me  like  a 
man  holding  his  nose  to  stop  the  odor  of  smoke  when  his  house  begins  to 
burn. 
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Like  all  generalizations  much  of  the  above  is  unfair.  Most  specialists,  es- 
pecially those  longer  in  practice,  or  those  with  a background  in  general  prac- 
tice, are  sensitive  to  their  patient’s  general  needs.  Furthermore,  it  may  be 
hard  to  spot  a depression  when  the  patient  blocks  his  answers  or  converts  his 
symptoms.  Zungs  Depression  Scale  Test  (Arch.  Gen.  Psych.  12:63— Jan. 
1965)  which  has  been  made  generally  available  gratis  by  a drug  house  has 
been  a great  help  to  me.  It  can  be  delegated  and,  like  the  Schneider  test  for 
physical  fitness  in  World  War  II,  has  the  desirable  quantity  of  being  quanti- 
tative if  somewhat  arbitrarily  so. 

It  is  generally  recognized  that  many  depressions  are  self  limited  although 
they  have  a severe  tendency  to  recur.  Even  a trained  physician  may  have 
trouble  realizing  how  bad  these  people  can  feel.  The  mood  elevators  do  work, 
often  dramatically,  and  they  are  safe.  They  have  two  main  disadvantages, 
one  is  the  lag  phase,  often  up  to  three  weeks.  The  other  is  that  they  boost 
the  mood  so  that  the  patient  may  become  more  tormented  by  his  previously 
buried  anxieties.  Each  of  these  disadvantages  can  be  dealt  with  especially 
if  the  patient  is  forewarned.  It  is  here  that  a program  of  planned  and  di- 
rected emotional  support  such  as  is  provided  by  pastoral  counseling  is  so 
valuable.  I have  found  an  instruction  sheet  on  the  Danville  Pastoral  Counsel- 
ing Service  most  helpful.  It  explains  the  service,  gives  phone  numbers,  ad- 
dresses, etc.,  and  tries  to  answer  any  question  that  the  patient  or  his  family 
may  have  in  advance.  It  stresses  the  advantage  that  the  service  is  free,  con- 
fidential, and  by  appointment.  These  ministers  are  specially  trained,  they  do 
not  preach  or  proselyte.  They  generally  want  to  counsel  the  spouse  when- 
ever this  is  possible. 

The  depressed  person  is  usually  also  agitated,  confused,  and  has  a hard 
time  in  making  simple  decisions.  His  memory  span  is  poor.  It  is  difficult  to 
get  him  embarked  on  any  program  or  to  follow  directions.  He  often  resists 
going  to  the  doctor  and  may  feel  so  bad  that  he  is  a danger  to  himself.  One 
reason  that  sometimes  suicides  have  been  felt  to  be  improved  just  before  their 
death  is  that  prior  to  their  improvement  they  felt  too  bad  to  even  consider 
their  own  demise. 

Functional  patients  can  be  demanding  and  wearying  to  the  most  dedicated 
physician.  They  are  apt  to  put  off  and  procrastinate  treatment  and  not 
follow  directions.  They  challenge,  even  indirectly,  the  omniscience  of  the 
physician  who  may  retreat  somewhat  turtle-like  into  his  own  sphere  of  spe- 
cial competence  thus  in  effect  abandoning  his  patient  emotionally.  If  he 
cannot  sometimes  cross  the  boundaries  set  by  his  specialty  he  may  be  neglect- 
ing to  some  extent  his  responsibility. 

The  types  of  medical  practice  can  be  spread  into  a spectrum  with  the  forty 
hour  or  less  a week  man  at  one  end  and  on  the  other  the  harried  GP  who 
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spreads  himself  too  thin,  works  excessively  long  hours,  possibly  at  a reduced 
rate  of  efficiency,  sometimes  to  the  impairment  of  his  personal  well  being. 

Many  doctors,  especially  young  ones,  somehow  take  personal  offense  at 
functional  patients  who  come  under  their  care  or  influence.  I have  actually 
heard  well  read  men  say  that  they  should  avoid  giving  psychiatric  counsel 
because  it  is  well  known  that  psychiatrists  have  the  highest  suicide  rate  in 
medicine,  thus  inferring  that  there  may  be  something  contagious  in  assum- 
ing a part  of  a load  that  we  would  often  like  to  transfer  entirely  to  an  already 
over  burdened  specialty.  When  I began  medical  school,  only  the  occasional 
student  showed  interest  in  psychiatry  and  I think  many  psychiatrists  of  that 
day  were  men  who  drifted  into  institutional  work.  I understand  that  in 
today’s  medical  classes  about  fifteen  percent  of  students  express  a preference 
for  psychiatry -as  a specialty.  So  has  thinking  and  economics  changed  to  date 
in  my  own  professional  lifetime,  and  I would  venture  that  thirty  years  from 
now  psychiatrists  might  well  be  at  the  bottom  of  the  suicide  list  amongst 
physicians. 

In  summary,  this  is  a statement  of  something  that  is  well  known  but  not 
always  acted  upon.  The  depressive  states  are  common  and  are  not  always 
easily  recognized.  They  manifest  themselves  by  diverse  symptoms.  Special- 
ists may  well  be  seeing  the  majority  of  these  patients  and  should  consider 
treating  them  by  channeling  them  through  their  pastoral  counseling  services 
and  the  use  of  antidepressant  drugs,  even  on  a therapeutic  trial  basis. 

Martin  Donelson,  Jr.,  M.D. 

1035  Main  Street 
Danville , Virginia  24541 
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Genetic  Counseling  in  Sickle  Cell  Anemia  and  Other 
Hemoglobin  Disorders 

ROBERT  B.  SCOTT,  M.D. 
Richmond,  Virginia 


With  the  advent  of  large-scale 
screening  for  sickle  cell  trait  and 
other  hemoglobin  genes,  genetic 
counseling  will  become  a feature 
of  the  practice  of  many  physi- 
cians. 

UCCESSFUL  GENETIC  COUNSEL- 
ING for  recessive  traits  is  limited  primarily 
by  the  availability  of  suitable  tests  for  detect- 
ing the  healthy  carriers  of  these  recessive  traits. 
Other  deterrents  to  successful  genetic  counsel- 
ing in  the  past  are  being  rapidly  overcome.  In 
the  present  younger  generation  approaching 
childbearing  age  there  is  a great  deal  more 
knowledge  of  genes  and  heredity.  This  is 
being  taught  now  at  the  high  school  level  and 
even  lower.  Previous  taboos  about  family 
planning  are  rapidly  disappearing  and  methods 
of  contraception  have  improved  remarkably 
in  the  last  decade. 

The  sickle  cell  trait  is  a recessive  trait  for 
which  there  is  a satisfactory  test  for  the  healthy 
carriers  of  the  trait.  The  time  honored  sickle 
cell  prep  and  the  more  sophisticated  and,  for 
genetic  counseling  purposes,  much  more  desir- 
able electrophoresis  test  can  both  be  applied 
for  mass  screening  purposes.  Although  the 
electrophoresis  of  hemoglobin  has  previously 
been  an  expensive  specialized  test,  with  newer 
techniques  for  preparing  hemoly sates  of  red 
cells1  and  performance  in  large  numbers,  the 
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cost  can  be  brought  down  to  a fraction  of  the 
usual  $10  to  $15. 

Sickle  cell  anemia  occurs  in  about  one  in 
500  Negro  births  in  the  United  States  (Table 
I).  For  the  black  community  this  is  an  ex- 
ceedingly high  incidence  of  a chronic  child- 
hood illness.  Other  hereditary  diseases  which 
affect  Caucasians  almost  entirely,  such  as  cystic 
fibrosis  and  phenylketonuria  (PKU),  occur  in 
one  in  2900  births  and  one  in  10,000  births 
respectively.2 

The  sickle  cell  trait  occurs  in  about  one  in 
12  in  the  black  population.  It  occurs  rarely 
in  Caucasians  of  Mediterranean  origin.  Car- 
riers of  sickle  cell  trait  are  essentially  healthy 
individuals  and  their  life  expectancy  is  nor- 
mal.3 Besides  the  consideration  of  genetic 
counseling,  it  is  of  value  for  sickle  trait  carriers 
to  know  whether  they  carry  the  trait,  since 
under  some  unusual  circumstances,  thrombotic 
complications  are  possible.  Under  general 
anesthesia,  cases  have  been  reported  where 
sickle  trait  carriers  have  become  anoxic  and 
sickling  has  resulted.4  Also,  the  classic  example 
of  flying  at  high  altitudes  in  an  unpressurized 
aircraft  can  result  in  sickling  complications.5 
More  recently,  several  acute  deaths  occurred 
in  new  army  recruits  working  at  4,000  feet 
altitude  in  a hot  climate  with  vigorous  unac- 
customed exercise.6  Despite  these  well  pub- 
licized examples  of  difficulties  with  sickle  trait, 
it  is  obvious  from  clinical  experience  that  these 
are  rare  indeed. 

It  is  quite  likely  that  mass  screening  pro- 
grams will  be  instituted  throughout  the  nation 
in  the  next  few  years.  Thus,  large  numbers 
of  individuals  will  be  asking  their  physicians 
for  testing,  and  for  advice  and  information 
once  tested. 

Who  risks  having  children  with  sickle  dis- 


512 


Virginia  Medical  Monthly 


ease?  It  is  only  those  couples  composed  of  a 
pair  of  trait  carriers  for  an  abnormal  hemo- 
globin (Table  II).  If  one  in  12  carries  sickle 
trait,  then  the  chance  is  one  in  144  that  a pair 
of  sickle  trait  carriers  will  marry  and  thereby 
be  at  risk.  Since  hemoglobin  C must  also  be 
considered  and  this  trait  occurs  in  1-2%  of 
the  black  population,  then  perhaps  one  in  10 
is  a carrier  of  an  abnormal  hemoglobin  gene. 

Two  rarer  recessive  genes,  for  hemoglobin 


though  much  more  frequent  in  Caucasians  of 
Mediterranean  origin,  it  occurs  in  about  one 
in  300  American  Negroes. 

Homozygous  /3-thalassemia  (thalassemia 
major)  is  understandably  rare  among  Negroes, 
since  the  chance  of  both  parents’  carrying 
thalassemia  trait  is  only  one  in  90,000.  Much 
more  likely,  however,  is  a mating  between  a 
sickle  trait  carrier  (A-S)  and  a thalassemia 
trait  carrier  (A-A  thal.).  Their  child  may 


TABLE  I 


Nomenclature  for  Sickling  and  Other  Hemoglobin  Genes 
Among  American  Negroes 


Genotype 

Hemoglobins 

Produced 

Approx.  Birth 
Incidence 

Diagnostic 

Tests 

Sickle  cell  trait 

A*-S 

] in  12 

Sickle  prep 

Sickledex 

Electrophoresis 

Sickle  cell  anemia 

S-S 

1 in  500 

C i 

Hemoglobin  C trait 

A-C 

1 in  50-100 

Electrophoresis 

only 

Sickle  cell-hemoglobin  C 

disease  S-C 

1 in  2000 

Electrophoresis 

Hemoglobin  C disease 

C-C 

1 in  10,000 

( i 

Thalassemia  trait 

A- A (thal  )f 

1 in  300 

Electrophoresis: 
increased  A2 
hemoglobin 

Sickle  cell-thalassemia 

A(thal)-S 

1 in  12,500 

Electrophoresis, 
family  study 
Electrophoresis 

Hemoglobin  D trait 

A-D 

1 in  1,000 

(migrates  like  S 
but  negative 
sickle  prep). 

Hemoglobin  S-D  disease 

S-D 

1 in  42,000 

Electrophoresis 
(looks  like  S-S) 
family  study. 

*-A:  Normal  hemoglobin 

■(•Controller  gene;  hemoglobin  type  is  normal. 


D and  thalassemia,  also  occur  in  American 
Negroes.  Hemoglobin  D trait  is  believed  to 
occur  in  about  one  in  1000  Negroes,  and, 
when  an  individual  inherits  the  sickling  gene 
from  one  parent  and  the  D gene  from  the 
other,  hemoglobin  S-D  disease  results.  This  is 
a relatively  mild  variant  of  sickle  cell  anemia. 

The  thalassemia  gene  does  not  produce  an 
abnormal  hemoglobin;  rather  it  results  in  an 
imbalance  in  synthesis  of  the  peptide  chains 
of  the  hemoglobin  molecule.  The  clinical 
manifestation  for  the  trait  carrier  (thalassemia 
minor)  is  a mild  hypochromic  anemia.  Al- 


inherit  both  the  sickle  trait  and  the  thalassemia 
trait.  These  genes  interact  to  produce  a some- 
what milder  variant  of  sickle  cell  anemia. 

Including  these,  then  perhaps  as  high  as 
one  couple  in  110  is  composed  of  a pair  of 
trait  carriers.  Thalassemia  trait  is  difficult  to 
detect  by  routine  electrophoresis  because  the 
elevation  of  A2  hemoglobin  may  be  slight. 
Excluding  thalassemia  trait,  still  97%  of  pairs 
of  trait  carriers  can  be  detected  by  routine 
electrophoresis. 

In  the  past,  young  couples  have  not  had  the 
opportunity  of  knowing  whether  they  are 
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both  carriers  of  abnormal  hemoglobin  genes 
prior  to  childbearing.  As  in  other  similar 
hereditary  diseases,  a family  learns  of  their 
trait-carrying  only  when  they  produce  a child 
with  one  of  these  tragic  hereditary  illnesses. 
But  in  the  case  of  sickle  cell  disease,  the  trait 
carriers  can  be  detected  when  tests  for  sickling- 
are  widely  applied.  Then  these  young  couples 
will,  for  the  first  time,  have  the  opportunity 
of  knowing  in  advance  whether  or  not  they 
run  this  risk.  Once  the  knowledge  is  found 
by  these  few  couples  at  risk  (1%  or  less  of 
all  Negro  couples),  any  decisions  they  make 
concerning  childbearing  must  be  strictly  their 
own.  No  one  can  tell  them  how  large  a fam- 
ily to  have  or  whether  to  refrain  from  child- 
bearing. This  is  a responsibility  which  must 
remain  with  the  individual  couples. 

In  the  State  of  Virginia  there  are  approxi- 
mately 8,000  Negro  marriages  each  year.  Of 

TABLE  II 


Approximate  Incidence  of  Negro  Couples  Who  Risk 
Bearing  Children  with  Hemoglobin  Disorders 


Hemoglobin 

Types 

Among 

Mates 

Expected 

Incidence 

Among 

Couples 

Risk  of 

AS  X AS 

1 in  144 

Sickle  cell  anemia 

AS  X AC 

1 in  600 

Sickle  Cell-C  disease 

AC  X AC 

1 in  2500 

Hemoglobin  C disease 

AA  (thal)  X AS 

1 in  3600 

Sickle  cell-thalassemia 

AS  X AD 

1 in  12  000 

Hemoglobin  SD  disease 

Cumulative  total 

ca.  1 couple  in 

110  at  risk. 

this  number,  we  can  expect  that  about  55  to 
80  couples  are  composed  of  a pair  of  trait 
carriers  for  abnormal  hemoglobin  genes.  If 
all  of  these  couples  were  tested,  the  annual 
counseling  load  would  be  those  55  to  80 
couples  who  were  actually  at  risk.  Premarital 
testing  is  not  ideal,  however,  because  couples 
already  prepared  to  marry  will  find  making 
these  difficult  decisions  to  be  anxiety-provok- 
ing. More  ideal  would  be  earlier  testing,  per- 
haps at  age  15  or  16,  when  the  young  people 
are  learning  genetics  and  heredity  in  high 
school.  There  would  then  be  a period  of  time 
prior  to  the  peak  age  of  childbearing  (approx- 
imately age  20),  during  which  the  individual 


could  be  counseled  about  carrying  sickle  trait 
and  told  of  the  advantage  of  having  their  mates 
tested  prior  to  planning  marriage.  Another 
approach  could  be  to  test  children  at  the  time 
of  preschool  medical  examinations.  For  a be- 
ginning, however,  testing  of  premarital  blood 
samples  is  necessary  for  all  of  those  young 
people  who  have  not  been  part  of  earlier 
screening  programs. 

Once  having  identified  carriers  of  abnormal 
hemoglobin  genes  or  pairs  of  carriers  for  ab- 
normal hemoglobin  genes,  what  would  be  ap- 
propriate counseling  for  these  individuals  and 
couples?  The  guidelines  of  the  Virginia  Sickle 
Cell  Anemia  Awareness  Program  (VaSCAP) 
are  outlined  below. 

For  the  unmarried  carrier  of  sickle  trait  ( A-S): 

A.  The  facts  of  heredity  relating  to  sickle 
cell  anemia  should  be  reviewed.  The  indi- 
vidual should  well  understand  the  basic  con- 
cept that  shows  that  for  a pair  of  trait  car- 
riers the  chance  is  25%  with  each  pregnancy 
that  a child  will  be  born  with  the  disease. 
There  is  also  a 50%  chance  that  a child  will 
be  born  with  only  sickle  cell  trait  and  25% 
chance  that  the  child  will  be  born  with  nor- 
mal hemoglobin. 

B.  The  benign  nature  of  sickle  trait  is  to 
be  emphasized,  noting,  however,  the  pre- 
cautions about  high  altitude  and  general 
anesthesia.  Particularly  for  young  people 
who  have  never  heard  of  sickle  cell  disease, 
finding  a positive  trait  leads  to  anxiety,  being 
fearful  of  having  a disease,  and  it  should  be 
explained  that  everyone  carries  a few  reces- 
sive traits,  but  for  the  most  of  them  there  is 
no  test  which  will  tell  us  this.  There  are 
recessive  traits  in  all  ethnic  groups,  and  this 
is  simply  one  of  many  such  genes. 

C.  The  reasons  for  such  high  gene  fre- 
quency in  the  Negro  population  must  be 
carefully  explained.  This  is  a question  which 
is  immediately  asked  by  those  hearing  about 
this  for  the  first  time,  and  represents  a source 
of  sensitivity  and  concern. 

It  can  be  first  stated  that  there  is  a good 
scientific  explanation  for  the  high  gene  fre- 
quency of  sickling  in  the  Negro  population. 
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The  gene  mutation  that  produced  sickle 
trait  also,  for  unknown  reasons,  allowed  the 
individual  to  be  protected  from  malaria. 
Since  malaria  was  a major  killing  disease 
in  many  parts  of  the  world,  a population 
with  sickle  trait  had  a tremendous  survival 
advantage.  By  living  longer  more  children 
were  produced  in  these  families,  and  trait 
carriers  became  more  and  more  common  in 
the  population.  There  has  always  been  the 
disadvantage,  the  risk  of  having  children 
with  the  fatal  anemia,  but  this  historically 
has  been  overbalanced  by  the  advantage  of 
better  survival  for  the  carriers  of  the  trait. 

D.  The  clinical  features  of  sickle  cell  ane- 
mia should  be  stated.  There  is  a tendency 
for  the  general  public  to  think  of  anemia 
as  a benign  condition  which  they  hear  about 
on  TV.  Many  people  are  not  aware  that 
there  are  many  different  kinds  of  anemia, 
some  of  which  are  serious  or  fatal. 

E.  Individuals  are  to  be  advised  that  if 
they  refrain  from  marrying  another  trait 
carrier,  they  will  avoid  difficult  childbearing 
decisions.  They  will  be  strongly  urged  to 
be  sure  their  spouses  are  tested  at  marriage 
if  they  have  not  be  tested  previously. 

Counseling  the  pairs  of  carriers  of  sickle  gene 
(AS- AS  couples ): 

A.  The  couples  should  understand  fully 
what  they  risk.  The  clinical  features  of  the 
disease,  including  life  expectancy,  chronic 
symptoms,  incurability,  the  effects  on  fam- 
ily life  and  the  psychological  burdens  of  the 
disease  both  to  child  and  parent  should  be 
made  clear  to  the  individuals. 

B.  The  couples  should  understand  why 
they  have  this  risk.  The  hereditary  prin- 
ciples must  be  reviewed.  Included  in  this 
should  be  the  explanation  of  why  the  con- 
dition is  essentially  limited  to  Negroes  in 
this  country. 

C.  The  couple  should  be  advised  that  a 
decision  about  childbearing  must  be  made 
but  that  any  decision  must  be  their  own. 
The  counselor’s  responsibility  is  to  make 
sure  that  all  the  facts  are  clearly  stated, 


and  all  the  alternatives  presented  to  the 
couple.  The  alternatives  might  include  (1) 
do  nothing,  disregard  the  information,  (2) 
refrain  from  having  children,  ( 3 ) have  few- 
er children  than  they  might  have  planned, 
partially  minimizing  the  chance  of  bringing 
sick  children  into  the  world,  (4)  adopt  chil- 
dren, (5)  artificial  insemination  of  the 
mother  from  a donor  with  only  normal 
hemoglobin. 

Counseling  individuals  and  couples  with  he- 
moglobin C genes: 

A.  An  unmarried  individual  with  C trait 
can  be  advised  as  a person  with  S trait  except 
that  (1)  this  trait  is  totally  benign  and  (2) 
that  there  would  be  a much  milder  disease 
potentially  produced  by  marriage  to  an- 
other C trait  carrier  than  to  an  S trait  car- 
rier. 

B.  A C-trait-S-trait  couple  will  be  advised 
as  a sickle  trait  couple,  since  hemoglobin 
S-C  disease  can  be  quite  severe,  disabling, 
and  life-shortening  although  slightly  less  so 
than  typical  homozygous  sickle  cell  anemia. 
The  risk  of  a child  with  S-C  disease  is  25% 
with  each  pregnancy. 

C.  A couple  composed  of  two  C trait 
carriers  will  be  advised  of  their  risk,  but  it 
should  be  made  clear  that  homozygous  C 
disease  is  far  milder  than  either  sickle  cell 
anemia  or  S-C  disease. 

Counseling  couples  including  heterozygotes 
for  S and  D hemoglobins: 

When  this  rare  combination  is  found,  these 
couples  will  be  advised  in  the  manner  of  the 
sickle  trait  heterozygote  pairs  but  informing 
them  that  S-D  disease  is  somewhat  milder  than 
S-S  or  S-C  disease,  although  a more  serious 
disorder  than  C-C  disease. 

Counseling  carriers  of  thalassemia  genes: 

Carriers  of  thalassemia  trait  may  be  slightly 
anemic  but  can  be  told  that  the  anemia,  al- 
though untreatable,  nevertheless  will  not 
worsen,  and  that  they  can  lead  normal  lives. 
They  should  not  be  given  iron  unless  indicated 
by  coincident  iron  deficiency. 
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For  marriage  of  a thalassemia  trait  carrier 
to  a sickle  trait  carrier  there  is  a 25%  chance 
(per  pregnancy)  of  a child  with  sickle  cell- 
thalassemia  disease.  The  rare  mating  of  two 
thalassemia  trait  carriers  has  the  same  risk  of 
producing  children  with  thalassemia  major. 

Counseling  homozygotes  about  childbearing: 

For  marriages  which  include  an  individual 
with  either  sickle  cell  anemia  or  sickle  cell-C 
disease,  there  are  other  considerations  as  well. 
For  a patient  with  sickle  cell  anemia,  marriage 
to  a sickle  trait  carrier  or  a C trait  carrier  re- 
sults in  a 50  percent  risk  of  a child  with  one 
of  these  diseases  with  each  pregnancy.  In 
addition,  it  must  be  considered  also  that  there 
is  a greatly  increased  risk  of  fetal  and  maternal 
mortality  among  patients  with  sickle  cell  ane- 
mia or  sickle  cell-C  disease.  These  considera- 
tions hold  true  regardless  of  the  hemoglobin 
type  of  the  spouse.  There  is  up  to  a 10% 
maternal  mortality  among  these  patients  dur- 
ing pregnancy  in  some  centers,  and  sponta- 
neous abortion,  fetal  deaths,  and  neonatal 
deaths  are  high  for  these  patients.7 

Marriage  between  two  individuals,  both  of 
whom  had  either  sickle  cell  anemia  or  S-C  dis- 
ease, would  result  in  a 100%  chance  of  chil- 
dren with  a homozygous  hemoglobinopathy. 

Responses  to  counseling  will  be  varied.  Be- 
ginning from  a point  of  relatively  little  public 
awareness  of  sickle  cell  anemia,8  one  can  ex- 
pect a number  of  types  of  responses.  There 
will  always  be  those  who  will  reject  such  in- 
formation, either  on  religious  grounds  or  un- 
fortunate misunderstanding.  There  will  be 
others  who,  though  understanding  the  con- 
cepts, will  take  the  risk  perhaps  once,  and  there 
will  be  those  who  will  have  unintentional 
pregnancies.  There  will  be  many  others,  how- 
ever, for  whom  the  prospect  of  bringing  a 
child  into  the  world  with  a fatal,  painful, 
debilitating  illness  will  be  sufficient  argument 
to  lead  them  to  plan  to  have  no  children.  The 
alternatives  at  this  point  are  to  adopt  the 
children  or  perhaps  consider  artificial  insem- 
ination from  a non-sickling  donor. 

Early  prenatal  diagnosis  of  affected  fetuses 


with  termination  of  pregnancy  has  been  uti- 
lized with  some  hereditary  diseases.  This  is 
more  difficult  with  hemoglobinopathies  be- 
cause the  fetus  produces  fetal  hemoglobin  al- 
most exclusively  until  near  term.  Recently, 
however,  investigators  have  been  able  to  dem- 
onstrate small  amounts  of  adult-type  hemo- 
globin production  as  early  as  eight  weeks  of 
gestation.9  This  is  a promising  lead  but  will 
require  safe  techniques  of  obtaining  small  sam- 
ples of  fetal  blood  before  it  becomes  clinically 
applicable. 

Overall,  as  such  a program  continues  with 
increased  public  education  and  satisfactory 
counseling  services,  one  might  reasonably  ex- 
pect that  these  few  couples  who  carry  this  risk 
might  have  about  50%  fewer  children  than 
the  remaining  majority  of  Negro  couples  for 
whom  there  is  no  risk.  Such  a decrease  in 
family  size  would  result  in  50%  fewer  new 
patients  with  sickle  cell  anemia.  Despite  such 
a dramatic  drop  in  the  incidence  of  this  dis- 
ease, the  birth  rate  among  Negro  couples 
would  be  reduced  by  less  than  1%.  Since  less 
than  1%  of  all  couples  are  at  risk,  their  chil- 
dren obviously  represent  less  than  1%  of  the 
total  of  the  children  born. 

The  impact  of  such  a reduction  in  new  cases 
will  be  dramatic.  Although  it  is  doubtful  that 
sickle  cell  anemia  will  disappear  under  this 
desirably  voluntary  approach,  it  is  reason- 
able to  expect  in  the  foreseeable  future  that 
the  disease  will  be  reduced  from  a major  com- 
munity health  problem  to  one  of  much  less 
community  impact. 

Until  suitable  screening  tests  for  the  healthy 
carriers  of  other  major  hereditary  traits  such 
as  cystic  fibrosis  and  muscular  dystrophy  are 
developed,  sickle  cell  anemia  will  be  the  only 
major  hereditary  illness  for  which  this  sort 
of  mass  screening  and  genetic  counseling  will 
be  feasible.  By  the  same  token,  sickle  cell 
anemia  will  probably  be  the  first  major  hered- 
itary illness  to  be  ameliorated  by  methods  of 
prevention. 

Summary 

With  the  advent  of  mass  screening  programs 
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for  the  detection  of  carriers  of  sickle  trait, 
more  and  more  practitioners  will  be  involved 
in  some  phase  of  counseling  individuals  con- 
cerning the  implications  of  the  carrier  state. 
An  understanding  of  which  couples  are  at  risk 
of  producing  children  with  various  hemo- 
globin disorders,  as  well  as  the  risk  per  preg- 
nancy, provides  the  basis  for  counseling.  Ge- 
netic counseling  will  become  even  more  com- 
monplace in  office  practice  in  the  future  as 
tests  are  developed  to  detect  healthy  carriers 
of  other  common  recessive  traits  such  as  cystic 
fibrosis  and  muscular  dystrophy. 
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Risk  of  Lung  Cancer  Less  for  Ex-Smokers 


We  know  that  smoking  is  harmful.  But 
does  it  help  to  stop  once  the  damage  has  been 
done?  Yes,  according  to  a recent  study  which 
found  evidence  to  support  the  conclusion  that 
“cigarette  smokers  who  give  up  the  habit  re- 
duce their  risk  of  acquiring  lung  cancer.” 

Dr.  Oscar  Auerbach,  of  the  Veterans  Ad- 
ministration Hospital  in  East  Orange,  New 
Jersey,  performed  post  mortem  examinations 
of  bronchial  tissue  taken  from  758  people  who 
had  died  of  cancers  other  than  lung  cancer. 


Among  those  who  were  regular  smokers  at 
the  time  of  death,  93.2%  had  abnormal  and 
possibly  precancerous  cells.  In  contrast,  ab- 
normal cells  were  found  in  only  6%  of  former 
smokers— persons  who  had  smoked  for  at  least 
10  years,  but  not  for  5 years  prior  to  death. 
(Only  1.2%  of  those  who  had  never  smoked 
were  found  to  have  such  cells.) 

“The  Odds  Improve  for  Ex-Smokers,”  in 
Today's  Health,  December  1971) 
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Pheochromocytoma 

Experience  with  17  Patients 


The  determination  of  urinary  cat- 
echolamines is  a reliable  diag- 
nostic test  for  pheochromocyto- 
ma, a tumor  which  can  usually 
be  removed. 

LTHOUGH  PHEOCHROMOCYTO- 
MA is  not  a common  cause  of  hyperten- 
sion, the  importance  of  its  early  diagnosis  can- 
not be  overemphasized,  for  hypertension  and 
its  complications  are  frequent  causes  of  death 
in  untreated  patients.  Because  of  variations  in 
symptomatology,  these  tumors  are  often  dif- 
ficult to  diagnose,  not  infrequently  being  dis- 
covered first  at  autopsy.  Their  atypical  pre- 
sentations, small  size  and  inaccessible  locations 
contribute  largely  to  this  problem.1  The  pur- 
pose of  this  report,  reflecting  some  of  the  ex- 
perience of  our  group  at  the  University  of 
Virginia  Hospital,  is  to  describe  various  clin- 
ical aspects  of  pheochromocytoma  and  to  dis- 
cuss its  biochemical  diagnostic  criteria. 

Between  1966  and  1970,  the  diagnosis  of 
pheochromocytoma  was  made  in  17  patients 
at  the  University  of  Virginia  Hospital.  Eleven 
patients  were  members  of  two  separate  fam- 
ilies with  familial  pheochromocytoma  and  six 
were  independent  cases.  A summary  of  the 
clinical  statistics  and  variations  of  these  pa- 
tients is  shown  in  Table  I.  In  all  patients  the 
tumors  were  within  the  abdomen  but  with  an 
extra-adrenal  location  in  three  instances. 

Supported  in  part  by  a Grant  (RR-304)  from 
the  General  Clinical  Research  Centers  Program 
of  the  Division  of  Research  Resources,  NIH  and 
NIH  Grant  HE  08938. 


NUZHET  O.  ATUK,  M.D. 
Charlottesville,  Virginia 


TABLE  I 

Clinical  Statistics  and  Variations  in  17 
Pheochromocytoma  Patients  Treated  at  the 
University  of  Virginia  Hospital  1966-1970 


Findings 

Patients 

No.  PerCent 

Patients  Diagnosed 

17 

Clinically 

15 

88 

Post  Mortem 

2 

12 

Genetic  Background 

Familial 

11 

69 

Non-Familial 

6 

35 

Tumor  Sites  (All  Intra-abdominal) 

Right  Adrenal  Only 

8 

47 

Left  Adrenal  Only 

4 

25 

Bilateral  Adrenal  Only 

2 

12 

Right  Adrenal  and  Extra  Adrenal 

1 

6 

Multiple 

1 

6 

Unknown 

1 

6 

Malignancy 

1 

6 

Recurrent 

3 

19 

Familial  Occurrence  and  Associated 
Diseases 

Pheochromocytoma  has  been  found  to  be 
often  familial  and  also  associated  with  various 
neurocutaneous  diseases,  and  other  tumors  of 
neuroectodermal  origin.2 

Table  II  presents  a summary  of  pertinent 

TABLE  II 

Summary  of  Pertinent  Findings  in  10  Patients 
with  Pheochrome  Tumors  in  McC.  Family 


Urine* 


Blood 


Patients 

Age 

Pressure 

NE 

E 

VMA 

mm/Hg 

mg /day 

mg /day 

mg /day 

R.H. 

10 

190/135 

1 .704 

N.D. 

24.9 

F.H. 

11 

150/100 

.863 

N.D. 

12.7 

R.M. 

13 

150/100 

.998 

N.D. 

17.1 

J.H. 

17 

152/100 

.415 

N.D. 

10.7 

M.M. 

18 

160/110 

.729 

018 

24.6 

A.P. 

40 

140/105 

.325 

020 

8.7 

M.B. 

25 

120/85 

.381 

N.D. 

15.3 

W.M. 

31 

105/70 

.261 

.010 

7.2 

J.M.f 

35 

140/92 

.166 

030 

6.5 

G.H. 

38 

125/80 

.044 

N.D. 

5.6 

*NE— norepinephrine,  E —epinephrine,  VMA — vanillylmandelic  acid,  N.D.— 
non-detected. 

+J.M.  was  not  operated. 
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findings  and  urinary  catecholamine  excretion 
rates  in  a familial  pheochromocytoma  group 
(a  more  detailed  study  of  this  family  [McC 
family]  will  be  subsequently  reported).  Pheo- 
chromocytoma was  identified  clinically  in  10 
of  the  28  members  and  surgically  proven  in 
nine;  an  operation  was  not  performed  on  one 
patient.  Four  patients  had  normal  blood  pres- 
sure. In  three  of  these,  norepinephrine  (NE) 
excretion  was  elevated;  in  one,  NE  excretion 
was  normal.  The  fourth  patient,  G.H.,  a 36 
year  old  woman,  mother  of  three  children 
with  proven  pheochromocytoma,  demon- 
strated an  atypical  clinical  picture  of  pheo- 
chromocytoma. She  had  a history  of  throb- 
bing headaches,  episodic  palpitations,  sweat- 
ing, tremulousness  and  frequent  postural  diz- 
ziness. During  two  years  of  close  medical  ob- 
servation prior  to  admission,  her  blood  pres- 
sure remained  consistently  normal.  With  an 
initial  exception,  her  24-hour  catecholamine 
excretions  were  repeatedly  within  normal.  A 
provocative  test  with  glucagon  was  also  neg- 
ative. An  aortogram  demonstrated  a faint  flush 
overlying  an  area  of  increased  vascularity  in 
the  left  adrenal  region  (Fig.  1).  On  explora- 


Fig.  1.  Aortogram  in  a pheochromocytoma  patient  (G. 
H.)  demonstrates  increased  vascularity  in  the  left 
adrenal  region. 


tion  of  the  abdomen,  two  separate  tumors  were 
found  in  the  left  adrenal  region;  in  addition 
a 2 cm  diameter  well-encapsulated  tumor  was 
found  in  the  right  adrenal  gland.  This  case  is 
obviously  one  of  the  few  examples  of  which 
catecholamine  excretion  values  as  well  as  phar- 
macological tests  gave  falsely  negative  results. 
This  case  was  detected  at  an  early  stage,  by 
virtue  of  its  being  investigated  because  of  her 
familial  ties  to  another  patient.  The  possibility 
of  a firmer  binding  of  catecholamines  in  fa- 
milial cases  with  consequently  diminished  deg- 
radation products,  and  resulting  in  a de- 
creased release  and  pressor  response  to  provoc- 
ative tests,  has  been  suggested.3  Our  own 
studies  on  the  metabolism  of  norepinephrine 
utilizing  isotopically  labeled  norepinephrine  in 
this  patient  also  suggested  that  there  is  a re- 
duction in  the  release  rate  of  norepinephrine 
from  the  tumor,  concomitant  with  a normal 
synthesis  rate  and  increased  degradation  of 
the  amines.4 

Pheochromocytoma  may  present  atypically, 
making  the  diagnosis  difficult  unless  one  has  a 
high  index  of  suspicion.  The  symptoms  among 
patients  with  proven  pheochromocytoma  in 
this  family  ranged  from  classic  histories  to  no 
abnormal  findings,  whatsoever.  The  absence 
of  hypertension  (alone)  of  course  does  not 
rule  out  the  presence  of  pheochromocytoma 
as  illustrated  in  Table  II. 

The  association  of  pheochromocytoma  with 
von  Hippel-Lindau’s  disease  (cystic  heman- 
gioblastoma involving  the  cerebellum  and 
other  parts  of  the  CNS  and  with  hemangio- 
matosis retinae)  is  well  known.5,6  Pheochro- 
mocytoma, in  association  with  cerebellar  he- 
mangioblastoma and  renal  cortical  adenoma  of 
the  kidney,  was  also  identified  and  removed 
surgically  in  one  of  the  members  of  the  McC 
family  (see  above). 

The  association  of  familial  bilateral  pheo- 
chromocytoma and  von  Hippel-Lindau’s  dis- 
ease is  shown  in  another  family  currently 
under  study  in  Charlottesville  (Fig.  2).  In 
the  third  generation  hemangiomatosis  retinae 
was  discovered  in  one  of  the  two  siblings.  The 
patient  was  then  12  years  old.  From  the  age 
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of  16  her  urinary  catecholamines  were  deter- 
mined annually.  At  19  she  showed  significant 
increase  in  urinary  catecholamine  excretion. 

J.F.D.  FAMILY 


■ 

• 

BILATERAL  PHEOCHROMOCYTOMA 
WITH  von  HIPPEL-LINDAU  DISEASE 

INCREASED  URINARY  CATECHOLAMINES 
WITH  von  HIPPEL  DISEASE 

m 

NOT  STUDIED 

Fig.  2.  Familial  pheochromocytoma  associated  with  cer- 
ebellar hemangioblastoma  and  angiomastosis  of  retinae. 
J.F.D.  family. 

This  represents  most  likely  an  evolving  pheo- 
chromocytoma; no  symptoms  or  signs  of  cer- 
ebellar involvement  have  been  noted  so  far. 

An  association  between  familial  pheochro- 
mocytoma and  thyroid  carcinoma,  particularly 
medullary  carcinoma,  and  parathyroid  ade- 
noma has  also  been  well  established. 7,8,9  Al- 
though three  of  our  patients  in  this  family  had 
enlarged  thyroid  glands,  there  were  no  evi- 
dences of  thyroid  carcinoma  or  hyperthy- 
roidism. 

The  association  of  neurofibromatosis  with 
pheochromocytoma  is  well  established;10,11,12,13 
its  familial  transmission  is  also  recognized.12 

Increased  adrenal  cortical  activity  is  not  a 
feature  of  the  usual  pheochromocytoma.  How- 
ever adrenal  cortical  hyperplasia,14  and  ade- 
noma15 have  been  reported  in  association  with 
pheochromocytoma.  It  is  important  to  note 


that  three  patients  with  pheochromocytoma 
and  cortical  hyperplasia  had  severe  attacks  of 
hypertension,  left  ventricular  failure  and  pul- 
monary edema  following  the  injection  of  cor- 
ticotropin. Two  of  these  attacks  were  fatal. 

The  incidence  of  cholelithiasis  in  associa- 
tion with  pheochromocytoma  has  been  re- 
ported to  be  increased.16,17  However,  in  the 
series  reported  here  we  have  observed  only 
one  case. 

Diagnostic  Tests 

Pharmacological  tests  for  pheochromocy- 
toma include  histamine,  phentholamine,18  ty- 
ramine3  and  more  recently  glucagon.19  How- 
ever, the  diagnostic  accuracy  of  none  of  these 
tests  exceeds  75%  and  furthermore  some  carry 
certain  morbidity  and  even  fatality.  On  the 
other  hand,  the  determination  of  urinary  cat- 
echolamines and  metabolites  appears  to  be 
most  reliable  and  usually  gives  positive  results 
in  pheochromocytoma  patients  with  persistent 
and/or  paroxysmal  hypertension.  Urine  speci- 
mens are  easy  to  obtain  without  disturbance 
to  patients  and  urinary  assays  are  preferable 
to  those  involving  plasma. 

Although  the  technical  procedures  require 
accuracy,  experienced  laboratories  will  pro- 
duce results  with  a high  degree  of  reliability  in 
catecholamine  values.  To  insure  this,  a few 
precautions  must  be  followed  strictly. 

First,  urine  must  be  collected  with  a pres- 
ervative and  timed  accurately,  whether  it  is  col- 
lected for  24  hours  or  for  shorter  periods 
following  a paroxysm.  In  addition,  it  should 
be  pointed  out  that  false  results  may  arise  due 
to  certain  drugs  and  foodstuffs.  The  lists  of 
some  of  the  substances  that  cause  false  results 
in  urinary  catecholamines  and  metabolites  are 
shown  in  Table  III. 

The  Urinary  Catecholamines  and 
Metabolites 

Urinary  Free  Catecholamines.  Norepi- 
nephrine in  the  urinary  represents  2-4%  of  the 
total  catecholamine  produced  daily.  An  ad- 
ditional and  larger  fraction  of  CA  is  present 
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in  conjugated  forms  as  glucuronides  and  sul- 
fates. The  methods  which  involve  hydro- 
lyzing urine  prior  to  analysis  measure  the  total 
catecholamines.  Total  catecholamines  excre- 


Urinary  metanephrine  and  n ormetaneph rin e . 
Metanephrines  are  major  metabolites  of  nor- 
epinephrine and  epinephrine  found  in  the 
urine  and  represent  the  first  step  of  metabolic 


TABLE  III 


Substances  That  Cause  False  Values  for  Free  Catecholamines  and  Metabolites 


Tests 

Method 

Recommended 

False  Values 
Due  To 

Comment 

Urinary 
NE  and  E 

Fluorometric 

Alpha-Methyl  dopa 
Decongestant 
nose  drops 
Bronchodilators,  i.g. 
aminophylline  (26) 

Indistinguishable 

Urinary 
NMN  and  MN 

Fluorometric 

MAO  inhibitors 
and 

Alpha-Methyldopa 
Decongestant 
nose  drops 
Bronchodilators,  i.g. 
aminophylline 

Falsely  elevated 
Indistinguishable 

Urinary 
VMA  " 

Spectrophotometric 

MAO  inhibitors 

p-Hydroxymandelic 
acid  from  dietary 
sources 

Falsely  depressed 
Falsely  elevated 

NE— norepinephrine,  E — epinephrine,  NMN — normetanephrine,  MN — metanephrine,  YMA — vanillylmandelic  acid. 


tion  has  a wide  range  and  can  be  easily  altered 
by  dietary  catecholamines  which  are  present 
in  conjugated  forms  in  foods,  and  therefore 
may  produce  “false  positive”  results.  On  the 
other  hand,  separate  determinations  of  free 
NE  and  E eliminate  this  error  since  they  rep- 
resent only  endogenously  released  catechol- 
amines. 

Another  interesting  and  important  practical 
point  is  that  this  separation  may  help  in  local- 
izing a tumor.  Regardless  of  norepinephrine 
values,  elevated  epinephrine  levels  in  plasma  or 
urine  indicate  that  the  tumor  will  almost  al- 
ways be  found  in  one  of  the  adrenal  glands,  in 
close  proximity  to  them  or  in  the  organ  of 
Zuckerkandl. 

An  increased  excretion  of  catecholamines 
occurs  in  normal  persons  standing  up,  as  a re- 
sult of  muscular  work,  emotional  reaction, 
insulin  injection,  severe  surgical  or  traumatic 
stress,  myocardial  infarction,  increased  intra- 
cranial pressure,20  acute  intermittent  porphy- 
ria21,22 and  mercury  poisoning.23  Only  in  ex- 
treme circumstances  will  these  factors  produce 
levels  which  approach  those  seen  in  pheo- 
chromocytoma. 


inactivation  of  free  catecholamines  by  the 
enzyme  COMT  (Catecholamine  O-methyl- 
transferase)  which  is  responsible  for  inactivat- 
ing released  or  circulating  catecholamine.24 
The  urinary  values  of  normetanephrine  in  pa- 
tients with  essential  hypertension  are  normal. 
Although  their  presence  in  urine  is  most  re- 
liable as  a test  for  the  presence  of  pheochro- 
mocytoma,  these  metabolic  products  are  of 
no  value  in  localizing  the  tumor. 

Urinary  3-methoxy  4-hydroxy  mandelic 
acid  ( VMA ).  While  the  levels  of  VMA  in 
pheochromocytoma  are  almost  always  ele- 
vated, normal  values  have  been  reported  by 
others25  and  observed  by  us.  False  positive 
results  are  partly  due  to  the  use  of  shortcut 
“bedside”  or  “screening  test”  methods  which 
are  based  on  the  color  reaction  on  VMA  and 
diazotized  p-nitroaniline.  The  color  reaction 
with  this  agent  is  non-specific  and  false  posi- 
tive reactions  occur  with  wide  variety  of 
drugs,  foodstuffs  and  other  exogenous  agents. 
Since  the  false  positive  reactions  often  lead 
to  additional  testing,  loss  of  time  and  needless 
surgery,  they  probably  offer  no  advantage  and 
are  not  recommended. 
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In  paroxysmal  hypertension,  VMA  may  be 
more  consistently  elevated  than  free  catechol- 
amines. 

Figure  3 shows  the  results  of  24-hour  urin- 

URINARY  EXCRETION  OF  CATECHOLAMINES  AND 
METABOLITES  IN  15  PATIENTS  WITH  PHEOCHROMOCYTOMA 
1966  - 1970 
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Fig.  3.  Urinary  excretion  of  catecholamines  and  me- 
tabolites in  15  pheochromocytoma  patients  treated  at 
the  University  of  Virginia  Hospital  1966-70.  Semilog 
scale  was  used  for  convenience  to  show  all  the  values. 
CA:  free  catecholamines;  MN:  Normetanephrines  + 
metanephrines;  VMA:  vanillylmandelic  acid. 


ary  catecholamines  and  metabolites  determina- 
tion in  15  surgically  proven  pheochromocy- 
toma cases,  and  demonstrates  that  false  nega- 
tive biochemical  tests  for  pheochromocytoma 
are  infrequent,  regardless  of  which  diagnostic 
test  is  used. 


safely  performed,  it  should  be  reserved  for 
certain  situations  as  noted  above. 

Figure  4 shows  a vena  cava  blood  sampling 
in  the  localization  of  a recurrent  tumor.  This 


E.C.B.  63yr.  W.M. 


RIGHT 


LEFT 


NE  = Norepinephrine  E = Epinephrine 
1.0 

NORMAL  NE<(ig/Liter  plasma  E < ug  0.3/ Liter  plasma 

Fig.  4.  Vena  cava  blood  samplings  for  catecholamines. 
NE:  norepinephrine;  E:  epinephrine;  normal  NE  < 
1.0  /*g/liter  plasma;  normal  E < 0.3  ,ug/liter  plasma. 


patient  was  a 63  year  old  man  who  was  seen 
with  congestive  heart  failure  and  hyperten- 
sion, 12  years  after  the  removal  of  his  original 
pheochromocytoma  in  the  right  adrenal  gland. 
After  the  recurrent  tumor  was  localized  in 
the  abdomen  by  vena  cava  catheterization,  he 
underwent  exploratory  laparotomy.  Because 
of  its  extensive  involvement  with  the  vena 
cava,  the  tumor  could  not  be  resected. 


Plasma  Catecholamines 

Due  to  difficulties  involved,  there  will  be 
relatively  few  instances  where  determinations 
of  plasma  catecholamines  are  necessary.  How- 
ever, in  localization  of  a recurrent  tumor,  or 
previously  unsuccessfully  explored  patient  by 
an  experienced  surgeon,  vena  cava  sampling 
prior  to  surgery  may  be  extremely  helpful. 
It  should  be  emphasized  that  plasma  catechol- 
amine assay  is  a difficult  procedure  and  may 
well  be  inconclusive;  therefore,  even  though 
vena  cava  catheterizations  nowadays  can  be 


Summary 

In  summary,  (1)  elevation  of  urinary  free 
catecholamines  and  metabolites  are  reliable  and 
definitive  tests  for  the  diagnosis  of  pheochro- 
mocytoma; (2)  urinary  tests  should  be  ex- 
tended to  all  family  members  of  pheochro- 
mocytoma patients;  and  (3)  even  after  suc- 
cessful surgery,  periodic  determinations  may 
be  indicated  to  detect  a recurrence  of  the 
tumor. 
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Skiers7  High  Altitude 

Any  high  altitude  discomfort  experienced 
by  the  average  alpine  skier  is  probably  psycho- 
logic rather  than  physiologic,  reports  Dr.  Ader- 
ritt  H.  Stiles  of  Spokane,  Washington,  past 
president  of  the  U.S.  Ski  Association  and  for- 
mer chairman  of  the  U.S.  Olympic  Adedical 
Services  Committee. 

Dr.  Stiles  pointed  to  studies  showing  that 
while  performance  times  may  be  prolonged  in 
competitive  skiing  at  high  altitudes,  all  con- 
testants are  equally  affected.  “Altitude  has 
never  been  considered  a problem  in  alpine  ski 
competition.  There  is  no  danger  which  does 
not  exist  at  lower  altitudes,  and  altitude  accli- 
matization in  a well-conditioned  athlete  does 
not  require  more  than  2 to  3 weeks.” 


Various  Animals  and  their  Analysis  in 
Diverse  Biological  Material.  J.  Pharmacol. 
Exp.  Ther.  153:  15-29,  1966. 

29.  Pisano,  J.  J.,  J.  R.  Crout,  D.  Abraham.  De- 

termination of  3-Adethoxy-4-Hydroxy- 
mandelic  Acid  in  Urine.  Clin.  Chim.  Acta 
7:  285-291,  1962. 

30.  Vendsalu,  A.:  Studies  on  Adrenaline  and 

Noradrenaline  in  Human  Plasma.  Acta. 
Physiol.  Scand.  49:  Suppl.  173,  1-113,  1960. 
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Ills:  Real  or  Imagined? 

There  are  some  physiologic  problems  that 
may  affect  the  high  altitude  skier,  Dr.  Stiles 
continued,  the  most  serious  being  pulmonary 
edema.  “This  is  a rare  and  still  rather  mys- 
terious disorder  which  occurs  in  the  unaccli- 
matized sealevel  dweller  who  ascends  rapidly 
to  an  elevation  above  10,000  feet  and  engages 
in  heavy,  often  unaccustomed,  physical  activ- 
ity ..  . very  rarely  skiing.”  He  added  that  the 
poorly  conditioned  lowlander  who  is  planning 
a high-altitude  ski  vacation  might  be  well 
advised  to  spend  a day  or  two  skiing  at  a mod- 
erate altitude  en  route  to  his  destination. 

(“Skiers’  Discomfort  at  Height  Believed  to 
Be  Psychologic,”  in  Medical  Tribune , Decem- 
ber 8,  1971) 
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Serious  Pediatric  Syndromes  in  Childhood 

JAMES  G.  KAVANAUGH,  JR,  M.D. 
Charlottesville,  Virginia 


Although  understanding  of  the 
psychoses  of  childhood  is  incom- 
plete, progress  has  been  consid- 
erable over  the  past  30  years. 


WHEN  READING  in  the  ever-increasing 
medical  literature  relating  to  children 
with  severe  emotional  disturbances,  it  is  some- 
times difficult  to  conceptualize  such  children 
as  being  in  any  way  members  of  any  kind  of 
a group,  either  to  relate  qualities  that  they 
share  in  common  or  to  distinguish  those  fac- 
tors that  set  them  apart  from  their  fortunately 
far  more  numerous  normal  peers.  Not  onlv 
are  we  lacking  data  of  any  precision  relating 
to  incidence  and  prevalence,  but  established 
workers  with  broad  clinical  experience  find  it 
difficult  to  agree  on  matters  of  definition  and 
description. 

While  this  may  be  a matter  of  special  con- 
cern and  difficulty  to  child  psychiatrists,  my 
colleagues  in  adult  psychiatry  have  great  and 
continuing  difficulty  with  basic  problems  re- 
lating to  nosology  and  etiology  and  are  even 
troubled  with  establishing  a useable  and  valid 
terminology  to  describe  conditions  about 
which  they  have  reached,  if  not  final  solutions, 
at  lease  some  generalized  working  consensus. 

If  we  accept  as  a premise  that  children,  and 
the  special  problems  of  childhood,  have  existed 
throughout  history,  it  is  challenging  to  con- 
sider with  what  variety  their  problems  have 
been  viewed  throughout  that  history.  It  is 
even  more  challenging  to  consider  how  often 

Presented  as  part  of  Symposium  on  Disturbed 
Child  presented  at  the  Annual  Meeting  of  The 
Medical  Society  of  Virginia,  Alexandria,  October 
1971. 


their  problems  have  not  even  been  recognized 
at  all. 

The  first  pediatric  text  in  English,  Thomas 
Phaire's  “The  Boke  of  Chyldren”  was  pub- 
lished in  1545;  this  was  17  years  before  Johann 
Weyer  came  to  the  defense  of  the  mentally 
ill  adult,  victim  of  the  demonologist  and 
witch-hunter,  and,  with  his  treatise  “De 
Praestigis  Daemonum”  helped  restore  those 
unfortunates  as  proper  objects  of  concern  for 
physicians  and  for  medical  science.  Phaire’s 
pediatric  text  antidated  by  almost  400  years 
the  first  English  text  in  child  psychiatry,  the 
publication,  in  1935,  of  the  first  edition  of  Leo 
Kanner’s  influential  work  entitled  appropri- 
ately “Child  Psychiatry”. 

But  what  then  are  we  to  think  of  the  chil- 
dren throughout  antecedent  ages,  born  and 
raised  under  such  a striking  variety  of  condi- 
tions? Were  children,  despite  their  unhygienic 
and  dangerous  living  conditions  somehow 
spared  mental  illness,  so  prevalent  among  their 
elders?  Are  the  childhood  mental  conditions 
we  see  and  describe,  albeit  imprecisely,  and 
treat  with  such  mixed  results,  but  recent 
arrivals  on  the  scene,  perhaps  peculiar  products 
of  our  times  and  the  specific  conditions  under 
which  we  live?  No,  that  does  not  seem  to  be 
the  case.  While  no  psychiatrist  would,  or  even 
could,  work  in  a situation  where  “human 
nature”  was  a fixed  and  unyielding  quality, 
there  are  more  than  ample  reminders  that  the 
underlying  forces  and  structures  which  go 
towards  making  our  nature  “human”  are 
basically  quite  fixed  and  persistent,  despite  the 
myriad  of  superficially  different  ways  in 
which  they  may  present  themselves  to  ■ an 
observer. 

A perhaps  more  acceptable  explanation 
would  be  the  case  of  observers  seeing  what 
they  are  prepared  by  their  culture  and  by  their 
temperament  to  see.  In  an  age  that  was,  quite 
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serious  in  its  concerns  about  demonic  posses- 
sions, witch-craft  and  the  ability  of  one  person 
to  exert  an  evil  influence  on  another,  it  was 
no  great  step  to  believe  that  a child  who  was 
different  either  in  looks  or  behavior  was  a 
“changling”;  a creature,  not  one’s  own,  whom 
malevolent  forces  had  substituted  for  the  more 
normal  child  whom  they  spirited  away  to 
fairyland  or  worse.  As  long  as  mental  abnor- 
mality, with  its  attendant  abnormal  behavior, 
was  intimately  associated  with  guilt  and  magic 
and  evil  and  when  no  one  even  wanted  to  as- 
sociate with  persons  who  would  now  be  clas- 
sified as  mentally  ill,  even  a child  who  was 
strange  and  different  would  fail  to  elicit  the 
normal  care  and  concern  usually  provoked 
by  the  helpless  infant. 

Contemporary  thinking  also  challenges  the 
belief  of  former  times  that  there  were  so-called 
“feral  children”;  those  raised  by  animal  moth- 
ers (as  the  legendary  founders  of  the  City  of 
Rome,  Romulus  and  Remus,  who  by  tradition 
were  suckled  by  a she-wolf ) or  the  most  recent 
wild  boy  of  Averone  who,  at  the  time  of  the 
intellectual  ferment  and  excitement  of  the 
French  Revolutionary  period,  evoked  lengthy 
and  learned  debates  in  the  French  Academy  as 
to  whether  this  boy,  who  had  no  speech  and 
almost  no  self-care  skills,  could  be  trained  and 
taught  to  function  in  all  the  splendor  of  a 
noble  savage  untainted  by  contemporary  civ- 
ilization. The  results  of  most  painstaking  and 
lengthy  individual  work  ended  with  the  im- 
pression, at  the  time,  that  the  boy  was  “feeble- 
minded,” but  it  is  impossible  at  this  later  date 
to  rule  out  a diagnosis  of  a severe  psychiatric 
disorder. 

As  general  health  measures  improved,  aver- 
age life  spans  increased  and  infant  mortality 
rates  dropped,  and,  as  institutions  kept  more 
thorough  longitudinal  records,  it  could  not 
be  ignored  that  there  were  striking  differences 
among  children,  and  a better  understanding  of 
the  origin  and  progression  in  the  development 
of  human  intelligence  and  personality  slowly 
evolved.  Still,  it  is  notable  how  common  has 
been  the  practice  to  use  either  facilities  for 
the  feeble-minded,  the  epileptic  or  the  crim- 


inal as  the  means  of  response  to  children  who 
showed  gross  distortions  in  their  growth,  de- 
velopment and  behavior.  Leo  Kanner  takes 
the  position  that  before  the  20th  century  there 
was  not  anything  that  might  be  regarded  as 
child  psychiatry.  If  there  was  no  systematic 
discipline  working  in  the  field,  it  is  not  sur- 
prising that  we  cannot  find  reports  of  an 
identified  patient  population.  Since  there  now 
exists  a body  of  knowledge  about  the  child’s 
mental  functioning,  both  normal  and  abnor- 
mal, what  is  it  that  the  child  psychiatrist  would 
see  as  delineating  a psychotic  from  a non- 
psychotic  child?  And  it  is  well  to  remember 
that  it  is  only  as  recently  as  the  1930’s  that 
there  was  a beginning  of  general  acceptance 
of  the  idea  that  there  could  be  behavior  of 
such  a kind  and  such  a severity  as  to  warrant 
a designation  “psychosis  of  childhood”.  But 
even  having  agreed  on  that  fact,  and  having 
conceptualized,  if  not  precisely  identified,  a 
target  population  of  children,  the  field  has 
gone  through  stages  paralleling  that  of  estab- 
lishing disease  categories  within  any  new  area 
of  investigation.  And  the  complexity  of  the 
problem  and  the  diversity  of  behaviors  sub- 
sumed within  its  boundaries  have  led  to  a 
variety  of  descriptions  and  explanations  with 
the  formation  of  many  schools  with  their  par- 
tisan supporters  and  followers. 

One  early  and  influential  school  is  to  a great 
extent  an  outgrowth  of  the  work  of  Laurette 
Bender,  first  with  cases  at  Belview  Hospital’s 
children’s  ward  and  later  at  Creedmoor  State 
Hospital.  She  sees  psychotic  children  as  suf- 
fering from  global  deficits,  largely  of  an  or- 
ganic and  physiologic  nature,  and  has  not 
hesitated  in  using  the  widest  variety  of  treat- 
ment modalities  including  electro-convulsive 
therapy  and  LSD  medication.  She,  and  others 
who  follow  her  thinking  about  causation,  see 
the  child’s  gross  and  continuing  difficulties 
with  development  and  interpersonal  relation- 
ships as  stemming  largely  from  immaturity 
and  organic  and  physiologic  defects.  Also 
within  this  broad  general  school  of  thought 
would  fall  those  who  look  for  a “crooked 
molecule  behind  every  crooked  thought”  and 
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who  predict  that  ultimately  subtle  enzymatic, 
metabolic  and  endocrine  disorders  will  be 
found  to  be  the  basic  fault  in  ail  mental  mal- 
functioning. It  certainly  cannot  be  denied  that 
careful  study  of  groups  of  the  mentally  sub- 
normal, who,  like  the  psychotic,  are  all  too 
easily  lumped  together  on  the  basis  of  observ- 
able similarities  of  behavior  and  ability,  has 
led  to  the  identification,  for  example,  of  such 
distinct  clinical  entities  as  phenylketonuria, 
Lesch-Nyhan  syndromes,  and  the  myriad  of 
amino  acidurias  with  all  the  attendant  exciting 
possibilities  for  treatment,  and  even  more  im- 
portant, possibilities  for  primary  prevention. 

In  seeming  polar  opposition  to  the  strict 
organicists  are  found  those,  perhaps  best  ex- 
emplified by  the  late  Beata  Rank,  who  see 
the  psychotic  child’s  problems  as  being  largely 
those  of  intraphysic  and  interpersonal  diffi- 
culties. They  would  stress  the  damaging  ef- 
fects of  faulty  mothering  as  well  as  problems 
in  ego  development  as  of  far  greater  impor- 
tance in  the  evolution  of  these  childhood  dis- 
orders as  well  as  making  them  the  primary 
focus  for  therapeutic  and  preventive  interven- 
tions. 

There  is  a third  position  which  lies  between 
these  more  extreme  ones  and  which  utilizes 
findings  from  both.  William  Goldfarb  could 
perhaps  best  exemplify  a proponent  of  this 
middle  ground.  And  interestingly,  and  per- 
haps not  unexpectedly,  he  finds  within  his 
patient  population  of  psychotic  children,  a 
somewhat  bimodal  distribution,  one  in  which 
the  children  with  a predominance  of  demon- 
strable organic  defect  appear  to  have  been 
raised  in  more  “normal”  environments  when 
contrasted  with  children  showing  slight  evi- 
dence for  organic  factors;  these  latter  “non- 
organic”  children  being  associated  with  much 
more  pathological  home  and  mothering  situ- 
ations. The  clinical  picture  presented  by  the 
two  subgroups  is,  however,  strikingly  similar; 
it  is  much  as  if,  in  contrast  to  the  varied  ways 
a normal  child  can  relate  to  and  interact  with 
his  world,  a psychotic  child,  stunted  and 
blocked,  has  only  the  most  limited  repertoire 
of  responses  which  he  is  forced  to  use  both 
repetitively  and  inappropriately. 


A concept  of  great  utility  within  the  field 
of  psychiatry  is  that  of  reality  testing;  and 
most  definitions  and  descriptions  of  psychotic 
behavior,  whether  of  adult  or  child,  will  be 
found  relating  in  some  way  to  this  issue. 
There  are  added  problems  in  determining  how 
a child  sees  his  environment,  and  himself  in 
his  environment,  that  do  not  exist  when  we 
relate  to  and  work  with  the  adult.  In  some 
sense,  all  children  must  learn  about  themselves, 
their  caretakers,  and  their  environment  and 
while  a readiness  to  explore  and  exploit  oppor- 
tunities seems  a biological  “given”,  much  as 
is  potential  language  ability,  specific  events, 
and  sequences  of  events,  seem  of  more  than 
chance  importance.  A child  will  speak  the 
language  of  his  caretakers  assuming  a sig- 
nificantly large  number  of  pre-requisite  con- 
ditions are  met,  e.g.  speaking  parents,  effec- 
tively functioning  channels  of  input,  central 
processing  and  expression,  etc.  In  an  analo- 
gous way  most  children,  and  their  mothers, 
seem  to  be  ready  to  participate  in  some  form 
of  a mother-child  unit  from  birth  on. 

But  there  are  rare  exceptions  and  indeed, 
one  of  the  first  clinical  subgroups  within  child 
psychosis  was  delineated  by  Leo  Kanner,  when 
in  1943  he  reported  on  eleven  children,  eight 
boys  and  three  girls,  exhibiting  a syndrome 
which  he  called  in  that  paper,  “autistic  disturb- 
ances of  affective  contact”.  These  cases  were 
distinguished  by  a developmental  history 
which  did  not  include  any  period  of  normal 
functioning  and  by  the  children’s  demands  for 
routine  and  sameness,  their  echolalic  speech 
and  stereotype  movements  and  their  seeming 
inability  to  relate  in  any  meaningful  way  with 
people. 

Since  this  initial  report,  similar  cases  have 
been  diagnosed  throughout  the  world  with  a 
very  similar  symptom  picture.  The  one  area 
in  which  additional  study  has  perhaps  changed 
the  viewpoint  of  these  children  is  in  relation 
to  Kanner’s  report  that  “physically  the  chil- 
dren were  essentially  normal”;  this  view  has 
been  modified  in  two  ways;  first,  a significant 
number  of  new  cases  have  been  reported  with 
attendant  CNS  pathology  and  secondly,  over 
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the  course  of  time  a number  of  children  have 
developed  CNS  signs  and  symptoms. 

If  the  first  major  category,  that  of  the  in- 
fantile autistic  child,  is  looked  on  as  one  in 
which  there  is  failure  to  make  any  effective 
emotional  relationships  with  the  world,  then  it 
throws  into  bolder  relief  a second  subcategory, 
that  of  the  symbiotically  psychotic  child.  This 
syndrome,  associated  with  the  work  of  Mar- 
garet Mahler,  includes  children  who  make  an 
attachment  of  such  strength  and  all  inclusive- 
ness that  they  seem  unable  to  then  delineate  a 
separate  self  or  a personal  ego  and,  where  the 
normal  two  or  two  and  a half  year  old  child 
is  actively  engaged  in  exercising  early  powers 
of  ambulation  and  exploration,  these  children 
are  so  emotionally  fused  with  their  mothers, 
that  enforced  separations  lead  to  the  most  ex- 
treme panic  states,  and,  even  when  allowed  the 
desired  maternal  contact,  they  do  not  continue 
normal  age  appropriate  behaviors  and  devel- 
opments. 

While  our  beliefs  about  thought  processes 
in  the  preceding  two  categories  of  children 
are  somewhat  conjectural  and  speculative, 
when  we  approach  that  group  of  children 
commonly  classified  as  childhood  schizophre- 
nics, we  often  find  a combination  of  intelligence 
and  verbal  ability  that  enables  us  to  share  the 
child’s  disordered  work,  one  which  has  many 
features  in  common  with  those  of  the  adult 
psychotic.  While  these  different  conditions 
seem  to  occur  in  a temporal  sequence,  we  still 
lack  the  evidence  to  determine  whether  we  are 
observing,  at  differing  ages,  how  a forming 
personality  responds  to  overwhelming  stress 
or  whether  these  are  the  evolution  of  separate 
syndromes  with  specific  genetic  and/or  en- 
vironmental determinants.  There  is  some  evi- 
dence from  epidemiologic  studies  supporting 
the  view  that  childhood  psychosis  is  not  an 
early  variant  of  adult  psychosis  and  this  is  cer- 
tainly congruent  with  the  broader  thinking 
about  children  in  our  time  which  sees  them 
not  as  miniature  adults  but  rather  as  having 


special  needs,  tasks  and  reactions  more  specific 
for  their  stage  of  development. 

One  striking  finding  that  is  replicated  in  vir- 
tually all  studies  of  childhood  psychosis  is  the 
much  greater  number  of  males,  which  is  in 
striking  contrast  to  adult  schizophrenia  in 
which  there  is  an  almost  equal  male:  female 
incidence.  Another  difference  is  the  low  in- 
cidence of  psychosis  in  siblings  and  relatives; 
with  adults  a high  concurrence  is  quite  usual. 

There  are  a number  of  quite  valid  reasons 
for  us  to  direct  attention  and  effort  towards 
the  unsolved  problems  in  medicine  and  I 
would  certainly  want  to  include  psychosis  of 
childhood  as  one  such.  For  beyond  any  rea- 
sons of  offering  support  and  assistance  to  indi- 
vidual patients  and  their  families,  there  are 
the  great,  and  at  times  even  unpredictable  ben- 
efits that  accrue  from  continually  working 
and  examining  and  reviewing  in  those  areas 
in  which  our  best  efforts  are  all  too  obviously 
inadequate.  As  in  so  many  areas  of  medical 
research,  it  is  from  the  most  seriously  malfunc- 
tioning that  we  can  evolve  the  questions  that 
would  perhaps  otherwise  remain  unasked.  The 
fact  that  we  would  not  view  a psychotic  child 
today  as  possessed  of  devils,  as  fairy  changling, 
or  even  as  doomed  by  inheritance  to  mental 
subnormality  or  unavoidable  delinquency, 
merely  means  that  we  share  the  fruits  of  the 

J 

labors  of  those  who  were  dissatisfied  with  their 
contemporary  answers.  Normality  and  pa- 
thology, whether  in  mental  or  organic  func- 
tioning, are  so  inextricably  linked,  that  knowl- 
edge of  one  invariably  illuminates  the  other. 
Had  we  met  in  1830,  no  one  would  have 
thought  to  raise  a question  about  childhood 
psychosis;  by  1930  we  could  have  initiated 
a lively  debate  about  the  possibility  of  its  ex- 
istence and  for  a meeting  in  2030,  we  can  only 
anticipate  that  changes  will  occur  without 
even  guessing  their  scope  and  content. 

Box  202 

University  of  Virginia  Hospital 
Charlottesville,  Virginia  22901 
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Loudoun  County,  Virginia,  Nutrition  Survey  Report 


A nutrition  survey  was  made  in 
Loudoun  County,  Virginia,  fol- 
lowing reports  from  CBS  and  the 
Citizen's  Board  of  Inquiry  of 
"hunger  counties"  in  Virginia 
and  poverty  in  Loudoun  County. 
Findings  showed  obesity  to  be  the 
chief  problem  among  adults  of 
all  income  groups.  It  appears 
that  education  and  motivation  are 
needed  to  improve  food  habits, 
not  economic  assistance. 

EALTH  WORKERS  IN  VIRGINIA 
have  for  years  recognized  many  nutri- 
tional needs. 

Reports  from  CBS  and  the  Citizen’s  Board 
of  Inquiry  labeled  sections  of  Virginia  as 
“hunger  counties”.  Newspapers  carried  a re- 
port with  pictures  of  poverty  in  Loudoun 
County.  These  reports  were  striking  in  their 
emotional  appeal,  but  did  not  present  factual 
materials  on  the  extent  of  hunger  or  malnu- 
trition in  this  one  County. 

Lack  of  sufficient  information  to  justify  or 
refute  allegations  about  malnutrition  in  Vir- 
ginia prompted  a request  from  the  Loudoun 
County  Board  of  Supervisors  to  the  State 
Health  Department  to  conduct  a Nutrition 
Survey  of  the  County. 

The  State  Health  Department  planned  and 

From  the  Department  of  Health,  Common- 
wealth of  Virginia,  Richmond. 


PATRICIA  HUNT,  M.D. 

DOROTHY  LEGRAND,  M.S. 
ELIZABETH  HITCHCOCK,  M.S.,  R.D. 
Richmond,  Virginia 

conducted  the  survey  in  August  and  Septem- 
ber 1969.  The  Department  of  Human  Nutri- 
tion and  Foods,  Virginia  Polytechnic  Insti- 
tute and  State  University  collaged  anthro- 
pometric data  for  adults  and  performed  bio- 
chemistry laboratory  tests  according  to  the 
schedule  outlined  in  the  Manual  for  Nutrition 
Surveys,  Interdepartmental  Committee  on 
Nutrition  for  National  Defense. 

Objectives 

The  objectives  of  the  Survey  were:  (1)  to 
determine  the  nutritional  status  and  related 
health  problems  in  Loudoun  County,  and  (2) 
to  determine  practices  to  be  followed  in  im- 
proving or  alleviating  any  adverse  conditions 
found. 

Method 

1.  Population  Sample 

In  July,  1968,  the  County’s  Planning  De- 
partment, in  an  air  and  door-to-door  survey, 
devised  population  survey  maps  and  deter- 
mined that  the  total  population  was  39,353, 
living  in  10,600  households  or  dwelling  units, 
with  an  estimated  average  family  size  of  3.8 
persons.  From  the  survey  maps,  the  Bureau  of 
Vital  Records  and  Health  Statistics  of  the 
State  Health  Department  selected  samples  of 
300  households  containing  over  1,000  people. 
Every  34th  house  from  a random  point  on  the 
maps  was  identified  for  the  sample,  to  provide 
a representative  cross  section  of  the  County’s 
population  without  regard  to  economic  group. 
This  sample  was  believed  to  be  statistically 
significant  and  more  than  adequate  to  establish 
a picture  of  the  nutritional  status  and  related 
health  problems  in  Loudoun  County. 
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2.  Interview 

A form  was  designed  to  record  dietary  and 
demographic  data  obtained  from  the  sample 
households  on  a family  and  an  individual  basis. 

Information  was  solicited  for  each  indi- 
vidual regarding  income  level,  location  of 
dwelling,  number  of  children  in  the  family, 
sources  of  food,  facilities  for  food  prepara- 
tion, sanitation  and  water  supply.*  Usual  food 
practices  were  elicited  by  a dietary  frequency 
study  based  on  the  four  basic  food  groups  and 
certain  miscellaneous  foods  on  a family  and 
on  individual  basis. 


tional  status  including  dental  inspection  was 
done,  and  a pertinent  medical  history  was 
taken  for  each  clinic  participant  by  two  sur- 
vey physicians.  During  the  physical  examina- 
tion the  physician  drew  a specimen  of  blood 
and  a casual  urine  sample  was  obtained. 

Blood  studies  included  hemoglobin  by  the 
cyanmethemoglobin  method,  hematocrit,  se- 
rum Vitamin  A and  carotene,  serum  choles- 
terol, total  serum  protein  and  serum  albumen. 
Urinalysis  included  creatinine,  total  nitrogen, 
thiamine,  riboflavin,  glucose  and  albumen. 
Fecal  specimens  were  obtained  for  examina- 


TABLE  I 

Total  Surveyed  Population  Income  Groups! 
1969 


40,000  and 
Over 

20, GOO- 
39,  999 

10,000- 

19,999 

5,000- 
9 999 

3,000- 

4,999 

Under 

3,000 

Total 

1 

2 

3 

4 

5 

6 

NS 

Total  Families  229 

12 

92 

57 

22 

21 

25 

(1)  23 

3 

2 

4 

3 

9* 

2 

(2)  46 

13 

12* 

6* 

6 

9 

A-  (3)  39 

2 

18 

12* 

3 

2 

2 

| (4)  60 

5 

30* 

15 

3 

2 

5 

•S  (5)  37 

xn 

1 

19* 

11 

2 

4 

1 (6)  10 

1 

5* 

2 

1 

1 

^ (7)  7 

3* 

1 

1 

2 

| (8)  4 

2 

1 

1 

£ (9)  . . 

(10)  3 

2 

1 

tAecording  to  samples  on  per  capita  income:  34  high,  34  middle,  low 
*Indicates  middle  income 


A team  of  college  and  graduate  students 
from  homes  outside  the  county  with  one  ex- 
ception were  trained  to  secure  the  data.  Upon 
conclusion  of  the  interview,  those  interviewed 
were  invited  to  participate  in  the  clinical  ac- 
tivities of  the  Survey. 

3.  Clinical  Activities 

A physical  examination  to  evaluate  nutri- 

*At the  time  of  the  Survey,  no  Food  Stamp  or 
Commodity  Distribution  Program  existed.  A 
Food  Stamp  Program  was  instituted  in  October, 
1970. 


tion  for  parasites  by  the  State  Health  Depart- 
ment Laboratory. 

Results 

1.  Participation 

Of  the  300  selected  households,  229  families 
participated  in  dietary  and  demographic  in- 
terview. Data  were  obtained  for  800  individ- 
uals from  the  age  of  22  months,  and  28  infants 
under  the  age  of  22  months. 

Seventy-seven  households  did  not  partici- 
pate for  these  reasons: 

( 1 ) Refusal  48 
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(2)  No  response  on  3 visits 14 

(3)  Household  vacant  or  demol- 
ished by  fire 10 

(4)  Map  errors  (no  household  ex- 
isted, or  household  was  actually 

a business,  dental  office,  etc.)  . . 5 


Of  the  828  individuals  participating,  87% 
were  white,  11.8%  were  Negro  and  race  for 
1.2%  was  not  stated.  According  to  the  1970 
census,  the  Loudoun  County  population  was 
12.6%  Negro. 

The  total  surveyed  population  was  cate- 
gorized according  to  National  Health  Survey 
categories  for  occupation,  and  for  age  and 
income. 

Adult  males  of  employable  age  of  both  races 
were  underrepresented  in  the  group  having 
physical  examinations  as  compared  with  other 
population  groups. 

Income  groups  were  categorized  by  income 
and  family  size.  According  to  the  survey  sam- 
ple per  capita  income,  the  upper  quarter  were 
qualified  as  high  income,  the  middle  half  as 
middle  income,  and  the  lower  quarter  as  low 
income.  (Table  I) 

Of  the  25  families  who  did  not  state  income, 
interviewers  gained  the  distinct  impression 
from  appearance  of  house  and  possessions  and 
stated  education  level  that  most  of  these  were 
in  the  middle  and  high  income  groups. 

Of  the  828  individuals  represented  in  the 
dietary  and  demographic  interview,  295  pre- 
sented themselves  for  physical  examination  and 
laboratory  tests. 

The  survey  participants  having  both  inter- 
view and  clinical  examination  differed  mainly 
in  the  proportionately  smaller  number  of  em- 
ployed adults  from  the  “interview  only” 
group.  A review  of  the  descriptive  statistical 
data  showed  that  the  total  sample,  and  the 
group  with  clinical  examination  were  other- 
wise similar,  and  fairly  representative  of  the 
County’s  population.  The  1970  Census  data 
regarding  income  and  occupation  is  not  yet 
available.  It  is  interesting  to  note  here  that 
while  one-fourth  of  the  total  Survey  sample 
were  in  the  low-income  groups,  and  one- 
fourth  of  the  families  participating  in  the 


physical  examination  were  in  the  low-income 
group,  half  of  the  children  through  12  who 
were  examined  were  in  the  low-income  group. 
As  will  be  noted  again  below,  low  income 
children  were  most  often  members  of  large 
family  groups. 

2.  Dietary  Data 

Frequency  data  based  on  recall  of  con- 
sumption of  four  basic  food  groups  and  certain 
miscellaneous  foods  was  obtained. 

From  a review  of  dietary  intakes  based  on 
recall  of  usual  food  habits,  it  is  apparent  that 
people  in  all  age  and  income  groups  (except 
infants)  are  not  satisfying  the  recommended 
daily  intakes  of  milk,  green  and  yellow  vege- 
tables, or  of  breads  and  cereals  among  high 
and  middle  income  children.  To  a lesser  de- 
gree, frequency  of  food  intake  from  the  meat 
group  is  less  than  recommended,  though  there 
were  no  clinical  or  laboratory  signs  of  protein 
deficiency. 

Data  gathered  in  this  study  do  correlate 
grossly  with  the  finer  clinical  and  laboratory 
findings  which  suggest  some  degree  of  mild 
Vitamin  B complex  deficiency  in  the  com- 
munity. 

3.  Anthropometric  Data 

For  children  12  years  and  younger,  height- 
weight  standards  developed  by  the  Harvard 
School  of  Public  Health  and  Children’s  Med- 
ical Center,  Boston,  Massachusetts,  were  used. 
Reference  standards  are  presented  in  charts  of 
percentile  groupings  based  on  a series  of  over 
100  children  of  each  age  and  sex,  of  white 
northern  European  stock  “living  under  nor- 
mal conditions  of  health  and  home  life  in 
Boston,  Massachusetts.”  Nellhaus  head  cir- 
cumference charts  provided  the  standard  of 
reference  for  children  six  years  of  age  and 
younger. 

Of  the  112  children  12  years  and  younger 
who  had  physical  examinations,  55  were  in  the 
low  income  group,  54  were  in  the  mid-  or 
high-income  group,  and  three  were  in  fam- 
ilies whose  income  was  not  stated. 

Measurements  of  height  were  acquired  for 
106  children  whose  income  group  was  stated. 
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Of  the  children  through  12  years  of  age,  the 
largest  number,  about  25%  of  each,  was  in  the 
25-50  and  50-75  percentile  groups,  as  ex- 
pected. 

In  comparing  income  groups,  the  high /mid 
income  group  follows  the  Boston  standards  for 
height  distribution  very  well.  Low  income 
children  are  well  enough  represented  in  the 
middle  percentile  groups,  but  appear  to  be 
over  represented  in  the  lowest  (less  than  3) 
percentile.  There  is,  in  fact,  a 10%  excess  in 
that  height  range.  It  should  be  stated  here 
that  the  children  examined  are  in  family 
groups,  and  low  income  families  were  larger. 
We  may  attribute  the  shorter  average  height 
of  low  income  children  to  a complexity  of 
factors,  food  intake  and  heredity  among  them. 

When  the  children  are  compared  in  size, 
or  height  and  weight  taken  together,  low 
income  children  through  12  years  do  not  vary 
significantly  from  the  size  of  children  in  the 
overall  sample.  Half  the  low-income  children 
in  the  lowest  percentile  were  overweight. 

In  judging  whether  a child  was  overweight 
or  underweight,  the  standard  of  a 2 percentile 
group  difference  or  more  between  height  and 
weight  was  set.  By  these  standards,  overweight 
and  underweight  children  were  found  almost 
equally  among  mid-  and  low-income  families. 
Of  children  12  years  and  younger,  12.8%  were 
overweight  and  4.6%  were  underweight.  Tri- 
ceps skin  fold  and  arm  circumference  measure- 
ments yielded  no  significant  abnormalities  ex- 
cept in  one  very  thin  child  described  below. 

The  most  common  clinical  sign  of  malnu- 
trition found  among  adults  was  overweight,* 
about  half  the  males  and  about  one-third  of 
the  females. 

4.  Clinical  Examination 

Of  295  persons  examined,  45  showed  clin- 
ical signs  of  malnutrition  other  than  over- 
weight. Forty-three  had  only  very  subtle  signs. 
Only  two  of  the  sample,  a middle  income 
white  child  of  a year,  and  a low  income  Ne- 

*Compared to  height-weight  table  established 
by  Committee  on  Public  Health  of  the  American 
Medical  Association  (J.A.M.A.  173:  1576  1960). 


gro  child  of  four  years  showed  more  obvious 
signs  of  malnutrition.  The  white  infant  was 
markedly  anemic  (hemoglobin  6.4  grams), 
pale,  and  very  irritable.  An  only  child  adopted 
two  weeks  before  in  another  state,  she  had 
just  arrived  in  Loudoun  County  with  her 
middle-income  parents. 

The  Negro  child,  tall  for  her  age , very  thin, 
with  borderline  anemia  (hemoglobin  10.8 
grams)  and  a low  Vitamin  A level,  was  listless 
and  apathetic.  Her  general  condition  was  be- 
lieved to  be  related  to  the  condition  of  her 
teeth  which  showed  multiple  caries  and  infec- 
tion. The  family  was  self-supporting  on  a low 
income.  Other  children  in  the  family  were 
well,  and  well  nourished. 

Other  clinical  signs  seen  among  the  295 
persons  examined  were: 


Changes  in  surface  of  tongue 35 

Ridged  nails  5 

.Angular  lesions  at  corner  of  eyes 

and  mouth  4 

Nasolabial  and/or  aural  seborrhea.  . 3 

Follicular  hyperkeratosis  2 

Hyperpigmentation  at  pressure 

points  1 


Only  four  of  these  43  individuals  showed 
more  than  one  of  those  signs,  all  of  which 
are  usually  associated  with  B complex  defi- 
ciencies. Rarely  is  a single  clinical  lesion  con- 
sidered clear  evidence  of  a specific  nutritional 
deficiency.  However,  laboratory  and  dietary 
patterns  indicate  less  than  recommended  in- 
take of  B Vitamins,  which  support  the  few 
subtle  clinical  indications  of  less  than  optimum 
intake  of  B Vitamins. 

There  is  no  statistically  significant  differ- 
ence between  the  low  income  and  the  mid/ 
high  income  groups  or  between  the  two  racial 
groups,  in  the  frequency  of  occurrence  of 
these  very  subtle  clinical  signs  of  malnutrition. 

Laboratory  studies  correlated  with  these 
clinical  findings. 

Only  three  persons  had  thyroid  enlarge- 
ments, grade  I by  WHO  criteria  (palpable 
but  not  visible),  all  female,  aged  17,  19,  and 

57. 
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5.  Laboratory  Studies 

Hemoglobin:  Criterion  for  anemia  was  set 
at  12  gm.%  hemoglobin  for  men,  and  10.9 
gm.%  for  women  and  children. 

Seventeen  of  210  white  individuals,  or  8.1% 
had  low  hemoglobin  and  correspondingly  low 
hematocrit.  Only  one  of  25  Negroes  had  a 
low  (10.8  grams)  hemoglobin— the  tall  thin 
child  with  dental  problems  mentioned  earlier. 
Eight  of  the  anemic  persons  were  in  the  low- 
income  group,  nine  in  mid  or  high  income 
group.  Seven  low  hemoglobin  levels  were 
found  among  46  children  under  six  years,  five 
among  66  children  between  the  ages  of  6-12. 
Only  one  of  31  teenage  children  was  anemic, 
one  young  adult,  and  four  of  14  individuals 
over  46. 

The  anemic  children  12  years  and  under 
were  equally  distributed  among  poor  and  mid- 
dle income  groups.  A study  of  diets  of  ane- 
mic children  under  two  years  showed  they 
received  more  milk  than  necessary,  and  less 
of  other  foods  than  the  recommended  fre- 
quency of  intake.  The  lowest  hemoglobin 
was  in  the  white  middle  class  recently  adopted 
child  mentioned  earlier.  A three  year  old  in 
the  high  income  group  had  the  second  low- 
est hemoglobin  found  among  the  children:  8.9 
grams.  Milk  from  a bottle  was  his  main  food, 
and  he  was  already  receiving  iron  therapy 
fom  his  private  doctor. 

Vitamins  A and  C:  Using  standards  sug- 
gested by  ICNND#,  9.8%  (or  23)  of  the 
sample  population  tested  low  (13)  or  deficient 
(10)  in  Vitamin  A,  but  only  1 had  a corre- 
spondingly low  carotene  which  indicates  cau- 
tion in  interpreting  deficiency.  Clinically  there 
were  no  signs  of  Vitamin  A deficiency.  Low 
Vitamin  A values  were  almost  evenly  distrib- 
uted among  mid/ high  and  low  income  groups, 
a few  more  among  the  mid/high  income 
group.  Most  of  these  were  children  and  teen- 
agers. 

^Interdepartmental  Committee  on  Nutrition 
for  National  Defense,  Manual  for  Nutrition  Sur- 
veys, 1963. 

Serum  Vitamin  A:  deficient-less  than  10  mg/ 
100  ml.;  low  10-190. 


Twelve  individuals  (5%)  had  low  serum 
levels  of  Vitamin  C.  They  were  all  white, 
and  scattered  among  age  and  income  groups. 
None  showed  clinical  signs  of  deficiency. 

Protein:  No  clinically  or  biochemically 

deficient  protein-albumen  levels  were  found. 
A total  of  28  or  12%  of  serum  protein  deter- 
minations were  biochemically  (but  not  clin- 
ically) “marginal”  (6.0  to  6.4  grams/100  ml.). 
These  occurred  equally  among  the  income 
groups,  and  the  two  races.  As  for  age  distri- 
bution, children  under  12  account  for  the 
greatest  relative  frequency,  not  surprising  in 
view  of  their  rapid  growth  rate  and  increased 
need  for  protein.  This  group  of  children  (15) 
varied  little  from  the  overall  sample  in  height. 
Since  growth  is  protein-dependent  we  must 
assume  the  adequacy  of  the  diet  in  that  respect. 

Preliminary  statistical  analysis  of  dietary 
data  regarding  consumption  of  food  with  high 
protein  content  shows  no  significant  difference 
in  dietary  frequency  of  intake  between  those 
with  normal  serum  protein  levels  and  those 
with  “marginal”  levels. 

Fecal  specimens  for  parasites:  About  one- 
third  of  patients  examined  brought  fecal  speci- 
mens. Only  one  showed  evidence  of  parasite 
infestation,  not  of  nutritional  significance.* 

6.  Dental  Status 

About  13%  of  the  sample  population  were 
in  need  of  dental  care.  These  were  low  and 
middle  income  people  at  a ratio  of  about  two 
to  one.  About  half  of  the  Negroes  examined 
were  in  need  of  care. 

Poor  oral  hygiene  was  quite  evident  among 
all  age  and  income  groups. 


*The  role  of  active,  heavy  parasite  infestation 
in  placing  additional  nutritional  stress  on  people 
with  only  marginal  nutritional  intake  is  well  rec- 
ognized. Persons  with  marginal  nutritional  intake 
who  show  no  obvious  clinical  signs  of  malnutri- 
tion might,  if  bearing  a heavy  worm  burden,  show 
some  of  those  clinical  signs.  An  active  environ- 
mental sanitation  program  in  the  County  might 
well  be  credited  for  prevention  of  some  nutri- 
tional stress  among  the  Countv’s  citizens. 
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Summary 

The  State  Health  Department  reports  that 
studies  of  nutritional  and  related  health  status 
of  a representative  sample  of  the  population  of 
Loudoun  County  do  correlate,  and  are  sup- 
ported grossly  by  dietary  data.  At  this  stage 
of  analysis,  the  following  conclusions  are 
possible: 

1)  The  greatest  problem  of  malnutrition 
among  adults  in  all  income  groups  was 
overweight. 

2)  Clinical  evidence,  slight  but  supported 
by  laboratory  and  suggestive  dietary 
data  for  all  age  (except  infants)  and  in- 
come groups  indicates  less  than  the  rec- 
ommended intake  of  milk,  green  and 
yellow  vegetables,  and  of  bread  and 
cereals  among  middle  and  high  income 
children. 

3)  Dietary  data  suggests  less  than  the  rec- 
ommended frequency  of  intake  of  foods 
from  the  meat  group  among  all  popula- 
tion groups,  though  there  was  no  clin- 
ical or  laboratory  evidence  of  protein 
deficiency. 

4)  Clinical  and  laboratory  findings  and  diet 
patterns  of  middle  and  low  income  fam- 
ilies give  evidence  that  economic  as- 
sistance alone  will  not  necessarily  im- 
prove food  habits  or  correct  them. 

5 ) About  1 3 % of  the  population  is  in  need 
of  dental  care,  poor  more  often  than 
middle  income,  at  a ratio  of  2: 1. 

6)  Further  scientific  research  is  indicated 
into  a finer  definition  of  basic  dietary  re- 
quirements, and  of  marginal  nutrition 
and  its  implication  for  health. 

Among  recommendations  to  the  county: 

1)  Fullest  possible  implementation  of  food 
programs,  some  of  which  are  already 
instituted  in  the  county— e.g.,  Food 
Stamps,  school,  Head  Start,  school 
breakfast  or  mid-morning  snacks.  These 


are  as  important  in  education  as  they  are 
in  supplementation  of  food  intake. 

2)  Nutritional  education  program  for  all 
levels  of  society,  by  coordinated  efforts 
of  all  agencies  available  to  serve  such  a 
program  in  the  community;  health,  ed- 
ucation, home  economics  and  others, 
private  and  voluntary,  state  and  local. 

3 ) Strongest  possible  dental  care  and  dental 
health  education  program. 

A large  share  of  the  county’s  population  is 
served  by  individual  (well)  water  supply. 
Flouridated  vitamins  are  available  through 
Health  Department  Maternal  and  Child 
Health  clinics  for  medically  indigent  children 
whose  water  supply  contains  less  than  0.5 
ppm. 

4)  Strengthen  Family  Planning  Program  for 
those  desiring  this  service. 

The  State  Health  Department  will  be  avail- 
able for  consultation  and  sometimes  direct 
assistance  in  the  programs  suggested  above, 
upon  request,  in  cooperation  with  the  local 
Health  Department. 

Addendum 

At  the  time  of  the  official  Survey,  the  work- 
ing team  performed  an  additional  study  of 
very  poor  children  outside  the  official  Survey 
population  sample.  With  the  help  of  local 
agencies,  health  department,  Head  Start,  wel- 
fare, school  and  others,  a biased  sample  of  86 
children  from  22  families,  with  11  mothers, 
and  1 father  interviewed  and  examined.  The 
group  was  half  white,  half  Negro,  not  a 
planned  distribution. 

The  clinical,  biochemical,  and  dietary  pro- 
tocol for  the  Survey  was  applied  for  this 
group.  The  results  were  about  the  same  as 
those  of  the  official  Survey  population  sample. 

These  children  were  as  alert,  active  and  re- 
sponsive as  the  children  in  the  official  sample. 
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The  Recognition  and  Prevention  of  Pathological  Grief 

VAMIK  VOLKAN,  M.D. 
Charlottesville,  Virginia 


The  family  physician  may  help 
prevent  the  development  of  pa- 
thological grief  by  recognizing 
its  manifestations  and  taking  ap- 
propriate action. 

HIS  PAPER  is  derived  from  an  extended 
study  ( 1966-197 1)1,2,3,4,5’6  of  55  patients 
aged  17  to  46  whose  problems  dated  from  the 
death  of  a loved /hated  intimate.  The  contact 
with  these  patients  ranged  from  psychoanaly- 
sis to  psychotherapy  given  during  a relatively 
short  period  (average  one  month)  of  hospital- 
ization on  the  psychiatric  ward.  Their  dis- 
turbances had  manifested  themselves  either  at 
the  time  of  the  death,  soon  after  it,  or  at  a 
later  time  on  an  anniversary  of  its  occurrence. 

Many  people  have  studied  the  ways  in 
which  men  deal  with  the  death  of  someone 
close  to  them.  Bowlby7  identified  three  phases 
of  mourning,  and  Parkes8  saw  four— numbness, 
yearning  to  recover  the  lost  one,  despairing 
disorganization,  and,  finally,  behavioral  reor- 
ganization. An  analogy  is  suggested9  between 
the  process  of  grieving  and  the  process  where- 
by a wound  heals.  The  grieving  process  can 
become  complicated,  just  as  a wound  can  be- 
come infected.  This  report  describes  signs 
and  symptoms  by  which  a physician  can  iden- 
tify pathology  in  the  initial  reaction  to  death, 
and  recognize  established  pathology  in  grief 
reactions  to  death  which  persist  more  than  six 
months  after  the  loss  has  been  suffered. 

Presented  at  the  Annual  Meeting  of  The  Med- 
ical Society  of  Virginia  at  Arlington,  October  15, 
1971. 

Volkan,  Vamik,  M.D.,  Associate  Professor  of 
Psychiatry , University  of  Virginia  School  of 
Medicine.  Director , Psychiatric  Inpatient  Serv- 
ices, University  of  Virginia  Hospital. 


Initial  Responses  to  Death 

The  initial  response  to  death  depends  on 
several  factors.  A.  The  first  is  whether  or  not 
the  death  had  been  anticipated.  A family  is 
seldom  deeply  shocked  when  an  aged  chronic 
invalid  dies;  a sudden  death  is  obviously  a 
more  crushing  event.  B.  The  second  consid- 
eration is  the  mourner’s  rapport  with  the  one 
who  has  died.  The  more  mature  this  has  been, 
the  greater  the  likelihood  that  what  is  ex- 
perienced by  the  mourner  will  be  a deep  sad- 
ness-sadness being  a feeling  without  guilt,  a 
personal  and  intimate  feeling  like  love  itself, 
and  one  more  difficult  to  convey  than  de- 
pression.10 When  the  relationship  had  been 
highly  ambivalent  and  stormy,  however,  the 
reactions  of  the  mourner  are  apt  to  be  com- 
plicated ones  with  a variety  of  component 
feelings.  C.  The  third  issue  is  the  mourner’s 
emotional  makeup.  The  more  dependent  his 
personality  is,  the  more  likely  he  is  to  have 
complicated  grief  reactions.  Or  he  may  have 
unfinished  business  with  the  one  he  mourns, 
and  for  this  reason  unconsciously  try  to  keep 
him  alive.  An  example  of  this  is  provided  by 
a patient  whose  father  died  suddenly  when 
the  boy  was  courting  the  girl  he  planned  to 
marry.  Since  the  father  had  checked  his  gen- 
ital growth  during  puberty,  and  conveyed 
anxiety  about  his  potency,  the  boy  had  a psy- 
chological need  to  prove  his  manhood  to  the 
father  he  was  trying  to  keep  alive,  and  ac- 
cordingly made  his  fiancee  pregnant.5  D. 
The  fourth  consideration  concerns  whether 
death  was  caused  by  self-destruction  or  vio- 
lence, or  came  about  through  illness.  In  the 
case  of  any  kind  of  violent  death,  any  resona- 
tion  with  the  mourner’s  angry  feelings  toward 
the  dead  person  tends  to  evoke  oppressive  feel- 
ings of  guilt.  E.  The  fifth  factor  is  whether 
or  not  the  death  has  brought  about  changes 
in  the  real  world  for  those  left  behind,  changes 
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such  as  the  loss  of  a home  or  reduction  of 
financial  circumstances,  which  are  in  them- 
selves stressful. 

Lindemann11  described  the  manifestations 
of  acute  grief  as  including:  1.  waves  of  somatic 
distress  20  minutes  to  an  hour  in  duration,  ac- 
companied by  sighing  respiration,  complaints 
of  weakness  and  digestive  malaise— “food  tastes 
like  sand”,  etc.;  2.  a feeling  of  remoteness 
from  others,  a slight  sense  of  unreality,  and 
a view  of  others  as  being  small  and  shadowy; 
3.  preoccupation  with  the  image  of  the  de- 
ceased; 4.  strong  guilt  feelings  leading  to 
a painstaking  review  of  the  past  for  any  lapse 
in  dutiful  devotion  to  the  deceased;  5.  feelings 
of  debility  and  heightened  hostility  toward 
others;  and  6.  interruption  of  usual  patterns 
of  contact,  such  as  a rush  of  speech,  particu- 
larly in  speaking  of  the  dead.  These  symptoms 
appear  strongly  after  a sudden  death,  but  fol- 
lowing an  expected  death  they  are  usually  less 
destructive  to  the  mourner’s  daily  routine. 
They  appear  also  in  established  pathological 
grief,  in  which  they  may  manifest  themselves 
on  a delayed  basis  at  the  time  of  an  anniver- 
sary or  when  the  mourner  re-focuses  on  his 
loss.  The  family  physician  will  want  to  evalu- 
ate the  quality  of  initial  grief  for  complica- 
tions which  could  presage  the  establishment 
of  pathological  grief  reactions,  clinical  depres- 
sion, etc. 

A comparison  of  four  cases  may  point  the 
way.  The  first  is  an  example  of  uncompli- 
cated grief  reaction,  and  concerns  a young 
woman  who  had  previously  undergone  psy- 
chotherapy during  which  her  complex  rela- 
tionship with  her  father  had  been  worked 
through,  so  that  at  the  time  of  his  death  it 
was  satisfactory.  Upon  learning  of  his  death 
the  daughter  felt  numb,  had  a dry  mouth,  and 
at  first  felt  disbelief,  despite  the  father’s  heart 
disease  and  advanced  age.  Through  the  mech- 
anism of  splitting,  part  of  her  kept  him  alive. 
She  felt  aimless  for  an  hour  or  so  after  the 
news  came  but  was  able  to  talk  to  her  husband 
about  her  feelings.  She  saw  other  people  as 
shadowy,  and  felt  remote  from  her  environ- 
ment, but  was  able  to  do  what  was  expected 


of  her,  calling  relatives  and  arranging  for  the 
funeral.  She  was  able  to  travel  to  the  city 
where  death  had  occurred.  She  cried  the  first 
night,  and  again  from  time  to  time  during  the 
first  week.  At  the  funeral  she  felt  anger  at 
an  aunt  who  had  been  unkind  to  her  father 
during  his  lifetime,  but  the  anger  was  under 
control.  She  went  through  the  funeral  and 
took  part  in  the  burial  rites,  later  returning 
to  the  graveside  for  a visit.  Her  crying  spells 
diminished  and  became  no  longer  deeply  dis- 
turbing, although  they  occurred  occasionally. 
She  continued  to  be  preoccupied  with  her 
father’s  image.  He  had  visited  her  two  days 
before  his  death,  and  she  had  taken  him  for 
a walk  in  windy  weather.  At  first  she  felt 
guilty  lest  this  walk  had  hastened  his  death, 
but  this  misgiving  left  her  after  a short  time. 
Two  months  after  the  death  she  fantasized  the 
decaying  body  that  lay  in  the  earth,  and  for  a 
while  she  regarded  these  fantasies  as  bizarre 
and  wanted  to  get  rid  of  them.  By  the  second 
month  they  no  longer  came  to  her,  and  by 
the  time  two  months  had  gone  by  she  felt  the 
return  of  free  energy  and  the  ability  to  be- 
come involved  in  new  objects  and  activities. 
Her  husband  gave  her  a puppy  and  she  became 
fascinated  with  her  new  pet.  Hers  was  an 
uncomplicated  grief,  passing  from  initial  shock 
and  disbelief  with  its  splitting  of  the  ego, 
guilt,  and  preoccupation  with  the  image  of 
the  dead,  to  fantasies  about  the  decaying  body, 
and  an  ultimate  release  of  energy  and  atten- 
tion. 

Her  preoccupation  with  the  decaying  body, 
however  macabre,  was  transient.  In  contrast, 
one  of  our  patients  suffering  from  pathological 
grief  had  daydreams  and  sleeping  dreams  a 
few  times  each  week  for  over  three  years 
in  which  he  saw  his  father’s  body  in  its  coffin 
with  no  evidence  of  decay,  but  with  water 
dripping  over  the  face.  The  young  woman’s 
anger  toward  her  aunt  illustrates  a character- 
istic component  of  uncomplicated  grief;  when 
the  anger  is  directed  toward  others  and  espe- 
cially toward  the  dead  person  it  marks  the 
acceptance  of  death.  This  anger  may,  how- 
ever, take  exaggerated  forms  when  the  initial 
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grief  reaction  is  itself  exaggerated.  We  had 
one  young  patient  who  had  lost  the  grand- 
father who  had  been  both  father  and  mother 
to  him  during  his  childhood,  and  upon  whom 
he  remained  dependent  even  after  marriage. 
His  anger  led  him  to  the  top  of  a mountain 
parkway  where  he  planned  to  shoot  passersby 
in  their  cars.  He  had  been  ambivalent  to- 
ward the  old  man,  depending  on  him  but 
also  desiring  escape  from  his  influence.  He 
went  each  night  to  sit  on  the  grave  so  that  his 
weight  would  keep  the  old  man  down;  but 
he  carried  a shovel  in  his  car  in  the  fantasized 
event  of  his  grandfather’s  returning  to  life 
and  needing  help  to  do  so.4  This  patient’s 
initial  reaction  was  a highly  exaggerated  one 
which  was  prevented  from  turning  into  estab- 
lished chronic  pathological  grief  only  by 
treatment  supplied  during  the  beginning  phase 
of  his  disturbance.  The  antithesis  of  his  re- 
action would  be  the  absence  of  any  display 
of  grief.  Deutsch12  made  it  clear  that  this 
negative  response  is  also  pathological  and  an- 
ticipates the  later  appearance  of  pathological 
grief.  One  of  our  patients,  seen  a month  after 
his  brother’s  fatal  car  accident,  reported  that 
there  was  no  reason  for  him  to  grieve  since 
he  believed  that  his  brother  had  died  only 
in  his  dreams.  He  was  not  at  that  time  psy- 
chotic except  for  this  focal  break  with  reality. 
In  treatment,  fully  realizing  his  brother’s 
death,  he  manifested  symptoms  of  acute  grief, 
even  gathering  the  family  together  for  simu- 
lated funeral  rites. 

Established  Pathological  Grief 
Reaction 

It  is  evident  that  loss,  actual  or  threatened, 
may  precipitate  mental  illness  and  account  for 
neuroses,  psychoses,  and  psychosomatic  con- 
ditions of  various  kinds.13  Here  I limit  discus- 
sion to  the  reponses  to  an  actual  loss— death, 
which  is  considered  a specific  stress— in  a spe- 
cific clinical  entity3, 4,6,14  known  as  established 
pathological  grief  reaction.  We  consider  this 
diagnosis  when,  six  months  or  more  after  a 
death,  we  observe  an  attitude  toward  the  loss 
indicative  of  intellectual  acknowledgment  of 


its  occurrence  accompanied  by  emotional 
denial.  We  find  the  pathological  mourner 
clinging  to  the  dead  person  in  the  chronic 
hope  of  his  return,  while  at  the  same  time 
dreading  this  possibility.  This  chronic  hope 
critically  differentiates  pathological  grief  from 
depression,  since  in  depression  the  ego  is  in  a 
state  of  helplessness.15  The  contradiction  in 
this  fearful  but  eager  and  absorbing  search 
reflects  the  ambivalence  with  which  the  dead 
person  had  been  regarded  in  life.  Both  the 
negative  and  positive  aspects  of  this  search  are 
unconscious  and  become  clear  only  through 
psychotherapeutic  investigation.  The  patho- 
logical mourner  typically  speaks  of  the  dead 
in  the  present  tense— “My  father  has  curly 
hair.”— “My  brother  likes  cars.”  He  charac- 
teristically dreams  about  the  dead  person,  who 
appears  undisguised  and  engaged  in  a life- 
and-death  struggle  from  which  the  mourner 
tries  to  rescue  him  in  a painful  effort  thwarted 
each  time  by  his  awakening.3,4  The  dreams 
repeat,  and  are  inconclusive  each  time.  Pre- 
occupation with  the  dead  person  often  in- 
creases to  the  point  where  the  mourner  loses 
the  thread  of  his  daily  life.  One  of  our  pa- 
tients, for  example,  changed  his  wife’s  place 
of  burial  three  times  in  three  years,  and  was 
about  to  effect  a fourth  change  when  he  came 
into  treatment.  He  was  preoccupied  with 
the  thought  of  her  not  being  happy  with  his 
choice.  Typically,  the  patient  feels  that  the 
dead  person  is  “buried”  in  his  breast  like  a 
foreign  body  there  (an  introject).  Some  carry 
on  inner  conversations  with  their  intro jects. 
The  historical  knowledge  of  the  death  is  there, 
but  doubt  nevertheless  surfaces  unexpectedly 
and  with  compelling  force,  particularly  on 
an  anniversary.  It  was  four  years  after  the 
death  of  his  father  that  one  of  our  patients, 
while  walking,  saw  on  the  street  a man  whose 
appearance  from  the  back  reminded  him  of 
his  father.  Although  he  knew  full  well  that 
his  father  was  dead,  he  felt  compelled  to  run 
past  the  man  and  turn  to  look  into  his  face 
to  see  if  this  was  his  father.  Such  patients  are 
typically  fascinated  with  the  concept  of  rein- 
carnation3,4,5 which  engenders  in  them  dread 
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as  well  as  hope.  They  usually  manage  to  deny 
the  existence  of  the  grave  by  staying  away 
from  it,  and  sidestep  the  responsibility  of  pro- 
viding a gravestone,  which  represents  evidence 
of  death  and  burial  in  a symbolism  which  is 
unacceptable. 

I will  review  some  related  developmental 
concepts  to  account  for  another  characteristic 
we  found  among  all  our  pathological  mourn- 
ers—the  use  of  what  we  came  to  call  a linking 
object .6  Psychiatrists  have  long  been  able  to 
demonstrate  that  it  takes  the  first  36  months 
of  life  for  the  infant  to  individuate,16  to  break 
away  from  the  mother-child  unit,  and  to  feel 
and  behave  on  his  own  behalf  and  not  simply 
as  an  extension  of  the  mothering  figure.  In 
his  clinical  practice  the  psychiatrist  sees  many 
adult  patients  whose  problems  stem  from  this 
separation-individuation  process,  and  some 
who  have  never  achieved  a complete  differen- 
tiation from  the  mother-child  unit  in  spite  of 
advance  in  chronological  age. 

One  of  the  familiar  devices  employed  by 
the  young  child  to  handle  the  problem  of 
separation  from  the  mother  is  the  “security 
blanket”  which  readers  of  Peanuts  comics  will 
connect  with  Linus.  Typically,  an  object  like 
this  blanket— something  soft  and  recognizable 
by  its  odor— is  adopted  by  the  child  for  solace, 
especially  at  bedtime,  and  clung  to.  Psychia- 
trists call  these  “transitional  objects”  17  in  rec- 
ognition of  the  fact  that  each  represents  a 
bridge  across  the  chasm  that  is  opening  be- 
tween the  child  and  its  mother,  and  even  a 
place  for  the  pondering  of  the  first  blurred 
awareness  of  the  world  outside.  The  transi- 
tional object  is  a manifestation  of  a normal 
developmental  phase,  and  it  is  laid  aside  spon- 
taneously when  it  has  served  its  purpose. 

The  anxiety  of  some  children  over  psychic 
separation  from  the  mother  is  so  intense,  how- 
ever, that  their  comforting  objects  are  used 
in  bizarre  ways,  and  with  undue  concentra- 
tion. They  represent  the  mother  herself,  and 
convey  to  the  child  in  a magical  fashion  the 
actual  presence  of  the  mother.  In  this  case 
we  call  them  childhood  fetishes. 16,18,19 

Our  pathological  mourners  adopted  their 


linking  objects  in  a similar  fashion  and  for  the 
like  purpose  of  dealing  with  a specific  separa- 
tion (death).  I have  dealt  elsewhere  with  the 
similarities  and  differences  between  the  transi- 
tional and  the  linking  object,  and  the  fetish 
and  the  linking  object.  The  latter  are  chosen 
from  among: 

1.  The  belongings  of  the  dead,  sometimes 
something  he  wore,  like  a watch. 

2.  Something  the  dead  person  once  used 
as  an  extension  of  his  senses,  like  a cam- 
era (an  extension  of  seeing). 

3.  A symbolic  or  realistic  representation 
of  the  dead  person,  the  simplest  exam- 
ple of  which  would  be  a photograph. 

4.  Something  at  hand  when  the  news  of 
death  was  received,  or  when  the  mourn- 
er saw  the  body.  These  we  call  last- 
minute  objects  since  they  recall  the  last 
moment  during  which  the  full  impact 
of  the  living  personality  of  the  other 
was  available.  For  example,  one  patient 
received  word  of  his  brother’s  accidental 
death  just  as  he  was  sitting  down  to  play 
a stack  of  phonograph  records,  and  these 
became  his  linking  objects.6 

Linking  objects  should  not  be  confused  with 
the  kind  of  keepsake  which  is  simply  treas- 
ured and  put  to  appropriate  use.  Anyone  might 
value  and  use  his  father’s  watch,  perhaps  at- 
taching considerable  sentiment  to  it.  But  the 
patient  who  clings  to  a linking  object  would 
put  the  watch  away,  be  fastidious  about  know- 
ing exactly  where  it  was  at  all  times,  and  at 
the  same  time  certain  of  being  able  to  avoid 
it  when  this  suited  him.  It  is  as  important  to 
be  able  to  avoid  the  linking  object  as  to  touch 
it.  One  of  our  patients  had  his  linking  object 
in  a car  that  was  wrecked.  He  took  extrava- 
gant pains  to  rescue  it,  and  it  was  the  only 
thing  he  did  salvage  from  the  wreckage. 

The  linking  object  represents  a place  exter- 
nal to  the  self  in  which  the  mourner  can 
magically  accomplish  reunion  with  the  dead 
person.  By  avoiding  this  place  he  can  also 
reduce  the  anxiety  generated  by  the  thought 
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of  such  reunion.  The  deceased  is  not  resting 
in  peace,  but  the  mourner  is  engaged  in  the 
dilemma  of  killing  him  or  saving  him.  The 
basic  formulation  of  a fearful  search  may  await 
the  triggering  effect  of  an  external  event  such 
as  an  anniversary.20,21  Perhaps  the  most  im- 
portant thing  to  remember  is  that  when  it  does 
appear  it  may  be  concealed  behind  the  false 
mask  of  another  condition.  Two  of  our  pa- 
thological mourners  had  been  diagnosed  as 
schizophrenic,  and  this  diagnosis  would  have 
been  adhered  to  had  not  their  symptoms 
quickly  given  way  to  the  brief  psychotherapy 
we  call  re-grieving,1,2,3  designed  specifically 
for  the  relief  of  the  pathological  mourner.  The 
suffering  of  pathological  grief  reaction  is  well 
worth  guarding  against;  the  possibility  that  a 
pathological  mourner’s  disturbance  may  be  at- 
tributed to  a more  severe  and  resistant  clinical 
condition  and  require  prolonged  hospitaliza- 
tion on  that  account  adds  even  more  weight 
to  the  importance  of  (a)  preventing  its  ap- 
pearance whenever  possible,  and  (b)  suspect- 
ing its  existence  when  symptomatic  behavior 
can  be  correlated  with  the  occurrence  of  a 
death. 

The  Role  of  the  Family  Physician 

The  family  physician  should  be  alert  to  the 
absence  of  appropriate  response  to  death.  He 
should  appreciate  the  part  anger  plays  in  grief 
and  understand  that  he  need  not  be  defensive 
against  it  when  it  is  directed  toward  himself. 
Our  experience  with  men  who  had  lost  their 
fathers  in  puberty  indicates  the  wisdom  of 
helping  the  grieving  family  to  understand  that 
they  should  not  “spare”  a young  boy  mourner, 
or  weight  him  down  unduly  with  busywork 
to  distract  him,  but  that  they  should  encourage 
full  expression  of  grief  and  full  participation 
in  funeral  rites.  Those  who  have  gone  through 
puberty  can  grieve  like  adults.22,23  Children’s 
reactions  to  death23  differ  according  to  age, 
but  these  are  beyond  the  scope  of  this  paper 
since  our  study  dealt  with  adults  only.  How- 
ever, even  the  young  child  needs  to  know  that 
the  dead  do  not  return  and  that  grief  is  an 
experience  that  can  have  a beginning  and  an 


end.  It  is  important  for  the  child  to  see 
adults  grieve  and  survive  their  grief.  It  is 
often  within  the  province  of  the  family  phy- 
sician to  allay  guilt,  and  it  is  to  him  that  the 
mourner  will  bring  imitations  of  the  dead  per- 
son’s illness,  as  when  the  widow  of  a coronary 
infarction  victim  complains  of  chest  pains; 
this  may  indicate  depression,  especially  when 
accompanied  by  low  self-esteem.  The  phy- 
sician presented  with  either  guilt  or  somatic 
disturbances  can  encourage  the  expression  of 
his  patient’s  reactions. 

The  most  immediate  and  evident  charac- 
teristic of  pathological  grief  is  its  excessive 
and  disproportionate  nature  and  its  protracted 
course.24  To  diagnose  established  pathological 
grief  the  physician  may,  six  months  after  the 
death,  ask  about  dreams  and  be  on  guard  if 
repeating  dreams  of  the  dead  or  the  interrup- 
tion of  the  patient’s  daily  routine  by  his  pre- 
occupations persist  beyond  the  sixth  month. 
If  he  finds  himself  unable  to  relieve  the  patient 
and  turn  aside  the  development  of  pathological 
grief  reaction,  he  may  consider  psychiatric 
referral. 

One  may  expect  uncomplicated  grief  to 
persist  for  approximately  six  months.  Dur- 
ing this  time  disbelief,  anger  at  others,  anger 
at  the  dead,  and  the  struggle  and  hope  of  keep- 
ing the  dead  alive  will  appear.  Its  course  will 
include  the  sad  surrender  of  this  hope,  disor- 
ganization of  behavior,  fantasies  of  killing  (re- 
killing) the  dead,  and  eventuate  in  the  freeing 
of  energy  toward  new  people  or  things.  The 
physician  can  stand  by  in  a therapeutic  rela- 
tionship although  he  refrain  from  interfering 
with  this  natural  course.  Familiarity  with  the 
process  enables  the  physician  to  help  the  pa- 
tient to  thaw  any  freezing  that  may  threaten 
this  normal  course,  and  to  point  the  way  to 
psychiatric  help  should  that  become  necessary. 

Summary 

I have  sought  to  acquaint  the  physician  with 
what  to  expect  from  the  bereaved,  and  the 
identification  of  grief  reactions  that  can  pre- 
sage pathology.  When  the  process  of  griev- 
ing- over  a death  does  not  take  its  usual  course. 
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the  mourner  may  have  complicated  initial  re- 
sponses or  develop  later  pathological  reactions. 
Established  pathological  grief  reactions  are 
sufficiently  specific  to  be  described  as  consti- 
tuting a unique  clinical  entity  in  spite  of  the 
fact  that  death  may  also  trigger  other  neurotic, 
psychotic,  or  psychosomatic  conditions.  This 
paper  deals  with  both  the  natural  and  patho- 
logical course  of  grief,  and  offers  suggestions 
for  the  family  physician  in  preventing  the 
development  of  the  latter  and  dealing  with  it 
should  it  occur. 
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Public  Health.... 


MACK  I.  SHANHOLTZ,  M.D. 
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Meeting  Virginia's  Environmental  Problems 


A hundred  years  ago  an  environmental 
crisis,  propagated  by  a burgeoning  population 
compacting  itself  into  industrialized  urban  cen- 
ters, caused  concerned  citizens  to  unite. 
Through  their  combined  actions  which  re- 
sulted in  the  creation  of  many  health  agencies, 
they  were  able  to  assault  the  environmental 
problems  of  their  day.  Health  personnel  were 
rallied,  and  through  their  efforts  the  devastat- 
ing enteric  diseases  and  epidemics  of  a century 
ago  are  now  all  but  eradicated. 

A similar  concern  is  being  witnessed  in  re- 
sponse to  today’s  people  and  pollution  prob- 
lems, and  we  in  public  health  are  meeting  our 
diverse  responsibilities  head-on.  We  are  at- 
tacking environmental  problems  on  many 
fronts. 

Among  the  fundamentals  upon  which  our 
programs  have  been  built  and  are  operated 
are  prevention  and  promotion.  These  prin- 
ciples have  enabled  us  to  keep  abreast,  even 
ahead,  of  most  problems  and  to  maintain  an 
acceptable  equilibrium  in  our  environment. 

Admittedly,  there  are  occasions  when  our 
efforts  fail  because  of  deficiencies,  but  we 
usually  continue  to  assault  the  problem  until 
it  is  solved. 

We  are  in  the  enviable  position  of  having 
local  health  departments  in  all  of  the  138  po- 
litical subdivisions  in  the  State.  Each  is  pro- 
vided with  a team  of  public  health  experts 
who  can  offer  the  minimum  basic  everyday 
public  health  requirements  unique  to  the  needs 
of  the  particular  community.  Should  occasion 
demand  additional  assistance  and/or  special- 
ized services,  the  resources  of  the  State  Health 
Department  can  be  immediately  rallied  and 
committed  to  any  community. 

For  example,  after  the  night  of  August  19, 


1969,  when  Hurricane  Camille  dumped  30 
inches  of  rain  on  Amherst  and  Nelson  coun- 
ties leaving  a wake  of  death  and  destruction, 
all  local  health  department  and  State  Health 
Department  personnel  were  mobilized  to  meet 
this  crisis.  Under  the  leadership  of  the  local 
health  director,  his  staff,  and  those  profession- 
als sent  to  assist  him,  fundamental  services 
were  provided  which  had  an  immediate  in- 
fluence on  the  health,  safety  and  welfare  of 
the  survivors. 

They  examined  food  supplies  for  contam- 
ination, helped  establish  temporary  housing, 
and  restored  the  services  of  both  public  and 
private  water  supplies  and  sewage  disposal 
systems.  This  was  a job  which  adequately 
demonstrates  the  ability  of  our  department 
to  respond  to  a crisis. 

But,  what  of  the  everyday  vital  needs  for 
prevention?  In  the  past  year  the  department 
recorded  700,000  services  to  the  public  in  en- 
vironmental health.  Services  in  insect,  air 
pollution,  rodent,  rabies,  weed,  bird  and  acci- 
dent control,  and  other  such  general  environ- 
mental programs  exceeded  200,000.  In  addi- 
tion, 400,000  services  were  offered  in  the  bet- 
ter known  public  health  programs,  namely 
“Water”,  “Food  and  Milk”,  “Housing”,  and 
“Sewage  Disposal”.  Two  other  venerable  pro- 
grams, “Solid  Wastes”  and  “Radiological 
Health”  were  also  receiving  increasing  atten- 
tion. 

Water 

The  bold  leadership  of  public  health  en- 
gineers, doctors,  dentists  and  sanitarians  re- 
garding water  supplies  has  resulted  in  dramatic 
accomplishments  in  disease  prevention.  This 
leadership  continues  today,  including  the  sur- 


Volume  99,  May,  1972 


541 


veillance  of  all  public  and  semi-public  systems, 
and  is  complemented  by  our  laboratories  which 
examine  some  25,000  water  samples  annually, 
including  tests  for  potentially  dangerous  mi- 
croorganisms, radioactive  products  and  heavy 
metals. 

Food  Surveillance 

Between  1.5  and  2 million  meals  are  served 
to  the  public  daily  in  Virginia  and  our  people 
work  closely  with  all  representatives  of  food 
establishments.  Through  this  alliance  we  have 
been  able  to  promote  one  of  the  finest  food 
services  anywhere. 

By  present  records,  the  odds  are  one  in 
2,000,000  that  one  person  in  a family  of  three 
and  a half  persons  would  become  ill  if  he  ate 
every  meal  at  an  approved  restaurant. 

Housing 

We  do  not  have  statewide  responsibility  for 
a housing  program.  Many  urban  areas  have 
local  ordinances  and  the  local  governments 
have  delegated  the  responsibility  of  the  hous- 
ing program  to  their  local  health  department, 
illustrating  the  State  Health  Department’s 
“flexibility”— the  ability  to  adapt  to  local 
needs. 

Over  100,000  services  were  given  last  year 
by  those  local  departments  so  involved.  These 
services  are  showing  results,  as  is  exemplified 
by  what  Richmond  City  has  been  able  to  do. 
One  result  of  the  program  in  Richmond  has 
been  the  reduction  of  the  number  of  lead 
poisoning  cases  in  children,  from  12  a year 
in  the  mid-sixties,  to  one  last  year.  The  meas- 
ures they  have  taken  should  prevent  future 
cases. 

Sewage  Disposal 

Sewage  disposal  is  historically  and  tradi- 
tionally a health  program  and  an  enormous 
amount  of  time  and  energy  is  devoted  to  this 
program.  Physicians,  engineers  and  sanitarians 
combine  their  knowledge  and  skills  in  what 
seems  an  endless  struggle  to  perfect  an  effec- 
tive program.  Last  year  the  sanitarians  re- 
corded over  160,000  statewide  services  in  sew- 


age disposal.  Of  our  many  diversified  pro- 
grams this  one  is  the  most  difficult  to  effec- 
tively resolve  to  everyone’s  satisfaction.  Legal 
and  technical  ramifications  are  ever  present 
and  nature’s  complex  and  rigid  rules  if  ignored 
effectuate  severe  penalties.  If  there  are  any 
imperfections  on  our  part,  we  can  expect  pol- 
luted streams  or  wells,  obnoxious  odors,  de- 
clining property  values,  and  increased  poten- 
tial for  the  spread  of  disease  followed  by 
public  outcries. 

Our  population  is  not  only  waxing,  but  of 
equal  significance,  it  is  affluent,  highly  mobile, 
particularly  over  the  new  long  weekends.  This 
does  create  many  problems.  People  seek  the 
peace,  quiet  and  solitude  of  the  seashore,  or 
mountains.  Instead  they  find  tent  cities  on  the 
mountain  tops,  and  throngs  at  the  waterfronts; 
they  wait  in  line  to  acquire  a campsite  and 
they  wait  in  line  to  enter  a comfort  station. 
The  impatient  seek  the  woods  and  find  their 
trip  fraught  with  unusual  dangers. 

Last  year,  in  one  rural  county,  over  2.7 
million  camp  site  registrations  were  made.  Can 
vou  visualize  the  environmental  and  ecological 
impact? 

On  the  local  scene,  subdivisions  proliferate 
everywhere  and  as  the  price  of  land  skyrockets 
there  are  those  that  are  now  attempting  to 
develop  the  lowlands,  the  wetlands,  even  the 
marshlands  in  their  quest  for  profit.  For  the 
health  department  these  and  other  related 
topical  subjects  create  monumental  problems 
that  we  must  and  do  meet  daily. 

Solid  Wastes 

Solid  waste  disposal  is  another  perplexity 
which  demands  immediate  attention.  Today 
each  person  produces  an  average  of  five 
pounds  of  solid  waste  daily.  In  Virginia  this 
is  almost  10  billion  pounds  annually.  We  have 
had  an  interest  in  this  problem  for  many  years 
because  of  its  public  health  significance.  Im- 
properly handled  refuse  supports  rats  and  in- 
sects, causes  water  and  air  pollution  and  de- 
stroys and  damages  property  values  every- 
where. Solid  wastes  have  marred  and  destroy- 
ed the  beauty  of  much  of  our  land. 


542 


Virginia  Medical  Monthly 


Throughout  the  years  the  State  Health  De- 
partment, although  lacking  legal  authority,  has 
spearheaded  and  promoted  solid  waste  prac- 
tices. In  1970  the  General  Assembly  realized 
that  a voluntary  program  could  not  cope  with 
the  present  or  future  problems  associated  with 
solid  wastes.  It  authorized  the  State  Board  of 
Health  to  promulgate  regulations  which  would 
regulate  and  prescribe  methods  of  solid  waste 
disposal.  By  January  1,  1972,  every  town, 
county  and  city  was  required  to  submit  a 20 
year  disposal  plan  and  after  July  1,  1973,  open 
dumping  will  be  illegal.  In  cooperation  with 
other  State  agencies  and  with  the  local  gov- 
ernments it  is  contemplated  that  great  progress 
will  be  made,  in  the  immediate  years  ahead, 
toward  solving  this  massive  and  complex 
problem. 

Radiological  Health 

In  addition  to  liquid  and  solid  wastes  other 
hazardous  wastes  require  our  attention.  Our 
Section  of  Radiological  Health  has  formulated 
rules  and  regulations  which  have  been  sent 
to  the  State  Board  of  Health  for  consideration 
and  adoption.  The  Health  Department  is  the 
responsible  agency  to  see  that  ionizing  radia- 
tion does  not  become  a public  health  problem. 
Approximately  one-half  of  the  radiation  that 
man  now  receives  is  man-made  and  the  po- 
tential for  increased  exposure  is  mounting. 
Afindful  of  this,  x-ray  equipment  is  periodi- 
cally inspected  and  we  are  monitoring  the 
background  radiation  in  those  areas  where 


nuclear  power  plants  are  under  construction. 
This  will  afford  us  the  opportunity  to  deter- 
mine if  there  is  any  marked  increase  in  radia- 
tion levels  once  the  plants  become  operational. 

Natural  bodies  of  water,  silt,  oysters,  milk 
and  other  items  are  being  sampled  on  a con- 
tinuing basis  to  determine  the  kinds  and 
amounts  of  radio-nuclides  present.  Such  in- 
formation provides  an  index  as  to  the  amount 
entering  the  food  chain.  With  this  informa- 
tion we  can  determine  what  concentration 
might  be  expected  in  the  highest  organism  . . . 
MAN. 

Non-ionizing  radiation,  although  not  yet 
of  great  public  health  significance,  is  also  com- 
ing under  our  scrutiny.  Radar  ranges  and 
stoves  are  being  used  in  greater  numbers  in 
food  preparation  establishments.  As  a service 
we  are  offering  to  check  this  microwave  equip- 
ment for  hazardous  energy  leaks.  AVhen  such 
is  discovered,  and  it  is  frequently,  we  can 
advise  the  users  of  the  dangers  of  exposure 
and  make  recommendations  as  to  what  can  be 
done  to  correct  the  problem. 

These  briefly  described  programs  show,  at 
least  in  part,  that  we  are  increasing  our  man- 
power efforts  in  meeting  the  environmental 
problems  for  which  we  have  responsibility. 
We  are  structured  and  trained  to  deliver  any 
health  service,  be  it  basic,  supportive  or  spe- 
cialized—and  we  can  deliver  where  needed, 
when  needed,  effectively  and  efficiently  to 
fulfill  our  role  in  meeting  the  “environmental 
crisis”. 
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Identifiable  Prescription,  a Helpful  Aid 
in  Drug  Overdosage 

In  1970,  the  number  of  individual  case  re- 
ports of  accidental  ingestion  among  children 
under  five  years  of  age  submitted  to  the  Na- 
tional Clearinghouse  for  Poison  Control  Cen- 
ters reached  70,897.  Of  these  reports,  49.6 
percent  involved  medications,  15.2  percent  in- 
volved cleaning  and  polishing  agents,  and  the 
remaining  35.2  percent  involved  such  items  as 
cosmetics,  pesticides,  plants,  turpentine,  paints, 
and  petroleum  products. 

Poison  prevention  campaigns  have  contrib- 
uted to  a steady  decline  in  deaths  among 
youngsters  from  causes  due  to  poisoning.  Gov- 
ernor Holton  proclaimed  March  19-25,  1972, 
as  Poison  Prevention  Week  in  our  Common- 
wealth. Activities  for  that  week  revolved 
around  the  National  Poison  Prevention  Week 
theme  “Search  and  Destroy  Poison”.  An  im- 
portant objective  of  Poison  Prevention  Week 
is  to  make  adults  cognizant  of  the  need  for 
poison  prevention. 

Special  emphasis  has  been  devoted  to  aspirin 
toxicity  for  the  past  few  years.  Limitations 
have  been  placed  on  the  quantity  of  children’s 
aspirin  packaged  per  bottle,  and  some  manu- 
facturers have  been  voluntarily  utilizing  safety 
closures.  Food  and  Drug  Administration  reg- 
ulations were  published  in  the  Federal  Register 
for  February  6,  1972,  (to  be  effective  in  180 
days)  requiring  “child-proof”  closures  for  as- 
pirin and  products  containing  aspirin.  These 
standards  do  not  apply  to  products  not  in- 
tended for  use  in  the  home.  Public  education 
programs  have  also  contributed  to  the  decline 
in  the  percentage  of  reported  poisonings  from 
aspirin  (13.6%  in  1970  compared  to  19.0% 
in  1969). 

While  the  percentage  of  case  reports  of 
poisoning  from  aspirin  declined  over  the  past 
four  years  the  percentage  of  case  reports  of 
poisoning  from  other  medications  has  in- 
creased. Physicians  and  pharmacists  can  con- 
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tribute  to  poison  prevention  by  supplementing 
each  prescription  with  the  warning  “keep  this 
medication  out  of  the  reach  of  children”.  Em- 
phasis on  the  possible  dangers  resulting  from  a 
single  ingestion  of  larger  than  therapeutic 
amounts  of  the  medication  will  enhance  the 
warning’s  meaningfulness. 

When  a patient  is  admitted  to  a hospital 
emergency  room  for  treatment  of  drug  over- 
dose, the  identification  of  the  toxic  agent  is 
mandatory  for  expedient,  effective  therapy. 
The  days  of  medication  mysticism  and  clan- 
destine communications  no  longer  exist.  To- 
day’s patient  is  generally  well  informed  as  to 
the  therapeutic  indication  and  acquisition  cost 
of  medications  prescribed.  The  medication 
container  is  often  available  to  the  clinician 
treating  the  toxic  patient.  It  is  quite  beneficial 
and  certainly  in  the  patient’s  best  interest  if 
the  prescription  label  states  the  name,  strength, 
and  quantity  of  drug  prescribed.  It  is  a rare 
exception  when  such  labeling  is  not  in  the 
patient’s  best  interest.  If  your  child  took  a 
full  bottle  of  medication  prescribed  for  you, 
wouldn’t  you  want  to  have  its  name  on  the 
label  to  assist  the  physician  in  assessing  poten- 
tial toxicity  and  in  providing  therapy?  A state- 
ment such  as  “label  as  to  name,  strength,  and 
quantity  of  medication  dispensed”  written  on 
the  face  of  the  prescription  is  sufficient  to  in- 
struct the  pharmacist  to  include  this  informa- 
tion on  the  medication  label.  An  apathetic 
attitude  toward  the  labeling  of  medications 
may  be  the  determinant  of  life  or  death. 

Melvin  D.  Br annan 

AMA/AMPAC  Public  Affairs  Work- 
shop 

Perhaps  one  of  the  biggest  events  in  medi- 
cal political  history  took  place  at  the  Wash- 
ington-Hilton  Hotel  in  Washington,  D.  C., 
beginning  on  March  10,  1972,  and  culminat- 
ing with  a speech  by  the  Honorable  Joel  T. 
Broyhill,  Republican  Congressman  from  the 
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Tenth  Congressional  District  of  Virginia,  on 
March  12,  1972.  Congressman  Broyhill  is  the 
chief  patron  on  the  AMA  sponsored  Medi- 
credit  Bill.  Congressman  Broyhill,  in  his  talk 
to  those  present,  did  not  try  to  conceal  the 
fact  that  medicine  has  an  np-hill  fight  in  pend- 
ing medical  legislation.  However,  he  assured 
those  present  that  if  they  are  willing  to  move 
forward  with  all  the  energy  they  have,  they 
can  win  over  those  who  seek  to  deprive  the 
medical  profession  of  its  traditional  freedoms. 

A special  AMPAC  Leadership  Conference 
took  place  on  March  10.  One  of  the  topics 
covered  was  the  Election  Reform  Act  of  1971 
and  how  it  affects  PAC  organizations.  This 
was  discussed  in  detail  by  Mr.  James  J.  Mc- 
Namara, Assistant  Director  of  the  Corporate 
Law  Department  of  AMA.  The  next  topic 
was  entitled,  “PAC  Organization— Analyzing 
Your  Effectiveness”.  This  discussion  centered 
around  medical  candidate  support  committees 
and  actions  of  the  State  PAC  Board  during  an 
election  year. 

The  balance  of  the  day  was  spent  in  work- 
shop sessions  having  to  do  with  AMA’s  new 
research  tool,  CD  2000.  In  essence  this  com- 
prises exercises  in  employing  survey  research 
which  will  assist  in  making  specific  decisions 
during  a political  campaign. 

On  the  evening  of  March  10,  a very  impres- 
sive reception  was  held  for  Workshop  parti- 
cipants at  the  John  F.  Kennedy  Center  for  the 
Performing  Arts  in  Washington.  Following 
the  reception,  a number  of  Workshop  partic- 
ipants attended  a concert  given  by  the  noted 
pianist,  Van  Cliburn.  Everyone  reported  a 
most  enjoyable  evening. 

March  11  was  the  big  day  for  Workshop 
participants.  The  meeting  began  with  a ren- 
dition from  the  United  States  Air  Force  Band 
and  Joint  Armed  Forces  Color  Guard.  Work- 
shop participants  enjoyed  a wealth  of  infor- 


mation submitted  during  the  day  by  many 
noted  and  learned  speakers.  Among  the  sub- 
jects discussed  were:  “Where  We  Are  and 
Where  We’re  Going,  National  Health  In- 
surance—’72”  and  “The  Political  Climate— 
’72”. 

Saturday  evening  will  long  be  remembered 
by  the  Virginia  delegation.  VaMPAC  won 
two  awards  in  national  PAC  membership  com- 
petition. VaMPAC  placed  second  in  “All 
Events”  category  and  third  in  “Ratio  of  Mem- 
bers to  Potential”.  These  awards  were  pre- 
sented to  Baxter  H.  Byerly,  M.D.,  Chairman 
of  VaMPAC,  by  Hoyt  D.  Gardner,  M.D., 
Chairman  of  the  AMPAC  Board  of  Directors, 
at  a most  elegant  awards  dinner.  A beautiful 
plaque  was  awarded  VaMPAC  in  recognition 
of  their  achievements. 

VaMPAC  was  again  in  the  limelight  on 
March  12.  The  VaMPAC  billing  program  was 
used  as  a model  by  a panel,  w'hich  discussed 
its  merits  and  success  over  the  past  several 
years.  Virginia  was  ably  represented  at  this 
Workshop.  The  Chairman  of  VaMPAC,  Ex- 
ecutive-Secretary, and  six  members  of  the 
Board  of  Directors  were  present.  The  Presi- 
dent of  The  Medical  Society  of  Virginia, 
President  Elect,  Executive  Secretary,  and  four 
Councilors  were  also  in  attendance.  Richard 
E.  Palmer,  M.D.,  Member  of  the  Board  of 
Trustees  of  the  American  Medical  Association, 
could  also  be  counted  among  physicians  from 
Virginia  who  were  present. 

It  was  particularly  gratifying  to  note  the 
excellent  attendance  of  officers  and  members 
of  the  Woman’s  Auxiliary  to  The  Medical 
Society  of  Virginia.  This  is  a sure  and  en- 
couraging sign  that  the  wives  of  Virginia  phy- 
sicians are  becoming  more  and  more  active  in 
the  political  arena  and  will  play  a most  impor- 
tant role  in  all  future  political  campaigns  and 
elections. 
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President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President  . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary . . . Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 

50th  Anniversary  Convention — 

San  Francisco 

Southern  hospitality  will  give  way  to  the 
warm  western  welcome  to  all  members  of  the 
auxiliary  when  the  50th  Anniversary  Conven- 
tion of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Medical  Association  opens  in  San  Fran- 
cisco June  18-22. 

Highlighting  the  activities  will  be  a tribute 
to  the  accomplishment  of  the  first  50  years  of 
the  auxiliary.  This  will  be  held  in  conjunction 
with  the  opening  of  the  AMA  House  of  Dele- 
gates, June  18th.  The  meeting,  a first  for  the 
auxiliary,  will  feature  a multimedia,  slide- 
sound  presentation  depicting  the  auxiliary’s 
work  in  films  and  fluid  light,  with  live  talent 
and  band. 

Activities  will  be  interesting,  stimulating  and 
varied,  just  as  is  the  host  city  itself.  Every- 
one’s favorite  city,  San  Francisco,  is  a modern, 
progressive  city  which  still  treasures  its  color- 
ful and  vigorous  past.  Matchless  restaurants, 
cosmopolitan  stores,  theaters  and  galleries  are 
open  to  you,  the  visitor,  all  to  be  enjoyed  in  an 
ever-changing,  always  picturesque  setting. 

Do  plan  your  summer  vacation  and  travel 
westward  to  join  the  50th  Anniversary  Con- 
vention and  you  will  see  why  Rudyard  Kip- 
ling said,  “San  Francisco  has  only  one  draw- 
back—’tis  hard  to  leave.” 

Convention  Schedule 

Pre-Convention  Meeting— June  16,  17  and 

18— Board  of  Directors  and  Committees. 

June  18 

Opening  of  the  AMA  House  of  Delegates— 


Salute  to  the  Auxiliary.  Hilton  Hotel  Ball- 
room—2:00  P.M. 

Reception  and  Party  honoring  the  president 
and  president-elect.  Grand  Ballroom,  St. 
Francis  Hotel— 5:00  P.M.  to  7:00  P.M. 
Members,  husbands  and  guests  invited. 

June  1 9 

Formal  Opening— 9:00  A.M.  Business  of  the 
House  of  Delegates. 

Election,  1972-3  Officers  and  Directors. 

Luncheon— Guest  Speaker— Art  Linkletter, 
Grand  Ballroom,  St.  Francis  Hotel— 1:00 
P.M.  Members,  husbands  and  guests  invited. 

1972-3  Board  of  Directors  meeting— 2:30 
P.M. 

June  20 

Idea  Exchange— State  Presidents  Program 
Presentation— 9:00  A.M.  All  members  in- 
vited. 

Keynote  speaker— Dr.  Edward  Stainbrook, 
Professor  and  Chairman,  Department  of 
Human  Behavior,  USC  School  of  Medicine. 

Luncheon  and  Fashion  Show— 12:00  noon. 
An  unusual  showing  of  Oriental  fashions. 
All  members  and  guests  invited. 

Idea  Exchange— continued  2:30  P.M. 

June  21 

House  of  Delegates  General  Meeting  9:00 
A.M.  to  12:00  noon.  Awards,  reports,  in- 
stallation of  officers.  Inaugural  Address— 
Mrs.  Robert  F.  Beckley 

Post-convention  program  for  state  presi- 
dents and  presidents-elect. 

Further  information  on  the  auxiliary  con- 
vention and  on  activities  for  the  youth  can  be 
secured  by  writing  to  the  Woman’s  Auxiliary 
to  the  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

Karen  K.  Painter 
(Mrs.  William  E.) 
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On  Re-Examination  for  Doctors  of  Medicine 

AS  THE  FAINT,  DISTANT  RUMBLE  on  a hot  summer  afternoon 
heralds  the  approaching  storm,  so  does  the  talk  of  those  within  and  cut- 
side  the  profession  of  periodically  re-licensing  all  physicians  and  re-certifying 
all  specialists. 

Those  advocates  of  re-examination  within  our  ranks  are  for  the  greater  part 
not  malevolent  toward  their  colleagues,  and  genuinely  feel  there  is  a need; 
I cannot  be  so  charitably  disposed  toward  the  advocates  outside  our  ranks, 
the  politicians,  social  planners,  and  the  like:  many  would  sell  their  birthright 
for  less  than  Esau’s  pottage  to  further  their  own  ends.  Their  accusation  that 
greed  is  second  nature  to  us  doctors  has  beaten  our  flanks  raw;  how  natural 
to  continue  our  debasement  by  picturing  us  as  bumbling  incompetents  need- 
ing supervision  (theirs)  at  every  turn. 

Like  every  other  part  of  that  frail  human  fabric,  medical  practice  could 
be  improved.  How  best  to  do  this  is  the  question.  Many  propositions  in  life, 
and  in  medicine  in  particular,  are  taken  to  be  true  just  because  it  seems  they 
ought  to  be  true:  “forcing”  fluids  is  good  for  “colds”;  eight  glasses  of  water 
a day  and  eight  hours  of  sleep  with  “fresh”  air  pouring  through  an  open 
window  promote  good  health.  (I  await  proof  of  these  statements.)  Sim- 
ilarly, re-examination  of  doctors  is  good,  and  will  elevate  medical  practice. 

What  is  a competent  practitioner  of  medicine?  To  answer  pragmatically, 
he  is  an  effective  member  of  the  medical  team  that  delivers  day  to  day  care; 
he  is  an  effective  link  in  this  team  in  solving  the  myriads  of  medical  problems 
that  pass  daily  through  his  consultation  room.  He  is  not  to  be  judged  by  his 
recognition  and  management  of  the  0.5%  exotic  and  esoteric,  but  by  his 
recognition  and  management  of  the  99.5%  commonplace. 

To  solve  a social  problem,  we  must  be  certain  the  problem  is  real,  and  then 
we  must  define  its  nature  and  scope.  Is  there  widespread  incompetence  in 
medical  practice?  I have  no  mathematically  certain  answer,  but  have  intima- 
tions: demand  for  the  refresher  courses  at  our  national  radiological  meetings 
is  so  great  that  admittance  is  limited  to  those  with  tickets,  and  many  are 
turned  away.  Our  profession  is  second  to  none  in  making  capital  of  its  mis- 
takes, recording  them  in  print  for  our  colleagues  the  world  over  to  see  and 
to  learn  from.  Such  an  attitude  borders  on  the  incomprehensible  to  a non- 
medical mentality.  Medical  meetings  proliferate  almost  endlessly;  the  num- 
ber of  medical  books,  of  journals,  and  their  sales  continue  to  soar.  Does  this 
sound  like  a somnolent  profession  decaying  with  incompetence? 

Those  inglorious  dictators  of  past  and  present  have  found  that  if  you  re- 
peat the  big  lie  long  and  often  enough,  it  will  be  believed.  For  example,  we 
have  heard  for  so  long  that  medical  care  is  a right,  just  like  the  right  to  private 
property,  that  we,  too,  within  the  profession  are  mouthing  this  shibboleth. 
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(The  interested  reader  might  consult  Robert  Sade’s  wise  and  courageous  dis- 
course: Medical  Care  as  a Right:  A Refutation.  New  Eng.  J.  Med.  285:1292, 
December  2,  1971.)  The  persisting  crescendo  of  our  alleged  incompetence 
from  the  self-serving  politician,  from  the  sensational  press,  from  the  enter- 
tainment media,  and  from  the  renegades  among  us  must  not  drive  us  into  a 
defensive  corner  and  make  us  prove  our  competence  in  the  public  forum. 

We  know  that  although  our  record  for  self-policing  is  not  perfect,  it  is 
enviable  in  relation  to  that  of  other  professions.  Every  medical  staff  is  em- 
powered to  drop  from  its  rolls  those  it  considers  incompetent;  only  those  of 
us  who  have  experienced  this  painful  process  know  the  agony  it  entails  for 
both  the  accused  and  the  accuser.  The  infrequency  of  such  proceedings  is 
taken  by  many  people  as  evidence  that  physicians  “look  after  each  other”. 
Rather,  it  is  evidence  that  we  physicians  are  aware  of  the  innumerable 
nuances  of  a given  medical  situation,  that  we  ourselves  might  have  reacted 
in  the  same  way  under  the  same  circumstances,  and  that  we  ourselves,  this 
very  day,  might  innocently  fall  into  one  of  the  hundred  pitfalls  that  lurk 
behind  every  one  of  our  hundred  daily  decisions. 

Let  us  assume  widespread  incompetence  among  us  has  been  proved.  What 
are  our  options? 

The  unpalatability  of  re-examination  for  doctors  of  medicine  to  many  of 
us  non-academicians  stems  from  several  causes.  In  the  case  of  re-certification, 
the  memory  of  the  oral  ordeal  between  quaking  candidate  and  stern  master 
a quarter  century  ago  is  recalled.  Many  of  us  would  find  a repetition  de- 
meaning, understandably  resenting  such  a relationship,  especially  in  the  not 
inconceivable  case  when  the  experience  of  both  examiner  and  examinee  in 
the  test  material  is  roughly  comparable.  We  would  be  much  happier  with 
a colloquy  where  both  might  learn,  and  where  both  will  see  that  medicine 
is  net  divisible  into  academic  and  non-academic,  but  into  good  and  bad.  As 
one  wag  put  it:  “Yes,  I’d  like  to  be  examined,  but  if  I wanted,  I should  like 
to  examine  my  examiner  after  he  has  finished  examining  me;  one  can  forget 
a mighty  lot  practicing  in  the  field,  but  then  again  he  can  learn  a mighty  lot, 
too.” 

To  others  of  us  the  subject  of  re-examination  for  doctors  of  medicine  con- 
jures up  the  formal  written  paper.  The  profession  is  getting  increasing 
experience  with  written  examination  of  this  type  designed  for  the  graduate 
physician.  Several  of  the  medical  specialty  groups,  such  as  Internal  Medicine, 
Orthopedics,  General  Surgery,  and  Radiology  have  prepared  self-evaluation 
tests. 

Since  I have  first  hand  experience  with  the  written  test  in  Radiology,  I 
must  confine  my  remarks  to  this. . The  test  is  taken  voluntarily,  and  is  de- 
signed to  demonstrate  areas  of  weakness  which  the  taker  might  take  steps 
to  remedy.  The  promoters  are  one  in  disavowing  any  use  of  these  tests  in 
re-certification,  but  the  following  statement  from  the  President  of  the  Amer- 
ican Board  of  Radiology  (which  “has  decided  that  it  will  engage  in  this 
activity  of  recertification”)  is  of  interest:  “The  self  evaluation  examinations 
offered  by  the  American  College  of  Radiology  may  be  of  considerable  value 
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in  preparation  for  the  recertification.’'  It  follows,  then,  that  the  type  of  the 
two  examinations  might  well  be  similar.  I considered  the  test  a doubtful 
instrument  to  measure  competence  as  I have  defined  it  above:  for  example, 
8%  of  the  questions  involved  knowledge  of  thoracic  mesothelioma,  a disease 
that  has  been  recorded  once  in  the  last  five  years  in  this  two  hundred  bed 
hospital  with  two  certified  pathologists.  There  was  too  much  reward  for 
recognizing  accessory  hemidiaphragm,  and  not  enough  for  recognizing  ever 
so  subtle  changes  in  the  left  hilus  (indicating  a bronchogenic  carcinoma)  in 
a patient  who  was  examined  because  he  had  fallen  hurting  his  right  ribs.  It 
is  doubtful  in  my  mind  whether,  at  least  in  radiology,  any  such  written  test 
can  ever  be  devised  to  satisfactorily  detect  the  fruits  of  an  intelligently  ex- 
perienced experience  fashioned  in  the  hot  flame  of  daily  practice. 

The  test-makers  themselves  deny  that  their  test  demonstrates  competence, 
but  claim  it  merely  a vehicle  for  self-education.  Will  less  friendly  outsiders 
take  the  same  view? 

What  worries  me  is  the  quality  of  the  cloak  of  anonymity  that  has  been 
promised  us  who  have  taken  these  tests.  In  an  era  when  penetration  of  even 
high  national  security  has  resulted  in  the  Ellsberg  and  i\nderson  papers,  when 
Ralph  Nader’s  Harvard  Law  School  alleged  scores  have  been  made  public, 
what  confidence  can  we  put  in  any  organizational  pledges  of  secrecy?  Can 
we  be  certain  there  is  not  a lower  echelon  clerk  who  might  succumb  to  the 
lure  of  the  fast  and  easy  “buck'’?  What  fodder  would  the  results  of  these 
tests  make  for  the  Kennedys  on  the  Senate  floor!  How  incompetent  must 
this  profession  be  when  even  the  experts  were  unable  to  answer  one  out  of 
three  questions.  The  lay  mind  would  find  it  hard  to  accept  that  the  body  of 
medicine  is  so  large  that  even  the  greenest  tyro  after  30  minutes  in  the  library 
could  devise  a test  that  would  stump  the  master. 

Thus,  the  profession  must  do  some  hard  thinking  before  it  encourages  the 
profusion  of  these  graded  tests,  not  only  because  some  people  might  consider 
the  test  an  indicator  of  competence  (which  even  the  test-makers  don’t), 
but  also  because  of  their  potential  for  perversion  in  improper  hands.  Despite 
their  great  potential  as  an  instrument  for  self-instruction,  it  might  be  debated 
that  these  tests  would  be  no  more  appealing  to  the  group  that  needs  them  than 
the  already  existing  tools  for  self-instruction. 

What  can  we  physicians  do  to  raise  the  caliber  of  medical  practice,  a job 
properly  ours  and  best  done  by  us?  We  must  continue  to  improve  the  caliber 
of  the  people  entering  the  study  of  medicine  by  further  defining,  and  seek- 
ing, those  characteristics  in  the  candidates  that  can  be  related  to  a profession- 
ally successful  career;  we  must  devise  systems  for  re-entry  into  the  academic 
milieu  for  those  who  feel  the  need  of  professional  refreshment,  not  as  mere 
observers  but  as  participants  with  responsibilities  commensurate  with  their 
qualifications;  we  must  make  review  journals  more  attractive  and  more  geared 
to  the  needs  of  the  practitioner  to  keep  him  from  floundering  in  the  morass 
of  unproved  or  unimportant  detail;  we  must  reinvigorate  our  regulatory  ef- 
forts against  incompetence  among  our  own,  distasteful  and  sad  though  the 
duty  be.  Work  on  self-instructional  devices,  such  as  non-graded  self-evalua- 
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tion  tests,  should  be  continued  for  their  intrinsic  worth,  not  because  we  must 
formulate  our  tests  before  the  government  formulates  theirs:  only  doctors 
can  examine  doctors. 

If  we  decide  some  sort  of  testing  to  evaluate  competence  is  really  necessary, 
the  only  one  with  any  validity  would  be  visits  at  the  side  of  the  examinee 
in  his  own  milieu.  Organizational  detail  would  be  formidable. 

All  the  options  of  performing  this  job  of  raising  the  caliber  of  medical 
practice  are  ours,  and  will  remain  ours  unless  we  forfeit  them  by  indolence,, 
negligence  or  pusillanimity.  When  the  Federal  Government  threatened  his 
union,  the  redoubtable  John  L.  Lewis  said  he  had  never  seen  coal  mined 
with  a bayonet.  Similarly,  only  we  can  practice  medicine. 

Summary 

The  increasing  talk  of  re-examining  all  physicians  stems  from  both  ideal- 
istic and  selfish  reasons.  We  should  not  be  pushed  into  this  re-examination 
until  a definite  need  has  been  demonstrated.  The  present  graded  self-evalua- 
tion tests,  although  an  excellent  tool  for  self-education,  fall  far  short  of  eval- 
uating competence  in  day  to  day  practice,  and  may  even  carry  the  potential 
of  harm  if  the  results  were  to  fall  into  unauthorized  hands.  No  test  short  of 
observing  the  physician  in  his  own  milieu  can  accurately  reflect  his  com- 
petence. Since  only  physicians  can  practice  medicine  and  examine  other 
physicians,  all  the  options  for  improving  medical  practice  are  ours,  unless 
we  foolishly  surrender  them. 

Christian  V.  Cimmino,  M.D. 


Reality  versus  Fantasy 

A FINAL  ARTICLE  about  socialized  medicine— at  least  for  the  present. 

Last  month  an  editorial  appeared  in  the  Virginia  Medical  Monthly  deal- 
ing with  a series  of  articles  published  in  the  New  York  Times  last  fall  by 
correspondent  Anthony  Lewis  who  extolled  the  virtues  of  socialized  medi- 
cine in  the  United  Kingdom  and  decried  the  evils  of  medicine  currently  prac- 
ticed in  the  United  States.  In  mid-March  another  laudatory  article  appeared 
in  American  newspapers,  this  time  by  Associated  Press  writer  Anthony  Col- 
lins, dealing  with  the  National  Health  Services  in  Great  Britain.  The  given 
name  Anthony  must  be  a generic  one  applied  to  American  writers  who  reside 
in  England  and  who  find  only  good  in  the  present  system  of  medicine  in 
the  UK.  These  “Tonys”  who  live  abroad  appear  to  share  an  occupational 
myopia  that  prevent  them  from  distinguishing  good  medicine  from  poor 
medicine. 

One  appalling  excerpt  suffices  to  give  Anthony  Collins’  idea  of  what  con- 
stitutes good  medicine: 

“London-Perry  felt  a sharp  pain  in  his  abdomen.  He  was  rushed  to  a 
hospital  to  have  his  appendix  out  and  spent  five  days  getting  top-flight 
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treatment  and  tests.  . . The  doctor  came  to  Perry’s  house,  diagnosed  the 
illness  as  apparent  appendicitis  and  called  an  ambulance.  He  was  given  a 
pain-killing  drug  at  a hospital  and  kept  overnight  for  observation  in  a 
crowded  ward,  then  operated  on  the  next  morning.  During  his  five-day 
stay  in  the  old  but  adequate  hospital  he  was  given  a blood  test,  a chest 
x-ray  and  various  painkillers  and  sedatives.  . . The  only  thing  Perry  paid 
for  directly  (sic)  was  a bottle  of  codeine,  prescribed  as  a pain  killer  to 
ease  his  recuperating  at  home.  The  total  bill:  50  cents.” 

It  is  all  rather  sad  and  even  pathetic  but  the  danger  lies  in  such  a widely 
syndicated  article  being  read  by  millions  of  Americans  who  cannot  tell  the 
difference  between  modern  medicine  and  the  “pain  killing”  variety  our 
cousins  are  receiving  in  Great  Britain.  Now  let  us  leave  Anthony  and  Perry 
and  his  appendix  and  learn  about  a case  report  that  concerned  the  British 
uncle  of  a Richmond  internist,  Dr.  Dennis  A.  J.  Morey,  who  received  a de- 
tailed account  of  his  kinsman’s  misadventures. 

In  the  early  fall  of  1970  his  uncle  developed  pain  in  his  gall  bladder  and  he 
was  advised  by  his  physician  to  apply  for  admission  in  the  regional  general 
hospital.  This  he  did  and  in  October  he  received  the  following  letter  from 
the  superintendent  of  the  hospital.  Admittedly  the  epistle  is  dull,  apologetic 
and  repetitious  but  it  should  be  read  in  its  entirety: 


“The  General  Hospital, 
Northampton, 

NNl  5BD 

“Dear  Sir  or  Madam, 

“You  will  be  aware  that  your  name  (or  that  of  your  child)  appears  on 
the  Waiting  List  for  admission  to  Northampton  General  Hospital,  and 
you  will  naturally  be  wondering  when  you  are  likely  to  be  admitted. 

“This  is  unfortunately  something  which  we  cannot  tell  you  with  a 
degree  of  certainty,  but  we  can  at  least  explain  why  definite  arrangements 
for  your  admission  cannot  be  made  a long  way  ahead.  This  hospital  deals 
with  a tremendous  number  of  emergency  patients,  that  is,  patients  who 
suddenly  become  in  need  of  urgent  treatment  and  must  be  admitted  at 
once,  and  it  is  because  we  never  know  exactly  how  many  of  these  emer- 
gency cases  we  shall  be  called  upon  to  deal  with,  that  we  cannot  make 
a defmate  (sic)  long-term  plan,  with  patients  on  the  waiting  list. 

“If  you  are  on  the  waiting  list,  you  might  have  to  wait  quite  a long  time, 
and  we  realise  how  inconvenient  this  may  be  for  you,  but  what  it  really 
means  is  that,  by  comparison  with  all  other  cases  we  have  to  deal  with, 
your  case  cannot  be  regarded  as  medically  urgent,  and  thus  deserving  of 
special  priority. 

“There  is  always  the  possibility,  of  course,  that  after  you  have  received 
your  examination,  and  your  name  has  been  placed  upon  the  waiting  list, 
your  condition  may  unexpectedly  deteriorate,  and  if  you  are  experiencing 
pain,  you  should  go  to  your  own  doctor,  and  if  he  considers  that  your 
condition  now  warrants  some  priority  he  will  notify  us  to  that  effect  and 
we  shall  do  the  best  we  can  to  speed  up  your  admission.  On  the  other 
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hand,  if  your  condition  improved  and  you  decide  that  you  do  not  want 
an  operation  (and  you  should  not  come  to  such  a decision  without  con- 
sulting your  own  doctor),  or  if  you  have  an  operation  undertaken  else- 
where, or  if  you  leave  this  locality  permanently,  please  inform  us  so  that 
your  name  may  be  removed  from  the  waiting  list  and  someone  else  who  is 
waiting  may  take  your  turn.  Occasionally  beds  which  are  available  at 
the  hospital  are  “wasted”  for  a day  or  two  because  the  patient  we  have 
sent  for  no  longer  needs  to  come  in,  but  has  not  told  us  so  beforehand. 

“When  you  are  sent  for  to  come  into  hospital,  you  will  receive  notice 
of  only  one  or  two  days,  longer  notice  being  impossible  for  the  reasons 
mentioned  above.  You  may  even  receive  a telegram  to  come  at  once,  if 
for  example,  we  suddenly  find  ourselves  with  one  or  two  beds  available 
than  we  had  anticipated.  On  the  other  hand,  very  occasionally,  patients 
are  unlucky,  and  after  receiving  notice  to  come  in,  receive  a telegram 
cancelling  it,  or  sometimes  find,  on  arrival  at  the  hospital,  that  they  cannot 
after  all  be  admitted,  and  it  happens,  very  occasionally,  that  patients  ac- 
tually admitted  to  hospital  and  awaiting  operation  have  to  be  sent  home 
at  practically  a minute’s  notice  to  make  room  for  more  urgent  cases. 

“We  realise  that  when  these  things  happen  (and  fortunately  they  do  not 
happen  very  often)  it  is  intensely  irritating  and  inconvenient  to  the  pa- 
tients, but  you  should  not  assume  that  such  steps  are  taken  without  good 
reason,  or  that  they  arise  from  bad  organisation.  You  have  only  to  think 
of  the  complete  impossibility  of  predicting  the  road  and  rail  accidents 
which  might  occur,  to  realise  that,  with  the  best  will  in  the  world,  we 
simply  cannot  avoid  occasional  disappointments  of  the  nature  referred  to 
above.  The  only  way  we  could  avoid  it  would  be  to  keep  more  beds 
empty  to  cover  any  emergencies  which  might  arise,  but  this  would  mean 
that  everybody  on  the  waiting  list  would  have  longer  to  wait  because 
fewer  beds  would  be  available  for  them. 

“If  you  know  that  you  are  going  to  be  away  for  a time,  or  for  some 
other  reason  cannot  accept  admission  if  offered  at  a particular  time,  let 
us  have  this  information  and  if  you  did  not  give  it  when  you  were  put 
on  the  waiting  list,  please  notify  us  now,  that  is  if  you  think  that  the  time 
when  you  will  not  be  available  is  at  all  likely  to  coincide  with  the  time 
when  we  might  send  for  you  for  admission. 

“If  it  is  your  child  who  is  on  the  waiting  list,  and  important  school 
examinations  he  ahead,  let  us  know  the  dates  of  these  so  that  admission 
to  hospital  may  not  interfere  unduly  with  scholastic  work.  Whether  or 
not  you  have  previously  given  this  information,  if  your  child  is  sent  for 
to  come  into  hospital  at  a time  which  would  seriously  hinder  school  work, 
let  us  know  and  we  will  try  to  arrange  an  alternative  date. 

“When  you  were  put  on  the  waiting  list  you  may  have  been  given  a 
very  rough  idea  of  approximately  how  long  you  would  have  to  wait  before 
admission  to  hospital.  While  I realise  that  your  probable  date  of  admis- 
sion is  something  you  would  very  much  like  to  know,  it  is,  for  many  rea- 
sons beyond  our  control,  a date  which  is  quite  impossible  to  estimate  with 
any  degree  of  accuracy.  During  the  past  few  years  we  have,  upon  request 
of  patients,  made  attempts  to  estimate  the  probable  duration  of  a patient’s 
wait  on  the  waiting  list,  and  many  of  these  estimates  have  proved  very 
inaccurate  and  perhaps  rather  misleading.  While  we  still  will,  on  the  re- 
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quest  of  a patient,  attempt  to  estimate  the  period  which  the  patient  will 
spend  on  the  waiting  list  before  admission  to  hospital,  any  such  estimate 
can  be  given  only  on  the  clear  understanding  that  it  may  not  be  even 
approximately  accurate. 

“If  there  is  any  further  information  you  want,  of  medical  nature,  you 
should  see  your  own  doctor,  and  he  will  obtain  it  for  you,  or  he  will  per- 
haps arrange  a further  appointment  at  the  hospital.  If  you  want  any  fur- 
ther information,  write  to  me  and  I will  do  my  best  to  give  it  to  you,  or 
tell  you  where  you  may  obtain  it. 

“Finally,  if  your  wait  is  a long  one,  please  try  to  remember  that  this 
situation  is  worrying  not  only  for  you  but  also  for  the  hospital  authorities 
whose  officers  are  constantly  working  at  a very  high  pressure  to  keep 
the  waiting  time  of  patients  down  to  a minimum.  Our  objective  is 
the  same  as  yours,  and  that  is  to  get  you  into  hospital  at  the  earliest  possible 
moment. 

Yours  faithfully, 

S.  G.  HILL 

Superintendent ” 

In  the  fullness  of  time,  seven  months  later  to  be  exact,  he  was  notified  on 
May  12,  1971,  that  a bed  was  available  in  the  hospital.  After  the  usual  pre- 
hminaries  he  was  then  subjected  to  a new  war  of  nerves  for  on  three  suc- 
cessive days  he  was  prepared  and  given  a pre-operative  hypodermic  only  to 
have  the  operation  cancelled  due  to  lack  of  time  on  the  operative  schedule 
or  inability  to  obtain  an  available  surgeon.  On  the  fourth  day  a cholecystec- 
tomy was  done  and  eventually  he  returned  home,  doubtless  with  the  ubi- 
quitous “pain  killer”. 

But  his  adventures  were  not  entirely  over.  Shortly  afterward  he  developed 
pain  and  jaundice  which  required  treatment  by  his  family  physician.  He 
attributed  this  to  mischief  in  his  biliary  tract.  Eventually  the  jaundice  cleared 
up  and  so  far  as  we  know  he  has  returned  to  his  usual  activities. 

So  this  is  nationalized  medicine— the  type  that  the  Anthonys  and  the  Hero 
of  Chappaquiddick  wish  to  see  in  this  country.  If  Americans  knew  what 
socialized  medicine  really  meant,  they  would  have  no  part  of  it.  But  our 
bleeding  heart  liberals  and  self-seeking  politicians  carefully  conceal  the  other 
side  of  the  coin. 

H.  J.  W. 
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News 


• • • • 


Calendar  of  Events 

“Management  of  Acute  Respiratory  Failure”— Sponsored  by  Division  of  Pul- 
monary Diseases,  Department  of  Medicine,  /Medical  College  of  Virginia  and 
the  University  of  Virginia— Richmond — May  18-20,  1972. 

Annual  Spring  Forum  for  Child  Psychiatry — Sponsored  by  Virginia  Treat- 
ment Center  for  Children  and  Division  of  Child  Psychiatry,  Medical  College 
of  Virginia— Richmond— May  26,  1972. 

Annual  Symposium  Sponsored  by  Norfolk  General  Hospital— Chrysler  Audi- 
torium located  in  Scope— Norfolk— Aday  26-27,  1972. 

“Psychopharmacology  and  the  Aging  Patient”— Sponsored  by  Center  for  the 
Study  of  Aging  and  Human  Development  and  Department  of  Psychiatry, 
Duke  University  Medical  Center— Durham,  North  Carolina— May  29-31, 
1972. 

Alumni  Scientific  Assembly— A Continuing  Education  Program  of  the  /Medical 
College  of  Virginia— June  2,  1972. 

Orthopedic  Residents  Papers— Sponsored  by  Division  of  Orthopedic  Surgery- 
Medical  College  of  Virginia— June  2,  1972. 

Medical  College  of  Virginia  Alumni  Association— Richmond — June  3-4,  1972. 
“Cardiac  Arrhythmias”— Sponsored  by  Council  on  Clinical  Cardiology,  Ameri- 
can Heart  Association  and  Tidewater  Heart  Association — Cavalier  Hotel— 
Virginia  Beach— June  8-11,  1972.  For  information  contact  Dr.  C.  L.  Baird, 
Jr.,  Box  894,  Medical  College  of  Virginia,  Richmond  23219. 

22nd  Annual  Scientic  Assembly— Virginia  Academy  of  Family  Physicians— 
Conference  Center— Williamsburg— June  14-17,  1972. 

Symposium  on  Breast  Feeding— Sponsored  by  Mary  Immaculate  Hospital,  New- 
port News— Holiday  Inn,  Interstate  64  and  Route  258— Hampton — June  15-17, 
1972. 

American  Medical  Association— Annual  Convention— San  Francisco— June  18- 
22,  1972. 

Congress  on  Occupational  Health — Sponsored  by  AMA— The  Drake— Chicago 
—September  11-12,  1972. 

National  Conference  of  State  Medical  Association  Representatives  on  Con- 
tinuing Medical  Education— Ambassador  Hotel— Chicago— October  24-26, 
1972. 

The  Medical  Society  of  Virginia — Annual  Meeting— Williamsburg— November 
5-8,  1972. 

“Children  with  Learning  Disabilities”— Conference  Sponsored  by  Virginia 
Council  on  Health  and  Medical  Care— Sheraton  Inn— Fredericksburg — No- 
vember 19-21,  1972. 

American  Medical  Association— Clinical  Meeting — Cincinnati,  Ohio— November 
26-29,  1972. 

w "TV*  'A*  ‘7v“ 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

During  the  month  of  March,  the  following 
members  were  admitted  into  The  Medical  So- 
ciety of  Virginia: 

Frederick  Philip  Alpern,  M.D.,  Richmond 
Robert  J.  Bettini,  M.D.,  Arlington 
Allen  Evans  Combs,  M.D.,  Newport  News 
Kevin  Conway,  M.D.,  Roanoke 
Richard  Elden  Davis,  M.D.,  Norfolk 
Sterling  Randolph  Decker,  M.D., 

Virginia  Beach 

Patience  Dalhouse  Des  Prez,  M.D., 
Alexandria 

Jean  Marie  Dowling,  M.D.,  Virginia  Beach 
David  Lewis  Durica,  M.D.,  Portsmouth 
Kemal  Hamdi  Elbirlik,  M.D., 

Charlottesville 

Joseph  Edward  Fields,  M.D., 

Williamsburg 

John  McVay  Garvin,  M.D.,  Roanoke 
Carol  Hedden  Hackett,  M.D.,  Arlington 
John  Peter  Hackett,  M.D.,  Arlington 
L.  Gregg  Halloran,  M.D.,  Richmond 
Henry  Tucker  Harrison,  Jr.,  M.D., 
Richmond 

George  Lindsay  Hickam,  M.D.,  Roanoke 
William  Trowell  Humphrey,  M.D., 

Norfolk 

Waverly  Glenn  Hurt,  M.D.,  Richmond 
William  Thompson  Johnstone,  M.D., 
Richmond 

Russell  Allen  Jones,  M.D.,  Clifton  Forge 
Gerdi  D.  Kelsey,  M.D.,  Virginia  Beach 
Marvin  Noaman  Lougheed,  M.D.,  Roanoke 
Linda  Gail  Rhoads  Lynch,  M.D., 

Rocky  Mount 

George  E.  Marak,  Jr.,  M.D.,  Alexandria 
Brian  Nils  Meringoff,  M.D.,  Falls  Church 
Terry  Oliver  Miller,  M.D.,  Lynchburg 
Prospero  M.  Miranda,  M.D.,  Norton 
William  Templeton  Norris,  Jr.,  M.D.,  Salem 
William  Hubert  Orsinger,  M.D.,  Arlington 
David  I.  Rosen,  M.D.,  Hampton 


Thomas  John  Schulz,  M.D.,  Winchester 
Houchang  Sendi,  M.D.,  Alexandria 
Baikunth  K.  Singh,  M.D.,  Washington,  D.C. 
Howard  Garnett  Snead,  M.D.,  Winchester 
Henry  Madison  Snell,  M.D.,  Petersburg 
Vincent  Joseph  Speckhart,  M.D.,  Norfolk 
Ann  Hoaque  Stewart,  M.D.,  Williamsburg 
William  Henry  Story,  M.D.,  Harrisonburg 
B.  J.  Tucker,  M.D.,  Norfolk 
Alfonso  Ignacio  Vergara,  M.D., 

Falls  Church 

Alfred  Mitchell  Vinson,  M.D.,  Norfolk 
Robert  Lannes  Wood,  M.D.,  Richmond 

Culpeper  County  Medical  Society. 

Dr.  J.  Bernard  Jones  is  president  of  this 
Society;  Dr.  Robert  L.  Cassidy,  vice-presi- 
dent, and  Dr.  P.  Declan  Burke,  secretary- 
treasurer.  All  officers  are  from  Culpeper. 

Dr.  James  T.  Tucker, 

Richmond,  has  been  elected  president  of  the 
University  of  Richmond’s  chapter  of  Phi  Beta 
Kappa. 

Dr.  Robert  J.  Faulconer, 

Norfolk,  has  been  appointed  by  Governor 
Holton  to  the  Board  of  Visitors  of  William 
and  Mary  College.  He  has  been  named  for  a 
four-year  term. 

First  Annual  Virginia  Beach  Sports  Sym- 
posium, 

Sponsored  by  the  xMedical  Society  of  Vir- 
ginia Beach,  will  be  held  at  the  Colonial  High 
School  on  May  20th.  Morning  and  afternoon 
sessions.  General  practice  credit  applied  for. 
Programs  supplied  on  request  to  xMrs.  Ward, 
Executive  Secretary,  General  Hospital  of 
Virginia  Beach.  For  further  information  con- 
tact Dr.  R.  W.  Waddell  at  428-9080. 
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Postgraduate  Medical  Seminar  Cruise. 

Georgetown  University  School  of  Medicine 
has  announced  its  Sixth  Postgraduate  Medical 
Seminar  Cruise  from  October  6th  to  October 
26th.  This  year  the  teaching  cruise  will  be 
to  the  Mediterranean  and  Black  Seas.  The 
M.S.  Hamburg  will  serve  as  the  classroom  with 
calls  at  Ports  in  Italy,  the  Riviera,  the  Greek 
Islands  and  Russia. 

Further  information  may  be  obtained  from 
the  Allen  Travel  Service,  565  Fifth  Avenue, 
New  York  10017. 

For  Rent  or  Sale. 

Modem  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  flu- 
oroscope  room,  supply  rooms.  Oil  heat  fur- 
nace in  basement.  Plenty  of  parking  space. 

Suitable  for  doctors,  lawyers,  etc.  Present 


doctor  tenant  has  moved  into  his  new  build- 
ing. Lucrative  area  and  considerate  patients. 

For  information  contact  R.  P.  Beckwith,  Jr., 
M.D.,  2801  Hey  Road,  Richmond,  Virginia 
23224.  Phone  276-5830.  (Adv.) 

Wanted  and  Needed. 

Physicians,  either  locum  tenens  or  perma- 
ment  replacement,  for  my  general  practice  on 
the  Eastern  Shore  of  Virginia,  effective  July 
1972.  For  details  write  or  call  R.  K.  Brown, 
M.D.,  Eastville,  Virginia  23347. 

Emergency  Room  Physician. 

351  bed  community  hospital,  southwest 
Virginia  and  upper  east  Tennessee  area.  Ten- 
nessee license  required.  Present  group  of  four 
doctors  expanding  to  five.  $30,000  plus  an- 
nually and  liberal  benefits.  Write  or  call  Ex- 
ecutive Director,  Bristol  Memorial  Hospital, 
Bristol,  Tennessee  37620.  Phone  615-968-1 121. 
(Adv.) 
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Obituary 
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Dr.  Aurelius  McGarvey  Wallace, 

Gate  City,  died  January  29  at  the  age  of 
ninety-seven.  He  received  his  medical  degree 
from  the  University  of  Louisville  in  1903  and 
practiced  medicine  for  sixty-nine  years  in  his 
native  Scott  County  and  Sullivan  County, 
Tennessee.  Dr.  Wallace  was  a member  of  the 
Holston  V alley  Community  Hospital  Staff. 
He  had  been  president  of  the  Scott  County 
Medical  Society  and  a member  of  The  Medi- 
cal Society  of  Virginia  since  1904.  He  was  a 
Life  Member  of  the  Virginia  Chapter  of  the 
Flying  Physicians  Association. 

His  wife,  a son  and  a daughter  survive  him. 

Dr.  Theodore  Baldwin  McCord, 

Fairfax,  died  March  21st  following  a five- 
month  illness.  He  was  sixty-seven  years  of 
age  and  a graduate  in  medicine  from  North 
Western  University,  Chicago.  Dr.  McCord 
moved  to  Fairfax  in  1939  where  he  continued 
his  practice  until  his  recent  illness.  He  was  a 
member  of  the  original  Board  of  Trustees  of 
Fairfax  Hospital  and  served  as  the  second  pres- 
ident of  the  hospital  staff.  He  was  a member 
of  the  Fairfax  Hospital  and  Health  Center 
Commission.  Dr.  McCord  held  the  position 
of  County  Coroner  for  five  years.  He  was 
active  in  the  Rotary  Club,  serving  as  its  presi- 
dent in  1951.  Dr.  McCord  was  a former  pres- 
ident of  the  Fairfax  County  Medical  Society 
and  had  been  a member  of  The  Medical  So- 
ciety of  Virginia  for  thirty-two  years. 

His  wife,  a daughter  and  two  sons  survive 
him. 

Dr.  Payne. 

Dr.  Boyd  Hawthorne  Payne  died  on  January 
30,  1972,  in  the  King’s  Daughters’  Hospital.  He 


had  practiced  medicine  in  Staunton  since  1937, 
and  due  to  ill  health,  had  retired  from  the  Staff 
of  the  King’s  Daughters’  Hospital  in  1969. 

He  was  born  on  June  15,  1899,  in  Clifford, 
Virginia.  He  received  his  B.A.  and  M.A.  degrees 
from  the  University  of  Virginia  and  came  to 
Staunton  as  principal  of  Robert  E.  Lee  High 
School.  After  nine  years  in  this  position,  he  en- 
tered the  University  of  Virginia  Medical  School 
and  received  his  M.D.  degree  in  1935.  He  in- 
terned at  the  Parkland  General  Hospital  in  Dallas, 
Texas,  and  then  returned  to  Staunton  where  he 
began  the  practice  of  medicine. 

He  served  in  the  Army  Air  Force  during 
World  War  II  and  was  released  from  active  duty 
in  1946  with  the  rank  of  major. 

Dr.  Payne  had  many  interests  and  was  active 
in  church,  civic,  and  professional  affairs.  He 
was  a member  of  Trinity  Episcopal  Church. 
He  was  an  active  member  of  the  Staunton  Ro- 
tary Club,  president  in  1940-41,  held  a perfect 
attendance  record  for  34  years,  and  was  the  au- 
thor of  the  Rotary  Code  of  Ethics.  He  was  a 
past  president  of  the  Virginia  Chapter  of  the 
Academy  of  General  Practice  and  was  a mem- 
ber of  the  following  medical  societies:  Augusta 
County  Medical  Society,  Medical  Association  of 
the  Valley  of  Virginia,  The  Medical  Society  of 
Virginia,  American  Medical  Association,  Tri- 
State  Medical  Society,  American  Academy  of 
General  Practice  and  the  World  Medical  Asso- 
ciation. 

He  was  a member  of  the  Glenmore  Hunt 
Club,  the  Cotillion  Club,  and  at  one  time  was 
active  in  scouting.  He  was  well  known  for  his 
antique  collecting. 

Dr.  Payne  is  survived  by  his  wife. 

Dr.  Payne  will  be  missed  and  ever  remembered 
by  those  who  had  the  pleasure  of  his  association. 

Be  it  resolved  that  a copy  of  this  record  be 
placed  in  the  minutes  of  the  Medical  Staff  of  the 
King’s  Daughters’  Hospital  and  a copy  sent  to 
his  wife. 
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Dr.  Richman. 

On  January  10,  1972,  Dr.  Louis  J.  Richman 
died  in  Riverside  Hospital  in  Newport  News  of 
myocardial  insufficiency. 

He  was  born  in  Baltimore  in  1900  and  came 
to  Newport  News  with  his  family,  where  he 
resided  the  remainder  of  his  life.  He  attended 
the  University  of  Virginia  Undergraduate  and 
Medical  School,  receiving  his  M.D.  in  1922.  After 
an  Internship  in  Sinai  Hospital  in  Baltimore,  he 
began  the  practice  of  medicine  and  surgery  in 
Newport  News  in  1924,  remaining  in  active  prac- 
tice until  his  death.  His  wife,  one  son,  and  three 
grandchildren  survive  him. 

He  was  a member  of  the  Newport  News 
Medical  Society,  the  Virginia  Peninsula  Acad- 
emy of  Medicine,  The  Medical  Society  of  Vir- 
ginia, the  American  Medical  Association,  the 
Southern  Medical  Association,  and  the  American 
Society  of  Abdominal  Surgeons.  He  served  in 
turn  as  Chief  of  Staff  and  as  Chief  of  the  Surgi- 
cal Service  at  Riverside  Hospital  and  taught 
surgery  to  the  student  nurses  for  over  15  years. 
A deeply  religious  man,  he  remained  actively 
involved  on  the  Advisory  Board  of  Adath 
Jeshurun  Synagogue  most  of  his  adult  life. 


A man  who  loved  life  and  lived  it  to  the  full- 
est, Dr.  Richman  was  of  that  too  rare  breed  of 
doctor,  a complete  physician.  His  care  of  his 
patients  was  total,  cradle  to  grave.  His  surgical 
skill  was  of  the  highest  order.  He  was  a warm 
and  devoted  friend  to  his  patients. 

He  loved  youth.  A devotee  of  sports,  he  served 
without  emolument  as  team  physician  to  the 
local  professional  baseball  team.  He  avidly  fol- 
lowed the  mercurial  fortunes  of  his  alma  mater’s 
sports  ventures,  as  often  as  possible  in  person.  It 
was  his  custom  to  leave  a cash  gift  to  each  intern 
at  the  Riverside  Hospital  each  Christmas  for 
many  years,  in  the  days  when  house  officers’  pay 
was  a mere  token. 

Your  committee  requests  that  his  memorial  be 
made  a part  of  the  permanent  records  of  this 
Society,  that  a copy  be  forwarded  to  The  Medi- 
cal Society  of  Virginia  for  publication  in  the 
Monthly,  and  that  a copy  be  sent  to  his  family 
with  an  expression  of  sympathy  from  this 
Society. 

Irving  Berlin,  M.D. 

Francis  G.  Horne,  M.D. 

Robert  J.  Frank,  M.D. 

John  T.  Myles,  M.D. 
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Before  deciding  to  make  Valium 
diazepam)  part  of  your  treatment 
dan,  check  on  whether  or  not  the 
>atient  is  presently  taking  drugs 
nd,  if  so,  what  his  response  has 
>een.  Along  with  the  medical  and 
ocial  history,  this  information  can 
idp  you  determine  initial  dosage, 
he  possibility  of  side  eff  ects  ana 
he  ultimate  prospects  of  success 
>r  failure. 

While  Valium  can  be  a most 
idpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
s excessive  psychic  tension  per- 
ists  and  should  be  discontinued 
then  you  decide  it  has  accom- 
ilished  its  therapeutic  task.  In 
eneral,  when  dosage  guidelines 
re  followed,  Valium  is  well 
olerated  (see  Dosage).  For  con- 
enience  it  is  available  in  2-mg,  5-mg 
nd  10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
orted  side  effects. 

Until  response  is  determined, 
atients  receiving  Valium  should 
e cautioned  against  engaging  in 
azardous  occupations  requiring 
omplete  mental  alertness,  such 
s driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard.  ■%. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  stein  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  biood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2 V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 
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Guest  Editorial 


The  M.D.s  Non-Technical  Reading 

ONE  WHO  IS  NEITHER  A PROFESSOR  nor  other  professional  pedant 
has  to  have  great  presumption  to  point  out  to  mature  men  what  they 
ought  to  read  to  avoid  being  mere  technicians  or  the  marionette  interpreters 
of  laboratory  data.  I will,  therefore,  let  Montaigne  absolve  me:  “I  have 

here  only  made  a nosegay  of  culled  flowers  and  have  brought  nothing  of 
my  own  but  the  thread  that  ties  them  together.” 

The  association  of  medicine  and  literature  has  been,  through  the  years, 
long  and  intimate.  Osier,  in  his  respected  text,  “The  Principles  and  Practice 
of  Medicine,”  supports  his  clinical  picture  of  sunstroke  by  quoting  the  Bible 
(2  Kings  Chapt.  IV).  His  essav  on  Keats  and  Thomas  Dover  in  his  “Ala- 
bama Student”  are  as  close  to  literature  as  to  medicine.  J.  Chalmers  DaCosta, 
of  Philadelphia,  and  Wilder  Penfield,  of  Montreal,  two  surgeons  of  our  own 
time,  cite  the  one  Dickens  and  the  other  Dostoievsky.  Joseph  Collins,  of 
New  York,  in  his  stimulating  book,  “The  Doctor  Looks  at  Literature”  (1923) 
writes  penetratingly  of  James  Joyce,  Feodor  Dostoievsky,  Georges  Duhamel 
(himself  trained  as  a physician),  D.  H.  Lawrence  and  others.  Collins  thought 
that  D.  H.  Lawrence  got  an  unsurpassed  capacity  for  narrative  and  metaphor 
from  the  Old  Testament. 

One  can  continue  to  pile  up  evidence  for  the  wisdom  of  reading  in  gen- 
eral literature  as  a desirable,  if  not  mandatory,  attribute  for  the  M.D.  It  has 
always  been  so  and  in  an  age  when  T.  V.  learning  has  been  substituted  for 
the  culture  of  the  humanities,  it  is  a necessity  to  rescue  the  medical  man  from 
the  danger  of  becoming  a stereotyped  automaton.  One  might  even  use  an 
analogy  from  a little  book  on  digital  computers  as  to  the  difference  between 
data  and  information.  Data  is  the  technical  knowledge  the  doctor  must  have, 
and  information  means  the  desired  content  of  the  data  or  to  quote  precisely 
the  words  of  the  text:  “Data”  means  the  mass  of  facts  about  a single  subject 
and  “information”  means  the  desired  content  of  the  data. 

If  this  analogy  is  valid,  the  doctor's  general  reading  should  help  to  put  the 
data  into  perspective,  into  an  arrangement  to  apply  to  the  human  being  in 
the  form  of  information.  In  spite  of  our  idolatrous  pride  of  laboratory  data 
processing,  we  have  as  yet  no  way  of  weighing,  measuring  or  observing 
mind,  directly.  Here  the  laboratory  skills  desert  us  and  we  can  only  assume 
mind  from  behavior,  and  literature  worthy  of  its  name  should  hold  the  mirror 
up  to  nature;  that  is,  to  human  behavior. 


To  attempt  to  give  a complete  list  of  a doctor’s  general  reading  would 
be  to  go  on  a fool’s  errand.  It  is  not  amiss,  however,  to  point  out  some  of 
the  basics  that  are  known  to  those  who  have  already  travelled  the  road.  First, 
the  Bible  with  emphasis  on  the  Old  Testament.  Secondly,  “The  Rubaiyat  of 
Omar  Khayyam”,  Cervantes’  “Don  Quixote  de  la  Mancha”,  (Everyman’s 
and/or  Modern  Library  English  Translation),  Shakespeare’s  plays— see  the 
plays  if  possible,  then  read. 

Among  the  poets  a doctor  might  wisely  follow  Osier’s  choices  in  his  essay 
on  “Collecting  a Library”  in  the  collection  called  “A  Way  of  Life  and  Other 
Essays”  (Dover  1958).  The  poets  he  names  are  Shelley,  Keats,  Milton  and 
John  Donne. 

The  delightful  essays  in  Osier’s  “Alabama  Student”  and  “Aequimintas”  are 
reading  that  is  both  relaxing  and  enlightening. 

Any  compiled  list  must  of  necessity  be  tentative,  a point  of  departure. 
Everyone  will  naturally  follow  by-paths  of  his  own  choice  leading  from 
the  main  highway.  To  this  writer  an  excellent  point  of  departure  is  Louis 
Untermeyer’s  “Makers  of  Our  Modern  World”  (1955).  In  this  volume  of 
some  eight  hundred  pages  are  short  but  comprehensive  biographic  sketches 
with  appended  bibliographies  of  many  diverse  personalities— literary,  scien- 
tific, political.  Painters,  journalists,  theatrical  people,  statesmen  pass  before 
our  eyes  in  intriguing  review;  Winston  Churchill,  Karl  Marx,  Nicholas  Lenin, 
Joseph  Stalin  (described  as  Genghis  Khan  with  a telephone),  Oswald  Spengler, 
Franklin  Delano  Roosevelt,  D.  H.  Lawrence,  Eugene  O’Neil,  Adolph  Hitler, 
F.  Scott  Fitzgerald,  William  Faulkner,  Ernest  Hemingway,  George  Gersh- 
win, Thomas  Wolfe,  Jean  Paul  Sartre,  Mark  Twain,  Dylan  Thomas  and 
many  others. 

And,  finally,  what  Virginia  doctor  is  there  who  does  not  brag  a little  about 
Edgar  Allan  Poe,  who  cast  a long  shadow  over  the  lawn  at  the  University 
of  Virginia?  There  have  been  numerous  other  writers  who  have  followed 
the  devious  course  of  the  Serpentine  Wall.  We  must  not  forget,  too,  dear 
old  William  H.  Taylor,  M.D.,  of  Richmond,  and  his  “Confederate  Sur- 
geon” in  “De  Quibus”  and  what  Virginia  doctor  is  there  who  is  not  at  heart, 
more  or  less,  a Civil  War  buff?  He  must  of  necessity  read  Steven  Vincent 
Benet’s  “John  Brown’s  Body”  which  Herbert  Hoover  said  was  the  finest 
single  volume  on  the  American  Civil  War.  Our  own  Douglas  Freeman’s 
“Robert  E.  Lee”  stands  forth  as  the  monument  not  only  to  a magnificent 
soldier-leader  but  to  one  of  the  noblest  men  on  record.  Dagobert  D.  Runes’ 
“Pictorial  History  of  Philosophy”,  Philosophical  Library,  New  York— 1959, 
is  good  fare  and  not  too  heavy  for  the  average  digestion. 

William  Osier  was  so  right  when  he  said:  “To  practice  medicine  without 
books  is  to  sail  an  uncharted  sea.” 

Percy  G.  Hamlin,  M.D. 

614  Rugby  Road 
Charlottesville , Virginia  22903 
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A Surgical  Legacy 


CHARLES  E.  DAVIS,  JR.,  M.D. 
LEVI  OLD,  JR.,  M.D. 

Norfolk,  Virginia 


ANY  FACTORS  have  contributed  to 
the  marked  improvement  in  the  quality  of 
surgical  care  in  Virginia  over  the  last  few 
decades.  One  very  important  factor  is  the 
vital  role  played  by  two  former  Professors 
of  Surgery  at  each  of  our  State  medical 
schools,  Dr.  Edwin  P.  Lehman  at  the  Univer- 
sity and  Dr.  Isaac  A.  Bigger  at  the  Medical 
College.  Each  served  as  Professor  and  Head 
of  his  Department  for  almost  twenty-five 
years.  Not  only  did  their  professional  tenures 
almost  identically  overlap,  but  they  were  both 
surgical  fundamentalists;  they  were  both  stim- 
ulating and  dedicated  teachers;  they  were  both 
lucid  and  prolific  authors;  and  they  both  pos- 
sessed warm  human  qualities  which  endeared 
them  to  their  associates,  their  residents,  and 
their  students. 

National  recognition  was  accorded  them, 
and  the  elite  of  American  surgery  were  num- 
bered among  their  associates  and  close  personal 
friends.  Those  fortunate  enough  to  have 

O 

served  as  their  residents  received  not  only 
excellent  surgical  preparation  but,  more  im- 
portantly, were  indoctrinated  with  a sound 
philosophy  embodying  appreciation  of  excel- 
lence, the  grave  obligation  of  the  surgeon,  the 
necessity  of  absolute  surgical  integrity,  and 
the  almost  obsessive  desire  to  achieve  one 
hundred  percent  perfection.  Many  others 
now  practicing  in  the  State  of  Virginia  in  var- 
ious fields  also  fondly  remember  these  two 
dedicated  teachers.  A brief  recapitulation  of 
their  strikingly  parallel  careers  follows. 

Edwin  Partridge  Lehman  was  born  in  Ger- 
mantown, Pennsylvania,  on  June  9,  1888.  He 
graduated  from  Williams  College  in  1910  and 
received  his  medical  degree  from  Harvard  in 
1914.  He  was  a John  Harvard  Fellow  in  his 
senior  year.  During  medical  school  and  a sub- 
sequent internship  at  the  Peter  Bent  Brigham 


Hospital,  he  was  exposed  to  and  influenced  by 
many  outstanding  surgeons  including  John 
Homans.  Subsequently,  he  progressed  through 
the  residency  training  program  at  Barnes  Hos- 
pital, St.  Louis.  He  served  two  years  in  the 
Army  Medical  Corps  during  World  War  I 
and  then  returned  to  Barnes  Hospital  to  com- 
plete his  residency.  After  this,  he  joined  the 
faculty  of  Washington  LTniversity  where  he 
rapidly  advanced  from  Instructor  to  full  Pro- 
fessor in  just  six  years.  In  1928,  Stephen  A. 
Watts  retired  as  Professor  of  Surgery  and 
Chairman  of  the  Department  at  the  LTniver- 
sity  of  Virginia  and  Edwin  P.  Lehman  was 


Edwin  Partridge  Lehman 
1888-1954 


selected  to  replace  him,  a position  which  he 
held  until  he  retired  September  1,  1953.  Dr. 
Lehman  died  in  Boston  in  1954  while  attend- 
ing his  fortieth  class  reunion  at  Harvard.  He 
belonged  to  and  participated  actively  in  the 
affairs  of  all  the  important  American  surgical 
organizations.  Dr.  Lehman  received  many  out- 
standing honors  among  which  were  the  Presi- 
dency of  the  American  Cancer  Society,  the 
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Presidency  of  the  Southern  Surgical  Associa- 
tion. and  the  John  Shelton  Horsley  award 
for  cancer  education  in  Virginia. 

Ned  Lehman  was  interested  in  all  aspects 
of  surgery.  Consistent  with  the  Halstedian 
Theory  prevalent  in  that  day,  he  strongly  be- 
lieved that  the  complete  surgeon  should  be 
prepared  to  operate  upon  and  treat  all  types 
of  surgical  problems.  Indeed,  until  the  illus- 
trious C.  C.  Coleman  was  prevailed  upon  to 
serve  as  Professor  of  Neurosurgery  at  both 
State  schools,  Dr.  Lehman  performed  all  the 
surgery  in  that  field  at  the  University  Hos- 
pital. 

Despite  his  multiplicity  of  surgical  interests, 
the  teaching  of  surgery  to  medical  students 
and  house  officers  was  really  his  “thing”. 
Ward  rounds  with  “The  Chief”,  as  he  was 
affectionately  known  to  his  house  officers,  was 
an  education  not  only  in  the  more  practical 
aspects  of  surgery  but  in  surgical  philosophy 
and  medical  history  as  well.  No  student  ever 
forgot  the  bedside  teaching  rounds  with  Dr. 
Lehman,  and  many  were  influenced  to  go  into 
surgical  fields  primarily  because  of  this 
experience. 

Dr.  Lehman  possessed  an  inordinate  ability 
for  writing  and  could  produce  excellent  scien- 
tific papers  quite  rapidly  and  almost  effortless- 
ly. Although  his  surgical  topics  were  varied, 
many  of  his  articles  were  on  surgical  responsi- 
bility and  integrity.  Indeed,  his  presidential 
address  to  the  Southern  Surgical  Association  in 
1948  entitled  “The  Surgical  Man,”  was  a trea- 
tise on  surgical  obligation  that  remains  spine- 
tingling. 

He  was  proudest  of  and  mentioned  only  one 
of  his  many  accomplishments— no  resident  se- 
lected for  the  full  five-year  training  program 
in  his  department  ever  failed  any  part  of  the 
American  Board  of  Surgery  examination. 

Isaac  Alexander  Bigger,  the  son  of  a phy- 
sician, was  born  in  Bethel,  South  Carolina,  on 
June  25,  1893.  He  attended  Davidson  Col- 
lege and  received  his  medical  degree  from  the 
University  of  Virginia  in  1919.  His  class  at 
the  University  was  a particularly  distinguished 
one.  Among  others,  it  numbered  Burr  Noland 


Carter,  subsequently  Professor  of  Surgery  at 
the  University  of  Cincinnati;  Henry  B.  Mul- 
holland,  Professor  of  Medicine  at  the  Univer- 
sity for  many  years;  David  Wilson,  Professor 
of  Psychiatry  at  the  University;  and  Beverly 
Chew  Smith,  prominent  surgeon  of  New  York 
City.  His  postgraduate  surgical  training  was 
received  at  the  University.  He  later  became 
an  Instructor  and  subsequently  an  assistant 
Professor  of  Surgery.  His  qualities  of  leader- 
ship, his  devotion  to  and  versatility  in  medi- 
cine, and  his  fine  Christian  character  were 
already  evident  at  that  early  time.  Interest- 
ingly enough  he  served  temporarily  as  roent- 
genologist for  the  University  Hospital  further 
demonstrating  his  broad  medical  knowledge. 


Isaac  Alexander  Bigger 
1893-1955 

He  became  Associate  Professor  of  Surgery 
at  Vanderbilt  University  under  the  late  Barney 
Brooks  and  there  became  closely  associated 
with  E.  Cato  Drash,  Alfred  Blalock  and  others 
destined  to  surgical  greatness.  In  1930  when 
only  37  years  of  age,  Isaac  Bigger  accepted 
the  position  as  Professor  and  Head  of  the 
Department  of  Surgery  at  the  Medical  College 
of  Virginia.  He  thus  became  the  youngest 
departmental  head  in  this  country  at  that  time. 
He  served  in  this  capacity  until  his  death  in 
1955. 

Although  Dr.  Bigger’s  surgical  interests 
were  protean,  he  early  demonstrated  interest 
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in  thoracic  and  cardiovascular  surgery  which 
were  then  in  their  infancy.  His  contributions 
in  these  areas  were  outstanding,  and  actually 
he  was  a pioneer  in  these  fields.  Surgical  treat- 
ment of  cardiac  stab  wounds,  resection  of  pul- 
monary blebs,  and  repair  of  tracheoesophageal 
fistulae  in  the  newborn  are  immediately  asso- 
ciated with  the  name  of  Ike  Bigger. 

The  honors  he  received  were  innumerable. 
In  1947,  Dr.  Bigger  became  President  of  the 
American  Association  for  Thoracic  Surgery. 
Richard  H.  Meade,  former  University  of  Vir- 
ginia faculty  member,  in  his  history  of  this 
organization,  aptly  expressed  the  prevailing 
sentiment  about  Ike  Bigger  when  he  wrote 
under  his  picture,  “One  of  the  most  beloved 
men  of  his  time”.  Dr.  Bigger  also  served  as 
President  of  the  Southern  Surgical  Association, 
and  in  keeping  with  his  parallel  interests  with 
Dr.  Lehman,  his  presidential  address  was  en- 
titled, “The  Education  of  Surgeons”. 

It  is  impossible  in  this  day  and  time  to  con- 
ceive of  a surgeon  so  knowledgeable  about  all 
fields  of  medicine.  Many  physicians  in  Rich- 
mond considered  Ike  Bigger  to  be  the  best 
Internist  there!  He  collaborated  with  Dr. 
Horsley  in  producing  the  two-volume,  “Op- 
erative Surgery”.  Although  the  care  of  pa- 
tients was  his  dominant  dedication,  he  loved 
teaching,  and  did  it  so  successfully  that  he 
stimulated  many  young  men  to  follow  a sur- 
gical career. 


Both  Dr.  Bigger  and  Dr.  Lehman  wrote 
numerous  articles  which  proved  to  be  land- 
marks in  certain  surgical  fields.  Quite  fre- 
quently current  surgical  articles  will  refer  to 
or  review  the  early  work  of  Lehman  and/or 
Bigger.  An  example  occurred  in  the  journal, 
“Surgery”  February,  1971,  where,  in  an  article 
on  modern  iliac  artery  surgery,  there  was  an 
initial  reference  to  Lehman  in  1944  and  Bigger 
in  1945. 

Both  of  these  informed  and  dedicated  teach- 
ers were  unyielding  in  the  belief  that  a resi- 
dency in  general  surgery  was  the  only  school 
for  those  going  into  the  various  surgical  sub- 
specialties. They  strongly  encouraged  broad 
basic  surgical  knowledge. 

Both  were  concerned  with  the  inadequate 
surgeon  and  particularly  deplored  even  the 
slightest  indication  or  suggestion  of  surgical 
impropriety.  The  indelible  mark  left  in  this 
State  by  these  two  dedicated  surgeons  on  the 
lives  and  practices  of  many  Virginia  doctors 
of  all  types  is  their  greatest  memorial.  Their 
work  has  endured. 

It  is  indeed  heartening  that  this  great  tradi- 
tion is  being  continued  by  the  current  occu- 
pants of  the  chairs  of  Surgery  at  these  two 
progressive  schools,  Dr.  Harry  Muller  at  the 
University  and  Dr.  David  Hume  at  the  Med- 
ical College. 

802  Medical  T o-iver 
Norfolk,  Virginia  23501 
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Pectus  Excavatum  - Surgical  Management 


Pectus  excavatum,  if  of  moderate 
or  severe  degree,  should  be  re- 
paired surgically  before  the  child 
reaches  six  years  of  age.  In  addi- 
tion to  cosmetic  benefits,  pul- 
monary function  is  improved  and 
cardiac  complications  may  be 
avoided.  The  procedure  is  safe 
and  is  technically  easy. 

ECTUS  EXCAVATUM  is  a chest  wall 
deformity  disturbing  to  parents  and  to  the 
emotional  development  of  the  child.  Histori- 
cally, repair  of  this  defect  was  considered  im- 
portant for  physiological  reasons  as  well  as 
cosmetic  improvement.  For  a period  of  time, 
the  physiological  consequences  were  deni- 
grated as  inconsequential.  However,  pedia- 
tricians and  pulmonary  physiologists  have 
again  recognized  that  the  deformity  may  be 
related  to  respiratory  and  cardiac  difficulties 
due  to  posterior  depression  of  the  lower  por- 
tion of  the  sternum.  These  children  are  sus- 
ceptible to  recurrent  respiratory  infections 
characterized  by  a weak,  mechanically  inef- 
fectual cough.1  Also,  there  has  been  described 
a decreased  ventilatory  reserve  in  funnel  chest 
patients  as  measured  by  bronchospirometry. 
An  unusual  report3  describes  a 28  year  old  man 
with  bialteral  basilar  bronchiectasis  and  car- 
diac symptoms  that  seemed  to  be  secondary 
to  depressed  or  funnel  chest. 

In  our  own  experience  with  57  cases  of 
pectus  deformity,  we  have  been  unaware  of 


RICHARD  N.  deNIORD,  M.D. 

STUART  H.  HARRIS,  JR.,  M.D. 
FRANCIS  B.  TEAGUE,  JR.,  M.D. 
Lynchburg,  Virginia 

any  severe  cardiac  problems  secondary  to 
heart  rotation  and  some  children  are  com- 
pletely asymptomatic.  However,  a majority 
of  young  patients  with  a significant  chest  wall 
depression  have  a definite  increase  in  respira- 
tory infections,  exertional  breathing  deficit 
while  at  play,  and  chronic  bronchitis.  The 
ineffective  or  weak  cough  syndrome  seems 
to  be  related  to  poor  lower  lobe  ventilation 
and  there  is  a surprising  improvement  in  this 
problem  following  surgical  repair.  For  these 
reasons  we  have  felt  that  correction  of  pectus 
excavatum  is  now  performed  not  only  for 
cosmetic  and  emotional  improvement  of  the 
child,  but  also  to  prevent  or  ameliorate  recur- 
ring respiratory  infections,  small  lung  syn- 
dromes with  exertional  dyspnea  and  possibly 
even  later  life  cardiac  problems.4 

Etiology 

The  number  of  theories  of  etiology  are  leg- 
ion. An  interesting  older  concept  considers 
that  a fetal  elbow  may  account  for  the  de- 
formity by  exerting  intrauterine  pressure. 
More  recent  concepts  of  Brodkin,  195 6, 5 and 
Lester,  195 7, 6 suggest  that  an  abnormally  de- 
veloping anterior  diaphragm  produces  an  in- 
ward pull  on  the  lower  costochondral  sternal 
junction  resulting  in  deformed  cartilages  and 
a depressed  sternum. 

Indications  for  Repair 

Three  rather  distinct  classifications  of  pec- 
tus excavatum  in  the  child  can  be  devised.  1. 
The  moderate  to  severe  pectus  deformitv 
without  respiratory  problems,  protruding  ab- 
domen and  slumping  shoulders.  Surgical  repair 
is  indicated  here  to  improve  the  cosmetic  ap- 
pearance and  to  avoid  embarrassment  and  emo- 
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tional  problems.  The  later  orthopedic  diffi- 
culties that  may  ensue  can  also  be  avoided  in 
this  way  as  well  as  possible  later  cardiac  and 
respiratory  difficulties.  2.  Moderate  to  severe 
defect  with  respiratory  problems.  The  imme- 
diate improvement  in  ventilation,  decreased 
bronchitis,  improvement  in  cough  efficiency 
as  well  as  form  and  function  makes  repair  here 
quite  gratifying.  3.  Mild  to  moderate  pectus 
defects  without  respiratory  symptoms  need 
not  be  repaired.  We  have  not  seen  much  im- 
provement in  these  children  with  shoulder 
braces  or  exercise  maneuvers.  However,  sur- 
gery seems  contraindicated  here  unless  the 
defect  shows  definite  increase  from  age  two 
to  five  years.  This  sometimes  occurs  as  if  the 
remainder  of  the  chest  wall  were  growing  out 
and  around  a fixed  point  depression  thereby 
making  the  excavatum  defect  deeper  and  more 
apparent.  When  this  occurs  over  a gradual 
period  of  time,  surgery  seems  indicated.  Other- 
wise, we  do  not  feel  that  the  emotional  or 
physical  problems  warrant  surgical  interven- 
tion. 

Age 

We  prefer  to  repair  pectus  excavatum  de- 
fects when  indicated  between  the  second  and 
sixth  year  if  possible.  We  have  repaired  chest 
wall  defects  in  the  teenage  patient,  but  obvi- 
ously the  trauma  is  more  significant,  the  chest 
wall  is  certainly  more  fixed,  the  postoperative 
recovery  is  more  prolonged  and  in  general 
one  converts  a very  easy  procedure  and  rapid 
recovery  into  a more  difficult  operation  with 
prolonged  chest  wall  discomfort. 

Method  of  Repair 

Over  the  past  20  years  the  surgical  repair 
of  pectus  excavatum  has  changed  from  a very 
major,  prolonged  and  difficult  procedure  to 
a safe,  technically  easy  and  rather  short  oper- 
ation. The  postoperative  period,  once  compli- 
cated by  wire  struts,  braces  and  apprehension, 
is  simplified.  No  external  supports  are  used, 
the  child  is  usually  ambulatory  on  the  first 
postoperative  day,  and  discharged  on  the  fifth 


or  sixth  day.  Original  reports  and  methods  of 
repair  were  made  by  Ochsner  and  DeBakey7 
and  since  then  improved  techniques  and  sim- 
plifications have  been  described  by  Ravitch8,9 
and  Haller.10 

The  repair  essentially  emphasizes  a three 
point  fixation.  Through  a transverse  submam- 
mary incision,  the  lower  costochondral  de- 
formed cartilages  are  identified  and  a segment 
of  each  removed  subperiostally.  The  number 
of  cartilages  removed  usually  amounts  to  the 
lower  five  or  six  pairs.  The  rectus  muscle  in- 
sertion is  then  divided  and  a finger  gently 
introduced  under  the  sternum  and  the  sternum 
elevated.  The  sternal  plate  is  deviated  upward 
and  a transverse  sternotomy  performed  at  the 
upper  edge  of  the  incision.  This  allows  the 
sternum  to  be  over-corrected  and  help  in 
maintaining  this  position  is  obtained  by  trans- 
verse sutures  across  the  osteotomy.  A posterior 
bone  chunk  is  occasionally  used  in  the  pos- 
terior osteotomy  for  fixation.  We  do  empha- 
size bringing  the  pectoral  muscles  together  in 
the  midline  (they  usually  don’t  meet  in  the 
midline).  The  sternal  ends  of  the  cartilages 
now  rest  on  the  costal  ends  and  this  tripod 
fixation  described  by  Haller10  provides  a stable 
over-correction  of  the  sternum.  We  do  not 
approximate  the  rectus  muscles  to  the  xyphoid 
except  loosely,  but  do  utilize  hemovac  catheter 
suction  drainage  to  the  substernal  area  to  evac- 
uate any  hematoma  accumulation  and  to  insure 
against  a developing  pneumothorax. 

If  the  pleura  is  inadvertently  entered  during 
the  procedure  and  is  recognized,  it  is  closed 
with  simple  fine  catgut  sutures. 

A fine  subcutaneous  catgut  suture  is  used 
on  the  skin  and  the  skin  is  closed  using  fine 
interrupted  nylon. 

Postoperatively  we  have  been  amazed  at  the 
ability  to  cough,  the  absence  of  significant 
paradoxical  chest  motion  and  the  rapid  stabili- 
zation of  the  anterior  chest  wall.  Routinely, 
the  hemovac  suction  is  removed  in  24  hours 
and  the  child  is  ambulated.  A chest  x-ray 
obtained  on  the  first  postoperative  day  demon- 
strates the  satisfactory  expansion  of  the  lungs 
and  the  absence  of  intrapleural  fluid  formation. 
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Summary  and  Conclusions 

1.  Fifty-six  cases  of  pectus  excavatum  de- 
fects in  children  have  been  reviewed. 

2.  The  current  method  of  surgical  repair 
has  been  very  much  improved  over  the  past 
ten  years  and  is  now  performed  with  consid- 
erable ease  and  safety. 

3.  There  was  no  mortality  and  a very  low 
morbidity  rate  in  the  repair  of  pectus  exca- 
vatum, especially  between  the  third  and  the 
sixth  year. 

4.  No  external  struts  or  other  supportive 
devices  are  necessary  postoperatively,  the 
child  is  usually  ambulatory  on  the  first  post- 
operative day  and  discharged  on  an  average 
of  the  sixth  postoperative  day. 

5.  The  repair  of  pectus  excavatum  improves 
the  cosmetic  appearance  of  the  child,  avoids 
poor  posture,  kyphosis  and  other  orthopedic 
problems  and  also  improves  the  lower  lobe 
ventilation.  There  is  a significant  improve- 
ment in  patients  having  had  this  repair  with 
chronic  bronchitis  and  occasionally  even 
dyspnea  from  inadequate  ventilation  of  the 
lower  lobes. 


Table  I 

Pectus  Excavatum  Defects 
Indications  for  Surgical  Repair 

1.  Moderate  to  deep  defect  with  respiratory 

symptoms  32 

2.  Moderate  to  deep  defects  without  respiratory 

problems  but  repaired  for  cosmetic  and  ortho- 
pedic indications  14 

3.  Moderate  to  slight  defects  without  symptoms— 
repaired  for  cosmetic  reasons  only  at  request 

of  parents  10 


Table  II 

Complications  Postoperatively 


. Infection 

Superficial  4 

Deep  0 

Pneumothorax  requiring  chest  tube 3 

Postoperative  deaths  0 


Table  III 


Average  age  at  time  of  surgery 4 years 

Average  hospital  stay  (in  days) 6 


Table  IV 

Late  Results— Five  Year  Follow-up 


Secondary  Operation  Required 2 

Acceptable  Results  22 

Excellent  Cosmetic  Results 29 

Poor  Results  3 
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Acute  Pancreatitis 

A Comparative  Study 

Among  patients  with  pancreati- 
tis, the  200  pound  male  alcoholic 
with  acute  pancreatitis  has  the 
poorest  prognosis.  Either  less 
weight  or  less  alcohol  improve 
the  outlook.  There  was  an  over- 
all mortality  of  8.1  % in  this 
series. 

PANCREATITIS  can  be  a mild  insult, 
severely  debilitating  or  rapidly  fatal.  The 
pathophysiology  and  clinical  course  have  been 
described  adequately.1  This  report  is  an  eval- 
uation of  acute  pancreatitis  as  seen  in  the  Nor- 
folk General  Hospital  and  compares  the  find- 
ings with  those  of  other  authors. 1,2,5 

The  records  of  160  patients  with  clearly 
documented  acute  pancreatitis,  covering  a six 
year  period,  were  reviewed.  No  patient  was 
included  who  did  not  fulfill  one  of  the  follow- 
ing criteria:  a serum  amylase  over  160  (60-160 
units  accepted  as  within  normal  limits  for  this 
hospital),  or  operative  or  autopsy  evidence  of 
acute  pancreatitis. 

Material 

There  were  94  private  and  66  indigent  pa- 
tients; 100  were  male  and  60  female.  Ages 
ranged  from  15-79  years.  There  were  65  Ne- 
groes and  95  Caucasians.  Alcohol  ingestion  and 
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General  Hospital  and  Eastern  Virginia  Medical 
School. 
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biliary  tract  disease  were  the  most  common 
etiological  factors.  Most  of  those  in  the  “al- 
cohol group”  were  in  the  30-50  age  range, 
while  those  in  the  “biliary  group”  were  in  the 
40-70  age  range.  Six  patients  not  included 
in  the  subsequent  analysis  had  pancreatitis  re- 
lated to  either  carcinoma  of  the  head  of  the 
pancreas  or  to  trauma. 

Etiology  and  Its  Relations  to  Mortality 

The  question  of  etiology  and  its  relation- 
ship to  mortality  remains  controversial.  Glied- 
man,2  in  a series  of  2,066  patients  at  the  Kings 
County  Hospital  in  New  York  reported  that 
7 5 % of  cases  had  an  alcoholic  etiology.  Other 
authors  have  reported  a 40  %1  alcoholic  eti- 
ology, and  in  one  autopsy  series,4  52%  had 
an  alcoholic  etiology.  (Fig.  1) 

ETIOLOGY 


Alcohol 

Gliedman 

75% 

Bockus 

40% 

Shuster 

52% 

N.  G.  H. 

63.8% 

Fig.  1.  Association  between  Alcohol  and  Pancreatitis: 

a comparison. 

Of  102  patients  in  this  series  with  a docu- 
mented history  of  recent  alcohol  ingestion, 
or  alcoholic  excess,  there  were  nine  deaths, 
a mortality  of  8.8%.  In  those  38  patients 
whose  etiology  was  proven  to  be  cholelithiasis, 
there  was  only  one  death,  a mortality  of  2.7%. 
Alcohol  was  an  etiological  factor  in  63.8% 
of  the  cases  in  this  series,  cholelithiasis  in 
23.8%  and  other  miscellaneous  causes  make 
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up  the  remaining  12.4%  or  20  cases.  There 
were  three  deaths  in  the  last  group  and  these 
will  be  discussed  later.  The  overall  mortality 
was  8.1%.  (Fig.  2) 

Causes  of  Death 

Of  the  nine  deaths  in  the  alcoholic  group, 
seven  patients  ran  a rapidly  downhill  course, 
with  profound  shock  and/or  renal  failure.  In 
one  of  these,  an  incidental  carcinoma  of  a 
bronchus  was  found.  In  one  of  the  others, 
hepatic  failure  supervened.  In  another  patient 
who  underwent  craniotomy  for  a subdural 
hematoma,  only  an  autopsy  diagnosis  was  pos- 
sible. One  other  patient  died  following  repair 
of  an  incarcerated  inquinal  hernia. 


not  determined.  The  three  deaths  in  this  group 
occurred,  postpartum  in  one,  one  due  to  renal 
failure  following  mis-matched  blood  transfu- 
sion with  hemorrhagic  pancreatitis  and  the 
third  death  was  due  to  massive  fat  embolus. 

Morbidity  and  Complications 

A.  Recurrence: 

Patients  with  alcohol  ingestion  as  the  etio- 
logical factor  developed  a high  incidence  of 
the  sequellae  frequently  associated  with  pan- 
creatitis. Thirty  of  102  (or  approximately 
30%)  of  those  in  the  alcohol  group  had  recur- 
rent attacks,  compared  to  only  two  of  38  in 
the  biliary  group.  (Fig.  3)  Other  series  report 
a recurrence  rate  of  21%2  to  50%.1 


ETIOLOOY 

No.  Cases 

Incidence 

No.  of 
Deaths 

Mortality 

Alcohol 

102 

(63.8%) 

9 

8.8% 

Biliary  Disease 

38 

(23.8%) 

1 

2.7% 

Miscellaneous 

20 

(12.4%) 

3 

8.1% 

Total 

160 

12 

Fig.  2.  Relationship  between  etiology  and  mortality  in  acute  pan- 
creatitis. 

**** 

p The  one  death  in  the  cholelithiasis  group 

was  in  an  elderly  lady  with  advanced  biliary 
cirrhosis  who  succumbed  to  congestive  heart 
failure  two  weeks  following  re-exploration 
for  common  duct  stones. 


Alcohol 

Group 

Biliary 

Group 

Misc. 

Group 

Total 

Recurrent  Attacks 

30(30%) 

2(5%) 

0(0%) 

32(20%) 

Pseudocyst 

5(5%) 

1(2.5%) 

1(5%) 

7 (4.4%). 

Psychoses 

19(20%) 

0(0%) 

0(0%) 

19(11.9%) 

Diabetes  1 

6(6%) 

2(5%) 

0(0%) 

8(5%) 

Pleural  Effusion 

3(3%) 

2(5%) 

0(0%) 

5(3.1%) 

Fig.  3.  Morbidity  in  acute  pancreatitis. 


patients  in  the  alcohol  group,  one  in  the  cho- 
lecystitis group.  One  patient  in  the  third 
group  developed  a pseudocyst  but  died  before 
surgery  could  be  performed.  The  overall  in- 
cidence of  Lesser  Sac  Collection  and  pseudo- 
cyst development  was  4.4%.  Treatment  con- 


The  third  group  in  this  series  comprised 
those  whose  etiology  could  neither  be  said 
to  be  due  to  alcohol  nor  to  biliary  tract  dis- 
ease. One  was  thought  to  be  due  to  mumps, 
one  possibly  related  to  extreme  dietary  excess 
and  in  the  remaining  fifteen,  the  etiology  was 


B.  Lesser  Sac  Collection , Abscess  or  Pseudo- 
cyst: 

Five  patients  (5%)  developed  definite  Lesser 
Sac  Collections  (four  pseudocysts)  out  of  i 02 
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sisted  of  a drainage  procedure  in  three  of  the 
four  in  the  alcohol  group  and  in  the  one  in  the 
cholelithiasis  group. 

Gliedman  found  that  74  of  his  2,066  pa- 
tients developed  pancreatic  abscess  or  Lesser 
Sac  Collections  (3.4%)  and  of  these  54%  had 
an  alcoholic  etiology. 

C.  Respiratory  Complications: 

These  are  common  in  acute  pancreatitis, 
being  reported  in  30%  of  all  cases  and  related, 
directly  or  indirectly  to  60%  of  all  deaths. 
Pleural  effusion  requiring  thoracentesis  devel- 
oped in  five  cases  in  this  series,  and  a consid- 
erably larger  number  had  evidence  of  transient 
elevation  of  respiratory  rate  or  of  atelectasis. 

D.  Psychiatric  Complicatiotis: 

Whereas  none  of  the  patients  in  the  biliary 
and  miscellaneous  groups  developed  any  form 
of  psychosis,  19  (18%)  of  those  in  the  alco- 
hol group  developed  documented  evidence  of 
delirium  tremens. 

E.  Diabetes: 

Transient  diabetes  was  recorded  as  occur- 
ring in  eight  patients  (5%),  of  whom  six  were 
in  the  alcohol  group.  This  occurred  either 
early  in  the  disease  or  as  evidenced  by  an  ab- 
normal glucose  tolerance  curve  in  the  con- 
valescent stage.  Only  one  patient  required 
insulin  therapy. 

Emergency  Surgical  Treatment 

Six  of  the  patients  in  the  alcohol  group  had 
emergency  surgical  treatment.  (Fig.  4)  Four 
had  a laparotomy  for  a mistaken  diagnosis  and 
no  definitive  procedure  was  carried  out.  Three 
had  unremarkable  postoperative  courses,  and 
one  other  had  a prolonged  post-operative 
course  complicated  by  a pleural  effusion  with 
a high  amylase  content. 

Eight  patients  in  the  alcohol  group  under- 
went elective  surgery.  Five  had  pseudocysts, 
and  were  treated  with  internal  drainage.  One 
had  ulcer  disease,  and  underwent  gastric  resec- 
tion. Of  the  two  others,  one  had  a Peustow 


procedure  and  one  was  treated  with  sphinc- 
terotomy. There  were  no  deaths,  but  three  of 
the  patients  developed  recurrent  attacks  of 
acute  pancreatitis.  In  contrast,  26  patients  in 


No.  or  Pts. 

Procedure 

Post  Op. 
Course 

Alcohol 

Group 

6 

Lap.  For 
Mistaken 
Diag.  (4) 

Benign 
in  3 

Craniotomy 

(1) 

Died 

Incar.  Ing. 
Hernia 

(1) 

Died 

Biliary 

Group 

1 

Colecyst. 

& Com.  Duct. 
Explor. 

Pleural 

Effusion 

Fig.  4.  Results  of  operation  in  acute  pancreatitis. 


the  biliary  group  underwent  elective  chole- 
cystectomy, with  or  without  common  bile 
duct  exploration.  Two  patients  developed 
recurrent  attacks  of  acute  pancreatitis. 

Other  Significant  Factors  in 
Morbidity  and  Mortality 

Of  the  patients  in  the  alcohol  group,  10  had 
amylase  levels  over  1000  and  two  over  2000. 
(Fig.  5)  Of  those  in  the  biliary  group,  12  had 


Serum  Amylase  Serum  Amylase 
1000  Units  2000  Units 

Total  Pts.  Deaths  Total  Pts.  Deaths 

Alcohol  Group  10  2 2 0 

Biliary  Group  12  0 7 0 

Fig.  5.  Corelation  between  amylase  level,  etiology,  and 
morbidity  in  acute  pancreatitis. 

levels  of  1000  or  more  and  seven  had  levels 
over  2000.  In  the  miscellaneous  group,  two 
patients  had  levels  over  1000  and  one  over 
2000. 

Of  the  nine  patients  in  the  alcohol  group 
who  died,  two  weighed  in  excess  of  180 
pounds  and  two  had  amylase  levels  in  excess 
of  1000.  One  other  patient  weighed  over  200 
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pounds  and  one  other  over  300,  the  latter 
having  an  amylase  level  approaching  1000. 

No  patients  in  the  biliary  group  with  amy- 
lase levels  over  1000  died,  although  19  (50%) 
had  such  levels,  and  the  weight  distribution 
paralleled  that  of  the  alcohol  group. 

Of  the  three  deaths  in  the  miscellaneous 
group,  all  weighed  over  180  pounds,  although 
only  one  had  an  amylase  level  in  excess  of 
2000. 

Further  analysis  reveals  that  in  the  group 
of  12  alcoholic  patients  with  amylase  levels 
over  1 000,  in  addition  to  the  two  deaths,  there 
were  two  instances  of  transient  diabetes,  one 
subphrenic  abscess,  one  patient  with  gram 
negative  shock  and  two  patients  with  recur- 
rent pancreatitis  and  psychosis.  In  the  biliary 
group  with  amylase  levels  over  1000,  no  emer- 
gency surgery  was  performed.  Thirteen  had 
eventual  cholecystectomy  and  a benign  post- 
operative course;  five  had  a relatively  stormy 
postoperative  course. 

Discussion 

In  this  series  of  cases,  there  was  a 9%  mor- 
tality in  the  alcohol  group  while  the  mortal- 
ity in  the  biliary  group  was  2.7%.  This  is  in 
contrast  to  Gliedman’s  series  where  the  mor- 
tality in  acute  pancreatitis  in  the  biliary  group 
was  50%.  (Fig.  6)  In  his  series  the  overall 
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Fig.  6.  Comparison  of  morbidity  and  mortality  in  pan- 
creatitis due  to  biliary  tract  disease  in  this  series  with 
another,  larger,  series. 


mortality  rate  was  1 8 % and  half  of  the  deaths 
in  that  series  were  traced  to  those  with  biliary 
tract  disease.  Possibly  the  explanation  for  the 
difference  is  that  those  who  present  with  pan- 
creatitis due  to  biliary  disease  in  this  hospital 
may  be  better  nourished,  have  access  to  earlier 
diagnosis  and  treatment  and  are,  therefore, 
better  able  to  tolerate  the  ravages  of  this  dis- 


ease. It  would  appear  also,  from  reviewing  our 
cases  with  severe  pancreatitis  due  to  biliary 
tract  disease,  an  initial  non-operative  approach 
is  indicated  provided  no  intra-abdominal  ca- 
tastrophe supervenes. 

Although  no  attempt  was  made  at  a detailed 
statistical  analysis  of  obesity,  amylase  level, 
alcohol  ingestion  and  their  relationship  to 
morbidity  and  mortality,  there  does;  on  the 
surface,  appear  to  be  more  than  just  a casual 
relationship.  The  200  pound  alcoholic  presents 
a difficult  management  problem  no  matter 
what  his  disease,  and  if  his  serum  amylase  level 
is  greatly  elevated  his  prognosis  would  appear 
proportionately  worse. 

However,  the  obese  patient  with  a high 
amylase  and  in  whom  biliary  tract  calculi  are 
suspect,  carries  a much  more  favorable  prog- 
nosis, at  least  in  this  institution.  Even  with 
greatly  elevated  amylase  levels,  his  general 
course,  medical  and  surgical  tends  to  run  more 
smoothly. 

In  the  Kings  County  Hospital  series,  15% 
of  all  cases  had  biliary  tract  disease  as  the 
etiological  factor,  and  59%  of  these  died.  In 
fact,  the  operative  mortality  in  that  series  for 
patients  operated  as  emergencies  was  47%. 

Summary 

One  hundred  and  sixty  patients  with  acute 
pancreatitis  presenting  at  the  Norfolk  General 
Hospital  have  been  reviewed,  63.8%  with  an 
alcoholic  etiology,  23.8%  with  cholelithiasis 
as  the  etiology  and  12.4%  in  whom  no  specific 
etiological  factor  could  be  determined. 

Those  with  an  alcohol  history  had  a higher 
morbidity  and  mortality  and  a correlation  has 
been  drawn  between  obesity,  alcohol,  amylase 
level  and  prognosis. 

The  overall  mortality  in  this  series  was  8.1  % 
which  compares  favorably  with  other  series. 

A breakdown  of  mortality  figures  varies 
with  those  of  another  major  series  and  reasons 
for  this  are  suggested. 

References 

1.  Bockus,  H.  L.,  Kaiser,  M.  H.,  Roth,  J.  L.  A.r 
Bogoch,  A.  L.,  and  Stein,  G.:  Clinical 


620 


Virginia  Medical  Monthly 


Features  of  Acute  Inflammation  of  the 
Pancreas— Analysis  of  Ninety  Four  At- 
tacks in  Seventy  Eight  Patients.  Arch.  Int. 
Med.  96:308,  1955. 

2.  Gliedman,  M.  L.,  Bolokki,  H.  and  Rosen,  R.: 

Acute  Pancreatitis.  Current  Problems  in 
Surgery.  Year  Book  Medical  Publishers, 
Inc.,  Chicago,  August  1970. 

3.  Maingot,  R.:  Acute  Pancreatitis.  Abdominal 

Operations,  5th  Edition,  pg.  652. 


4.  Shuster,  M.  M.  and  Iber,  F.  L.:  Psychosis 

with  Pancreatitis— A Frequent  Occurrence 
Infrequently  Recognized.  Arch.  Int.  Med. 
116:228,  1965. 

5.  Whalen,  J.,  Rush,  B.,  Albano,  E.  and  Layaro, 

E.:  Fatal  Acute  Pancreatitis:  A Clinico- 
pathological  Analysis.  Am.  J.  Surg.  Jan- 
uary, 1971,  121:16. 

803  Gray  don  Avenue 
Norfolk , Virginia  23501 


Clinical  Center  Study  of  Patients  with  Australia  Antigen 

Positive  Hepatitis 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  acute  viral  hep- 
atitis, Australia  antigen  positive,  for  studies  be- 
ing conducted  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases  at  the  Clinical 
Center,  National  Institutes  of  Health,  Bethes- 
da,  Maryland. 

Needed  are  patients  for  in-patient  studies  of 
immunologic  reactivity.  Preference  will  be 
given  to  those  individuals  who  are  in  the  early 
stages  of  the  disease.  Patients  who  are  addicted 
to  drugs,  who  have  chronic  hepatitis,  or  who 
have  any  other  serious  chronic  disease  will  not 
be  considered.  Patients  who  have  severe  hepa- 
titis with  impending  coma  or  abnormal  pro- 


thrombin time  would  not  be  grood  candidates. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of  find- 
ings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Paul  H.  Plotz,  M.D.,  Clin- 
ical Center,  Room  9N-210,  National  Institutes 
of  Health,  Bethesda,  Maryland  20014.  Phone: 
301-496-1474. 

or  Saul  xAgus,  M.D.,  Clinical  Center,  Room 
9D-15,  National  Institutes  of  Health,  Bethes- 
da, Maryland  20014.  Phone:  301-496-4201 
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Lipid  and  Lipoprotein  Studies  in  Reye  s Syndrome 


Blood  lipid  studies  and  serum  li- 
poprotein electrophoresis  were 
carried  out  in  two  cases  of  Reye's 
syndrome.  Elevated  plasma  free 
fatty  acids  and  decreased  pre- 
beta-lipoprotein were  two  princi- 
pal findings  and  are  offered  as 
the  explanation  for  the  visceral 
fatty  accumulation  in  Reye's  syn- 
drome. 

ATTY  ACCUMULATION  in  viscera  is 
one  characteristic  finding  of  a syndrome  in 
children  described  by  Reye,  Morgan,  and 
Baral  in  1963.1  Histochemical  and  electron 
microscopic  studies  have  suggested  that  the 
accumulated  lipid  in  Reye’s  syndrome  is  neu- 
tral lipid.2’3  Chromatographic  identification  of 
lipid  extracted  from  the  liver  in  such  cases  has 
substantiated  the  microscopic  findings  by 
showing  that  a major  portion  of  it  is  trigly- 
ceride.4 However,  analysis  of  circulating  lipids 
including  cholesterol,  triglyceride,  and  phos- 
pholipid have  not  been  helpful4  in  defining  the 
pathogenesis  of  the  fatty  accumulation. 

The  purpose  of  this  report  is  to  present 
blood  lipid  and  lipoprotein  studies  in  two 
cases  of  Reye’s  syndrome  and  to  discuss  their 
possible  role  in  the  pathogenesis  of  the  visceral 
fatty  accumulation  and  dysfunction  and  the 
encephalopathy. 

From  the  Departments  of  Pathology  and  Pedi- 
atrics, Medical  College  of  Virginia. 


R.  E.  BROWN,  M.D. 

G.  E.  MADGE,  M.D. 

D.  A.  TRAUNER,  M.S. 

R.  B.  DAVID,  M.D. 

Richmond,  Virginia 

Report  of  Cases 

Case  1.  A3  ^-year-old  female  was  admitted 
to  Medical  College  of  Virginia  Hospital  with 
“suspected  meningitis”.  She  had  developed  an 
upper  respiratory  infection  (U.R.I.)  four  days 
antemortem.  Two  days  antemortem  she 
began  vomiting  and  was  treated  on  the  follow- 
ing day  with  penicillin  and  antiemetic  supposi- 
tories. The  vomiting  continued,  however,  and 
eventuated  in  the  production  of  a coffee- 
ground  material.  On  admission  she  was  re- 
sponsive only  to  painful  stimuli  and  one  phy- 
sician elicited  a Brudzinski  sign.  Shortly  after 
admission  she  suffered  a cardiac  arrest  and 
resuscitative  efforts  were  unsuccessful. 

Most  laboratory  and  autopsy  findings  with 
the  exception  of  the  blood  lipid  and  lipopro- 
tein studies  which  follow  and  serum  albumin 

1.9  g%  (normal  3. 0-5.0  g%),  and  uric  acid 

8.9  mg%  (normal  2. 1-6.3  mg%)  have  been 
previously  reported.5,6  These  were  consistent 
with  the  diagnosis  of  Reye’s  syndrome  (espe- 
cially the  small  droplet  fatty  accumulation  in 
the  viscera). 

Blood  lipid  studies  included  a low  serum 
cholesterol  of  75  mg%  (normal  125-260 
mg%)7  and  slightly  elevated  triglyceride  of 
160  mg%  (normal  30-135  mg%)  with  the 
serum  being  described  as  clear.  Serum  lipopro- 
tein electrophoresis  in  each  case  was  carried 
out  in  the  following  manner.  A three  micro- 
liter sample  of  serum  was  applied  to  a micro- 
scope slide  previously  coated  with  2.5  cc  of 
agarose  gel.  The  gel  contained  0.6  g agarose/ 
100  ml  of  0.05  M barbital  buffer  at  pH  8.6. 
Each  sample  was  run  at  a current  of  7.5 
m Amps /slide.  A chromoscan  of  each  slide 
produced  the  tracings  which  are  illustrated 
in  this  paper.  Serum  lipoprotein  electropho- 
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resis  in  this  case  showed  a dramatic  change 
from  the  normal  with  an  absence  of  the 
alpha  («)  fraction  and  decreased  beta  (/3) 
and  pre-beta  (pre-/3)  fractions  (Fig.  1). 


Fig.  1.  A is  a three  year  old  with  essentially  normal 
serum  lipoprotein  electrophoresis  pattern  on  chromo- 
scan. B is  Case  1 showing  marked  depression  of  beta 
(P)  and  pre-beta  (pre-/3)  fractions  and  total  absence 
of  the  alpha  (a)  fraction. 

Case  2.  A 7-month-old  female  who  had  a 
history  of  repeated  U.R.I.’s  developed  an 
otitis  media.  She  was  being  treated  with  Ron- 
domycin,  a tetracycline,  and  aspirin  180  mg/ 
day  without  difficulty  until  one  day  prior  to 
admission  when  she  became  irritable,  febrile, 
lethargic  and  vomited  during  feeding.  The 
following  day  she  experienced  three  more  epi- 
sodes of  vomiting,  became  very  lethargic  and 
did  not  appear  to  recognize  her  mother.  On 
admission  that  day  the  patient  appeared  ir- 
ritable and  listless  but  responded  to  stimula- 
tion. 

On  examination  she  was  found  to  be  a well 
developed,  well  nourished  infant  who  was  list- 
less and  unresponsive  except  for  irritability 
on  stimulation,  with  pupils  reacting  slowly  to 


light  and  inability  to  follow  light.  There  was 
no  evidence  of  cranial  trauma.  The  deep 
tendon  reflexes  were  equal  and  active  bilat- 
erally, and  no  pathological  reflexes  were 
elicited.  The  remainder  of  the  physical  ex- 
amination was  normal. 

Initial  laboratory  studies  disclosed  a hemo- 
globin of  9.5  g%,  white  blood  count  of  9, 
100 /mm3  with  62%  neutrophils,  32%  lym- 
phocytes and  6%  monocytes,2  and  a platelet 
count  of  17 6,000 /mm3.6  Initial  blood  sugar 
was  50  mg%  with  a disproportionately  low 
cerebrospinal  fluid  (C.S.F.)  sugar  of  10  mg%. 
Other  C.S.F.  findings  were  unremarkable. 
Serum  electrolytes  revealed  a sodium  of  142 
mEq/L,  potassium  of  5.4  mEq/L,  chloride  of 
110  mEq/L  and  a bicarbonate  of  11  mEq/L. 
Serum  chemistries  showed  a BUN  of  20  mg%, 
total  LDH  of  465  mlU/ml,  (normal  170-450 
mlU/ml),  SGOT  490  mlU/ml,  (normal  25- 
130  mlU /ml),  total  bilirubin  of  0.5  mg%,  uric 
acid  9.6  mg%,  (normal  2. 1-6. 3 mg%),  and 
albumin  3.4  g%  (normal  2. 7-4.7  g%).  Subse- 
quent fractionation  of  another  serum.  LDH 
sample  revealed  elevation  of  isoenzyme  3, 4 and 

5. 6 Prothrombin  concentration  was  43%  (nor- 
mal 60-100%).  Blood  salicylate  level  was  20 
mg%.  Blood  gas  values5  included  a Pco2  of 
10  mm  Hg  and  Po2  of  123  mm  Hg  with  a 
bicarbonate  of  7.5  mEq/L  and  a dH  of  7.49. 

Shortly  after  admission  the  patient  had  a 
generalized  seizure.  Because  of  the  elevated 
salicylate  level  and  persistent  coma,  peritoneal 
dialysis  was  initiated  at  5:30  a.m.  on  the  sec- 
ond hospital  day.  During  the  next  few  hours, 
three  dialyses  of  800  cc  each  were  performed 
with  no  improvement  in  the  clinical  status 
of  the  patient  who  remained  comatose, 
tachypneic  and  febrile  with  cold  rigid  extremi- 
ties, Babinski’s  and  hyperactive  deep  tendon 
reflexes.  Blood  lactate  and  pyruvate  levels 
were  74  mg%  (normal  9-16  mg%)  and  3.5 
mg%  (normal  0.4-0. 6 mg%)  respectively. 
Blood  pH  levels  continued  to  range  between 

7.6  and  7.65  associated  with  a Pco2  of  19  mm 
Hg  and  bicarbonate  of  21  mEq  L.  Attempts 
to  correct  the  respiratory  alkalosis  with  5% 
C02  were  unsuccessful.  Following  a blood 
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transfusion  peripheral  circulation  improved 
but  otherwise  the  clinical  status  remained 
unchanged. 

In  view  of  the  laboratory  evidence  for 
hepatic  dysfunction  including  an  elevated 
SGOT  and  depressed  prothrombin  concen- 
tration,6,9 hypoglycemia,9  persistent  tachy- 
pnea,8 coma  and  the  failure  of  the  patient  to 
improve  with  dialysis  the  primary  diagnostic 
consideration  was  changed  from  salicylate 
toxicity  to  Reye’s  syndrome.  Therefore,  at 
8:00  p.m.  on  the  second  hospital  day  intra- 
venous infusion  of  regular  insulin2  (16  units/ 
500  cc  of  10%  glucose)  was  begun.  At  1:00 
a.m.  on  the  third  hospital  day  the  patient  was 
more  reactive,  and  examiners  were  able  to 
elicit  withdrawal  from  pain,  a poor  but  present 
suck  reflex  and  pupillary  reaction  to  light.  By 
5:00  a.m.  she  had  improved  muscle  tone  and 
an  increase  in  spontaneous  movements  with  a 
good  pupillary  response  bilaterally.  At  4:30 
p.m.  the  insulin  was  decreased  to  10  units/500 
cc  of  10%  glucose  and  by  8:00  a.m.  on  the 
fourth  hospital  day  the  patient  had  improved 


ingest  30  cc  Similac  every  two  hours.  Pro- 
thrombin concentration  was  now  70%.  Blood 
lactate  on  the  fifth  hospital  day  had  decreased 
to  33  mg%. 

The  patient  continued  to  improve  and  an 
electroencephalogram  recorded  on  the  sixth 
hospital  day  was  interpreted  as  normal.  Prior 
to  discharge  on  the  eleventh  hospital  day  she 
was  evaluated  by  pediatric  neurology  and  felt 
to  have  normal  social  and  motor  responses. 

Blood  lipid  studies  in  this  patient  shortly 
after  admission  revealed  a normal  serum  cho- 
lesterol of  120  mg%  (normal  0-145  mg%),7 
a normal  serum  triglyceride  of  106  mg% 
(normal  30-135  mg%),  and  elevated  plasma 
free  fatty  acids  1.95  mEq/L  (normal  0. 5-0.9 
mEq/L).  Ketones  were  detectable  in  the  plas- 
ma using  ketostix.  Following  therapy  plasma 
free  fatty  acids  decreased  to  0.8  mEq/L  and 
0.69  mEq/L  on  the  second  and  fourth  hospital 
days  respectively  with  a concomitant  disap- 
pearance of  plasma  ketones.  Likewise,  the 
serum  lipoprotein  electrophoresis  in  this  pa- 
tient showed  an  absence  of  the  pr e-/3  and  a 


Fig.  2.  Case  2 showing  serum  lipoprotein  electrophoresis  patterns  on  chromoscan 
during  hospita  course.  I— First  hospital  day  (before  therapy)  with  increased  beta 
(/3)  fraction  and  absence  of  pre-beta  and  alpha  fractions.  II— Third  hospital  day 
showing  reappearance  of  pre-beta  (pre-/3)  and  alpha  (a)  fractions.  Ill— Fifth  hos- 
pital day  showing  slightly  increased  pre-/3  fraction. 


considerably  and  was  awake  and  crying.  At 
this  point  the  Babinski  sign  was  absent  and  the 
patient  had  a good  grasp  on  the  right.  Blood 
gases  now  were  Po2  of  77  mm  Hg  and  Pco2 
of  22  mm  Hg,  with  a pH  of  7.52  and  bicar- 
bonate of  17.5  mEq/L.  Insulin  was  decreased 
to  6 units/ 5 00  cc  of  10%  glucose  at  10:50  a.m. 
and  three  and  a half  hours  later  was  discon- 
tinued altogether  and  the  patient  was  able  to 


fractions  on  admission  with  a reappearance 
of  such  on  the  third  hospital  day  progressing 
to  an  increased  pre-/3  fraction  on  the  fifth 
hospital  day  (Fig.  2). 

Discussion 

Recent  findings  suggest  that  excessive  lipo- 
lysis . and  mobilization  of  fat  from  adipose 
tissue  is  occurring  in  Reye’s  syndrome.2  This 
would  mean  that  a free  fatty  acidemia  should 
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be  present  at  some  stage  during  the  course 
of  this  disease.  The  finding  of  an  elevated 
plasma  free  fatty  acid  level  on  admission  in 
Case  2 would  tend  to  substantiate  this. 

Re-esterification  and  /3-oxidation  of  fatty 
acids  in  organs  such  as  the  liver,  heart,  and 
kidneys  would  account  for  the  fatty  accumu- 
lation and  ketosis9  present  in  Reye’s  syndrome. 
However,  in  addition  to  being  metabolites 
fatty  acids  are  potential  endogenous  toxins 
capable  of  interfering  with  normal  metabolic 
pathways  including  oxidative  phosphoryla- 
tion,10 glycolysis,11  and  the  tricarboxylic  acid 
cycle.12  Consequently,  they  have  been  impli- 
cated in  the  pathogenesis  of  the  dysfunctional 
and/or  degenerative  changes  noted  in  the 
liver,6  heart,13  lungs8  and  choroid  plexus5  of 
patients  with  this  syndrome.  Moreover  such 
toxic  effects  are  more  likely  to  be  manifest 
in  neurons  since  they  are  less  capable  than 
many  other  parenchymal  cells  of  metabolizing 
fatty  acids14  as  evidenced  by  the  lack  of  ac- 
cumulated lipid  in  them  in  Reye’s  syndrome. 
Experimental  studies  in  rats15  and  rabbits16 
which  demonstrate  the  ability  of  sodium  oc- 
tanoate,  a short  chain  fatty  acid,  to  produce 
an  encephalopathy  would  support  such  a toxic 
effect  on  neurons. 

Since  other  forms  of  hyperlipidemia  involv- 
ing serum  triglyceride,  cholesterol  and  phos- 
pholipids have  not  been  noted  in  Reye’s  syn- 
drome with  the  exception  of  an  occasional 
slight  elevation  of  serum  triglyceride,  it  is 
likely  that  free  fatty  acidemia  is  the  primary 
lipid  abnormality  in  this  disease.  However, 
lipoprotein  electrophoresis  in  such  patients 
provides  another  possible  explanation  for  the 
accumulation  of  lipid  in  certain  organs,  pri- 
marily the  liver.  A decrease  in  pre-beta-lipo- 
protein production  secondary  to  the  hepatic 
dysfunction17  in  Reye’s  syndrome  would  re- 
sult in  increased  intracellular  accumulation  of 
triglycerides.  This  excess  triglyceride  via  hy- 
drolysis would  add  to  the  intracellular  accu- 
mulation of  fatty  acids  and  therefore  could 
contribute  to  the  potential  metabolic  impair- 
ment of  such  cells. 
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New  Contraceptives  Still  Out  of  Sight 


No  striking  new  contraceptive  techniques 
will  be  available  in  the  immediate  future,  a 
California  physician  advised  today  in  the 
March  6th  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

For  the  present,  family  planning  must  rely 
on  existing  methods  to  help  solve  over-popula- 
tion problems,  warned  Edward  T.  Tyler, 
M.D.,  of  the  Famliy  Planning  Association  of 
the  Americas,  Los  Angeles. 

In  a review  of  prospective  new  and  “prom- 
ising” contraceptive  methods,  Dr.  Tyler  said: 
#The  mini-pill— It  is  unlikely  that  the  mini- 
pill will  be  commercially  available  in  the 
United  States  before  mid- 197  2.  Despite  evi- 
dence proving  effectiveness  of  various  mini- 
pills, the  Food  and  Drug  Administration 
(FDA)  is  still  asking  more  proof  of  safety. 

#The  copper-impregnated  IUD— Delay  in 
its  commercial  availability  is  likely  because  the 
FDA  has  recently  classified  it  as  a medication, 


not  a device,  and  will  require  stringent  proof 
of  effectiveness  and  safety. 

#The  “morning-after”  pill— There  are  no 
such  pills  in  clinical  trial  in  the  United  States. 
The  synthetic  estrogen,  diethystilbestrol,  has 
been  utilized  for  this  purpose  by  gynecologists, 
but  it  is  not  ideal  for  routine  use.  The  drug 
has  been  suspected  by  causing  cancer;  nausea 
is  a frequent  side  effect. 

#Prostalglandins— Considerable  study  is 
needed  on  these  hormone-like  substances, 
which  have  shown  promising  results  in  induc- 
ing abortion,  before  they  can  be  widely  used. 

^Injectable  contraceptives— The  once-every- 
four-weeks  injection  has  already  been  dis- 
carded, after  several  years  of  study.  Further 
U.S.  clinical  trials  of  the  single  90-day  injec- 
tion method,  used  among  thousands  of  women 
in  developing  countries,  may  be  barred,  due 
to  a possible  forthcoming  FDA  decision. 

#Oral  male  contraceptives— Nothing  new 
currently  being  studied  clinically. 
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Intraspinal  Meningiomas  Simulating  Lumbar  Disc  Disease 


Two  cases  of  this  rare  tumor  are 
presented.  Since  their  symptoms 
are  similar,  they  must  be  consid- 
ered by  all  who  treat  lumbar  disc 
disease. 

HEN  DR.  HARVEY  CUSHING1  re- 
corded his  lifetime  experience  with  men- 
ingiomas, both  cranial  and  spinal,  he  presented 
two  patients  having  lumbar  meningiomas.  Ac- 
tually, one  had  a fibrosarcoma  with  extension 
of  tumor  and  death  of  the  patient  in  two 
years.  Elsberg,2  in  describing  surgical  diseases 
of  the  spinal  cord,  reviewed  the  records  of 
patients  seen  at  the  New  York  Neurologic 
Institute  for  a period  of  more  than  30  years. 
He  found  57  patients  having  spinal  menin- 
giomas, but  only  two  patients  had  lumbar 
meningiomas.  Of  the  140  spinal  meningiomas 
reported  by  Rasmussen,  Kernohan,  and  Ad- 
son ,3  only  two  were  found  in  the  lumbar 
region.  Love4  presented  a classic  paper  on  the 
differential  diagnosis  of  intraspinal  tumors  and 
protruded  intervertebral  discs.  He  analyzed 
his  own  experience  as  well  as  that  of  his  col- 
leagues at  the  Mayo  Clinic,  which  included 
26  cases  of  intraspinal  tumors  masquerading 
as  protruded  lumbar  intervertebral  discs.  Only 
two  of  the  patients  had  lumbar  meningiomas. 
Russell  and  Rubenstein5  have  described  as  rare 
the  occurrence  of  meningiomas  in  the  lum- 
bar region.  Acknowledging  then  the  histori- 
cal rarity  of  meningiomas  occurring  in  the 
lumbar  spinal  canal,  it  would  seem  appropriate 
to  report  two  cases  of  lumbar  meningioma 
seen  at  the  Danville  (Virginia)  Memorial  Hos- 
pital within  a six  month  period.  The  facts  that 
these  tumors  presented  with  the  semiology  of 
lumbar  disc  disease  and  that  one  actually  oc- 
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curred  concomitantly  with  lumbar  disc  disease 
make  these  cases  of  exceptional  interest  to  all 
physicians  who  may  be  treating  patients  with 
lumbar  pain  syndromes. 

Report  of  Cases 

Case  1.  S.N.  ( D.M.H . No.  404990),  a 52- 
year-old  lady,  was  admitted  to  the  orthopedic 
service,  Danville  Memorial  Hospital,  for  eval- 
uation of  back  pain.  She  had  fallen  some  ten 
years  earlier,  hurting  her  back,  but  three 
months  prior  to  admission,  the  pain  began 
extending  into  her  right  leg.  She  had  pain 
in  the  sciatic  distribution,  and  some  less  severe 
pain  on  the  opposite  side  as  well.  She  noted 
no  weakness  in  her  legs,  but  did  notice  numb- 
ness in  her  right  great  toe.  On  examination, 
she  had  tenderness  over  the  low  back,  and 
hyperextension  produced  hip  pain.  Straight 
leg  raising  was  limited  on  the  right  side  at 
70  degrees  by  sciatic  pain.  No  weakness  could 
be  demonstrated  except  possibly  in  the  right 
quadriceps  group;  however,  the  patellar  re- 
flexes were  normally  active  and  symmetrical. 
The  right  Achilles  reflex  was  diminished  com- 
pared to  the  left.  The  entire  right  foot  was 
hyperesthetic.  Radiographs  of  the  lumbar 
spine  were  normal.  At  the  time  of  mye- 
lography, a traumatic  lumbar  puncture  was 
done,  but  dye  was  nonetheless  introduced, 
showing  a huge  defect  so  bizarre  as  to  be 
considered  an  artifact  (Fig.  1).  The  patient 
was  subsequently  unable  to  void,  had  weak- 
ness in  her  legs,  and  neurosurgical  consulta- 
tion was  obtained.  At  that  time,  the  above 
physical  findings  were  confirmed,  as  well  as 
a very  lax  anal  sphincter.  The  lumbar  punc- 
ture was  repeated,  yielding  xanthochromic 
fluid  having  a protein  concentration  of  1,560 
mgs.  per  cent.  A soft,  very  vascular  tumor 
intertwined  among  the  roots  of  the  cauda 
equina  was  encountered  at  operation.  A piece 
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of  calcified  material  conforming  to  the  shape 
of  the  dural  sac  was  seen  on  the  inner  aspect 


Fig.  1.  Myelogram  (anteroposterior  view)  shows  a rath- 
er large  bizarre  appearing  defect  extending  from  L-2 
to  L-4  (Case  1). 


Fig.  2.  Radiographs:  (a)  lateral  view  of  the  lower  lum- 
bar spine  shows  narrowing  of  the  interspace  at  L-4/ 
L-5;  (b)  lateral  view  of  the  upper  lumbar  spine  shows 
osteoporosis  but  no  other  abnormalities;  (c)  antero- 
posterior view  of  the  entire  lumbosacral  spine  shows 
the  spurs  in  the  lowTer  lumbar  region  (Case  2). 
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of  the  lumbar  dura,  suggesting  that  the  tumor 
might  indeed  be  a meningioma  rather  than  a 
malignant  tumor.  Frozen  section  pathologic 
examination  resulted  in  a differential  diagnosis 
which  included  both  meningioma  and  ependy- 
moma. It  was  felt,  therefore,  that  total  re- 
moval of  the  tumor  should  be  attempted.  With 
great  difficulty,  the  tumor  was  dissected  from 
the  roots  of  the  cauda  equina.  Subsequent 
pathologic  examination  of  the  tissue  showed 
the  tumor  to  be  an  angioblastic  meningioma, 
a diagnosis  confirmed  by  various  consultants 
in  neuropathology.  The  patient’s  hospital  stay 
was  somewhat  prolonged  because  of  the  neces- 
sity of  a urinary  catheter.  She  was,  nonethe- 
less, discharged  fully  ambulatorv  and  voiding 
without  difficulty.  At  her  last  follow-up  eval- 
uation, six  months  after  operation,  she  was 
doing  quite  well  and,  fortunately,  had  had  no 
urinary  tract  complications. 

Case  2.  J.Y.  ( D.M.H . No.  352186 ),  a 75- 
year-old  lady,  had  had  low  back  pain  with 
intermittent  leg  pains  for  25  years.  Her  leg 
pain  had  been  so  severe  for  over  a year  that, 
in  March,  1970,  she  was  admitted  to  the  neu- 
rosurgery service,  Danville  Memorial  Hos- 
pital, for  surgical  treatment.  Her  neurologic 
examination  showed  limitation  of  straight  leg 
raising  on  the  left  by  severe  sciatic  pain.  The 
Achilles  reflexes  were  absent  bilaterally,  an 
L-5  hypalgesia  was  present  on  the  left,  and 
there  was  definite  weakness  of  the  left  extensor 
hallucis  longus  and  anterior  tibial  muscles.  An 
x-ray  of  the  lumbar  spine  showed  degenerative 
disc  disease  at  both  L-4/L-5  and  L-5/S-1,  with 
marked  narrowing  of  the  interspace  at  L-4, 
and  spur  formation  (Fig.  2).  The  patient 
underwent  partial  hemilaminectomies  of  L-4, 
L-5,  and  S-l  on  the  left,  with  nerve  root 
decompression,  at  which  time  large  spurs  were 
found,  especially  at  L-4/L-5.  Postoperatively, 
the  patient  was  immediately  improved  with 
regard  to  her  leg  pain.  Following  discharge, 
she  did  extremely  well  and  was  a most  grate- 
ful patient  for  about  eight  months.  In  De- 
cember, 1970,  she  twisted  her  back  while 
hanging  up  the  wash  and  had  the  sudden  on- 
set of  severe  low  back  pain  once  again.  Her 


neurologic  examination  was  essentially  un- 
changed except  that  she  had  severe  back  pain 
with  any  motion  of  her  legs,  whether  it  be 
by  straight  leg  raising,  bent  leg  raising,  or 
Patrick’s  maneuver.  In  addition,  she  had  ex- 
quisite tenderness  of  the  hamstring  muscles. 
As  part  of  her  treatment,  the  use  of  intra- 
thecal steroids  was  considered;  however,  at  the 
time  of  lumbar  puncture,  the  cerebrospinal 


Fig.  3.  Myelogram  (anteroposterior  view)  shows  a com- 
plete block  at  the  level  of  L-2  (Case  2). 


fluid  was  under  very  low  pressure,  slightly 
xanthochromic,  and  had  a protein  concentra- 
tion of  2,320  mgs.  per  cent.  Several  days 
later,  at  the  time  of  myelography,  the  cere- 
brospinal fluid  protein  was  3,480  mgs.  per 
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cent.  Myelography  disclosed  an  intradural 
tumor  at  the  level  of  L-2  (Fig.  3),  which  at 
the  time  of  laminectomy  proved  to  be  a 
psammomatous  meningioma.  After  total  re- 
moval of  the  tumor,  the  patient  became  free 
of  pain  and  returned  to  her  normal  activities, 
again  an  extremely  grateful  patient. 

Discussion 

The  historical  rarity  of  meningiomas  in- 
volving the  lumbar  spinal  canal  and  the  in- 
creasing number  of  neurological  surgeons 
make  it  conceivable  that  many  neurosurgeons 
would  never  see  such  an  entity.  Managing  two 
patients  having  lumbar  meningiomas  within 
a year,  in  a small  community  hospital,  per- 
tainly  makes  this  prediction  less  reliable,  nec- 
essitating the  inclusion  of  lumbar  meningiomas 
in  the  differential  diagnosis  of  lumbar  pain 
syndromes. 

Attempts  have  been  made  to  clinically  sep- 
arate patients  having  lumbar  intraspinal  tumors 
and  lumbar  disc  disease,  and  certain  points 
are  worthy  of  discussion.  Patients  associate 
disease  entities  with  trauma,  and  it  is  not  un- 
common for  the  symptoms  of  intraspinal  tu- 
mor to  be  brought  on  by  or  made  worse  by 
an  episode  of  trauma.  Thus,  even  though 
lumbar  disc  disease  is  more  commonly  and 
etiologically  associated  with  trauma,  this  fac- 
tor cannot  be  relied  upon  in  any  given  case. 

. The  time  sequence  of  the  patient’s  pain 
syndrome  has  also  been  used  to  differentiate 
lumbar  tumors  from  lumbar  disc  disease.  Pa- 
tients having  lumbar  disc  problems  tend  to 
have  exacerbations  and  remissions  of  radicular 
pain;  whereas  patients  with  lumbar  tumors 
would  be  expected  to  have  an  unrelenting 
progressively  severe  lumbar  pain  syndrome. 
It  is  interesting  to  note,  however,  that  one 
of  our  two  patients  had  complete  relief  of  her 
radicular  pain  following  foraminotomy,  only 
to  have  an  acute  exacerbation  of  her  pain  after 
eight  months  of  complete  relief,  and  brought 
on  by  bending  and  twisting  motions  of  her 
back.  It  does  not  seem  unlikely  that  the 
patient’s  original  radicular  pain  was  caused  by 
her  tumor  rather  than  her  lumbar  disc  disease, 
and  it  is  entirely  possible  that  her  long  history 


of  back  pain  for  over  25  years  was  also  caused 
by  her  lumbar  meningioma.  Feiring  and  Bar- 
ron6 have  shown  late  recurrence  of  spinal 
meningiomas  27  and  38  years  after  primary 
removal  of  the  tumors,  indicating  an  extremely 
slow  rate  of  growth,  at  least  in  some  spinal 
meningiomas.  The  patient’s  dramatic  response 
to  foraminotomy,  however,  makes  the  alter- 
nate hypothesis  that  she  was  suffering  from 
two  disease  processes  at  least  tenable.  Bi- 
laterality of  leg  pain  has  also  been  used  as 
a differential  point,  with  bilateral  leg  pain 
favoring  tumor  and  unilateral  leg  pain  favor- 
ing disc  disease.  It  is  not  uncommon,  how- 
ever, for  central  herniations  of  intervertebral 
discs  to  cause  bilateral  leg  pain.  Indeed,  Love* 
in  his  discussion  of  the  differential  diagnosis 
presented  a 38-year-old  woman  who  was  seen 
with  bilateral  sciatic  pain  of  five  months’  dura- 
tion. The  patient’s  cerebrospinal  fluid  protein 
concentration  was  80  mgs.  per  cent,  and  her 
air-myelogram  showed  a block  at  the  level 
of  L-4.  A diagnosis  of  intraspinal  tumor  was 
strongly  considered  in  this  particular  patient 
who  proved  to  have  a centrally  herniated  lum- 
bar disc. 

The  cerebrospinal  fluid  protein  concentra- 
tion is  thought  to  be  an  indicator  of  the  pres- 
ence of  intraspinal  neoplasm.  Again  referring 
to  Love’s  series  of  26  cases  of  intraspinal  tu- 
mors masquerading  as  protruded  intervertebral 
discs,  we  find  that  he  had  nine  cases  of  epen- 
dymoma with  an  average  cerebrospinal  fluid 
protein  concentration  of  3,355  mgs.  per  cent, 
12  cases  of  neurofibroma  with  an  average  of 
700  mgs.  per  cent,  and  two  cases  of  menin- 
gioma, one  having  a value  of  40  mgs.  per 
cent  and  the  other  having  a value  of  440 
mgs.  per  cent.  Love  felt  that  the  presence 
of  a very  high  protein  concentration  was 
virtually  diagnostic  of  an  ependymoma  of 
the  filum  terminale  when  such  a spinal 
fluid  finding  is  present  in  a patient  having 
a lumbar  radicular  syndrome.  It  is,  there- 
fore, interesting  to  note  that  both  of  our 
patients  with  lumbar  meningiomas  had  very 
high  protein  concentrations  in  the  cerebro- 
spinal fluid.  - Although  some  correlation  of 
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histologic  type  of  tumor  and  cerebrospinal 
fluid  protein  concentration  is  likely,  this  cor- 
relation is  by  no  means  diagnostic  as  the  degree 
of  spinal  block  undoubtedly  affects  the  pro- 
tein concentration.  Referring  to  our  four 
cases  of  intraspinal  neurilemmoma  simulating 
lumbar  disc  disease,7  we  had  three  patients 
with  neurilemmomas  unassociated  with  spinal 
block  who  had  cerebrospinal  fluid  protein  con- 
centrations of  38,  48,  and  111  mgs.  per  cent; 
whereas  the  fourth  patient  with  spinal  block 
had  a cerebrospinal  fluid  protein  concentra- 
tion of  1,120  mgs.  per  cent.  A very  high 
cerebrospinal  fluid  protein  certainly  favors  the 
diagnosis  of  intraspinal  tumor  rather  than  lum- 
bar disc  disease,  but  a normal  cerebrospinal 
fluid  protein  concentration  does  not  rule  out 
the  possibility  of  an  intraspinal  tumor. 

Summary 

Two  cases  of  lumbar  spinal  meningiomas 
simulating  lumbar  disc  disease  are  presented. 
Despite  their  historical  rarity,  they  still  must 
be  considered  in  the  differential  diagnosis  of 
lumbar  pain  syndromes.  Certain  aspects  of 
the  semiology  of  lumbar  disc  disease  and  in- 
traspinal tumors  and  their  cerebrospinal  fluid 
findings  are  discussed. 
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Drug  Use  and  Abuse  in  Adolescence 

A Twenty -Year  Perspective 


Although  the  problem  of  drug 
abuse  is  far  from  being  solved 
and  illegal  drugs  are  more  readily 
available  than  ever  before,  there 
has  been  progress  in  the  under- 
standing of  and  treatment  of  the 
young  drug  user. 

HE  PATTERN  OF  DRUG  USE  and 
abuse  in  adolescence  has  changed  over  the 
past  20  years.  The  author  worked  at  the  U.S. 
Public  Health  Service  Hospital  in  Lexington, 
Kentucky,  in  the  early  1 950’s  and  has  con- 
tinued to  work  with  a number  of  drug  using 
adolescents  and  post  adolescents  in  the  inter- 
vening 20  years.  In  the  past  the  interest  was 
primarily  with  heroin,  some  cocaine  and  oc- 
casional dextroamphetamine  and  mescaline. 
Today  the  pattern  has  more  heavily  concerned 
itself  with  marijuana,  LSD,  psilocybin,  the 
amphetamines  and  related  stimulants  with  a 
recent  increase  once  again  of  heroin.  The 
current  generation  of  adolescent  and  post 
adolescent  drug  users  breaks  fairly  often  into 
two  groups;  those  who  primarily  are  con- 
cerned with  marijuana,  LSD,  hallucinogenic 
drugs  and  psychic  stimulators  and  secondly 
those  who  begin  to  use  hard  drugs  such  as 
heroin. 

A generation  ago  there  were  few  early  and 
mid-adolescent  drug  users  in  this  author’s  ex- 
perience, most  of  these  coming  out  of  large 
cities  like  Chicago,  New  York,  Washington, 
D.  C.,  and  Philadelphia.  As  a rule  they  were 
usually  heroin  users  using  one  percent  or  less 
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heroin  and  being  addicted  on  five  or  six  to 
16  caps  per  day.  A great  many  of  these 
youngsters  were  “skin  poppers”.  They  did  not 
understand  the  true  nature  of  addiction  and 
when  they  felt  the  slightest  sickness,  they 
would  feel  they  were  addicted.  However, 
some  of  these  youngsters  did  prove  to  have 
bona  fide  physiologic  addiction  which  re- 
quired withdrawal.  The  use  of  drugs  has 
gained  greater  acceptance  in  this  generation 
than  it  has  in  previous  generations.  Marijuana 
is  all  but  accepted,  though  there  are  still  occa- 
sional vitriolic  articles  and  public  protests 
against  its  wide-spread  use.  In  this  author’s 
experience  at  the  present  time  40  percent  of 
adolescents  and  post  adolescents  are  using  this 
drug.  It  is  to  be  noted  that  the  individual  who 
is  looking  for  a “high”  also  has  a high  lia- 
bility or  proneness  to  using  other  drugs  such 
as  the  addicting  drugs  or  the  hallucogenic  or 
the  psychic  energizers.  The  people  who  spe- 
cialize in  the  nonaddicting  drugs  today  are 
essentially  the  adolescents  who  are  tying  the 
use  of  drugs  to  some  form  of  emancipation. 
There  is  also  an  interesting,  though  sometimes 
fleeting,  attempt  to  use  drugs  as  a responsi- 
bility-taking measure  rather  than  grossly  flee- 
ing it.  While  it  is  true  that  this  is  very  often 
a “hide-behind”  or,  if  it  is  not  in  the  beginning, 
it  does  become  so,  and  a ruse  in  most  instances, 
the  individual  is  attempting  to  have  a so-called 
“mind  expanding  experience”,  however  poorly 
the  experiment  ultimately  turns  out  for  him. 

The  drug  addicts  of  the  past  generation 
spoke  of  “coasting”,  being  out  of  it,  not  being 
touched  by  the  ongoing  problems  of  the  day 
and  the  use  of  heroin  and  other  addicting 
drugs  is  indeed  a return  to  a time  of  extreme 
dependency.  The  present  drug  users  in  high 
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school  and  college  more  often  speak  of  finding 
greater  depth  to  themselves,  although  most,  in 
time,  acknowledge  that  it  does  get  out  of  hand. 
Though  they  have  sought  to  flee  the  enslave- 
ment they  feel  they  have  to  the  middle-age 
generation,  they  ultimately  become  enslaved 
to  the  drug  and  if  many  indeed  do  break  both 
the  addicting  habits  and  the  use  of  the  psycho- 
delic  drugs,  it  is  because  they  ultimately  reach 
a point  where  they  want  to  be  free  of  this  sub- 
stitute slavery  also. 

In  group  psychotherapy  15  or  20  years  ago 
when  adolescents  talked  about  drugs,  they  es- 
sentially talked  blatantly  in  terms  of  escape, 
denial  and  avoidance.  Today  in  group  ther- 
apy the  drug  users  talk  more  in  terms  of  find- 
ing themselves,  finding  dimensions  they  didn’t 
realize  they  possessed,  objecting  to  the  world 
in  which  they  live,  postulating  new  and  better 
ways  of  handling  world  problems  and  their 
own  emotional  problems  and  putting  down 
adult  authority.  There  appears  to  be  a more 
idealistic  bent  on  the  part  of  the  drug  user 
today. 

The  personality  patterns  however  seem  to 
be  roughly  similar  over  this  period  of  time. 
Essentially  we  are  dealing  with  a more  grossly 
dependent  individual  who  has  had  difficulty 
assuming  responsibility.  This  may  be  due  to 
intrinsic  factors  in  the  family,  child  rearing 
techniques,  lack  of  attention,  stimulation  or 
interaction  on  the  part  of  the  parents.  There 
is  also  apathy,  abandonment,  rejection,  neglect 
and  confusion  on  the  part  of  the  rearing  adults. 
There  is  very  often  role  confusion  on  the  part 
of  the  drug  users  and  an  attempt  through  this 
mind  expanding  experience  to  find  some  an- 
swers—in  a magical  way— not  realizing  that  the 
greatest  mind  expanding  experience  has  to  do 
with  the  insights  into  the  self  rather  than  a 
chemical  alteration  of  one’s  previous  pa- 
thology. 

The  larger  problem  today  still  is  the  addic- 
tion to  heroin  and  the  addicting  drugs.  Sooner 
or  later  most  of  the  users  of  LSD,  tranquilizers, 
barbituates,  etc.,  try  heroin.  This  still  is  con- 
sidered the  “prince”  of  the  drugs.  The  old 
time  drug  user  used  to  consider  morphine  as 


“God’s  medicine”.  The  drug  problem  then 
splits  itself  today  into  two  separate  problems: 
one,  dealing  with  the  personality  that  needs 
to  alter  the  mind,  however,  temporarily.  Here, 
while  there  is  not  addiction,  there  is  psycho- 
logical dependence  and  there  is  loosening  of 
the  ego  functioning  and  a creation  of  psy- 
chotic states  from  LSD,  Mescaline,  Psilocybin 
and  other  hallucinogenic  drugs.  Interestingly 
enough  and  perhaps  insufficiently  recognized 
marijuana  is  producing  in  the  LSD  user  a 
variety  of  flashback  and  panic  states  in  its 
own  right.  Almost  implacably  on  the  heels  of 
these  drugs  comes  the  second  drug  problem- 
heroin.  Because  of  the  uncertainty  of  the 
dilutents,  the  unscrupulousness  of  the  supplier 
and  the  amateurish  middle-men  involved,  there 
are  a great  many  deaths  occurring  from  the 
use  of  heroin.  In  the  past  it  seemed  that  the 
heroin  supply  itself  was  more  evenly  cut  and 
it  was,  by  and  large,  a higher  quality.  Now 
the  quality,  dilutents,  etc.,  are  more  and  more 
an  unknown  quantity.  In  a recent  communi- 
cation from  a psychiatrist  who  had  worked 
some  20  years  with  drug  addicts  he  made  the 
observation  that  the  “half  life”  of  the  drug 
addict  is  five  years,  meaning  that  50  percent 
of  the  hard  drug  users  were  dead  in  10  years 
in  his  experience.  In  the  past  there  was  a use 
of  barbiturates  and  heroin  in  combination  on 
the  part  of  some  of  the  youngsters  to  have  ups 
and  downs.  Today  other  drugs  have  been 
added  to  this  list:  drugs  like  Valium,  Librium 
and  Miltown.  Some  of  the  drugs  are  being  cut 
with  nitroglycerin,  quinine,  strychnine  and 
other  medicines  which  produce  a profound 
physiologic  response  so  the  individual  thinks 
he  has  a potent  hallucinogenic  or  potent 
narcotic. 

It  has  been  my  experience  that  a drug  addict 
makes  an  excellent  candidate  for  group  psy- 
chotherapy. He  has  more  identity  with  the 
group,  especially  of  his  own  age  than  he  has 
on  the  one-to-one  relationship.  On  the  one 
hand  one  cannot  hope  to  treat  an  addicted 
narcotic  with  any  kind  of  psychotherapy 
until  and  unless  he  is  off  his  narcotics;  one 
can  work  on  an  outpatient  basis  with  a person 
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who  is  using  hallucinogenic  drugs  or  psychic 
stimulators  providing  he  is  not  too  toxic, 
spaced  out,  or  psychotic.  This  means,  here 
too,  we  have  two  distinct  patterns.  The  ad- 
dicting drugs  require  medically  supervised 
withdrawal.  Withdrawal  by  the  Methadone 
technique  is  probably  still  the  best  we  have 
evolved.  The  pattern  of  Methadone  with- 
drawal was  evolved  in  Lexington,  Kentucky. 
This  drug  apparently  was  a patent  medicine 
originating  in  Germany  and  when  all  the 
patents  were  taken  over  during  the  war,  this 
was  one  of  the  drugs  that  fell  into  the  hands 
of  the  Americans.  There  is,  however,  a very 
important  danger  which  is  that  today  we  are 
creating  an  extremely  resistant  form  of  addic- 
tion in  providing,  for  indefinite  and  protracted 
periods  of  time,  Methadone  prescribed  by  free 
clinics,  often  in  doses  of  80  to  120  mgm  per 
day.  Methadone  is  a particularly  difficult  drug 
from  which  to  withdraw  a person.  In  the  first 
place  addiction  takes  about  a month,  and 
usually  occurs  at  the  dosage  of  20  to  40  mgm 
per  day  over  a month’s  period  of  time.  With- 
drawal from  Methadone  takes  at  least  three  to 
five  weeks,  whereas  with  the  ordinary  nar- 
cotic such  as  heroin  and  the  like  an  individual 
can  begin  to  feel  well  in  seven  to  10  days. 
When  narcotics  are  used  in  combination  with 
other  drugs  such  as  the  barbiturates  and  tran- 
quilizers a much  more  complex  picture  de- 
velops. Once  again  it  is  the  opinion  of  this 
author  that  narcotic  withdrawal  must  happen 
within  a hospital  and  cannot  occur  success- 
fully “on  the  street”.  The  addicts  sell  their 
Methadone  and  they  are  maintained  for  dan- 
gerously long  periods  of  time  on  the  drug. 
Not  enough  careful  attention  is  paid,  by  and 
large,  to  withdrawing  drug  addicts  who  have 
become  medically  addicted  to  Methadone  and 
reducing  them  from  their  80  to  120  mgm  dos- 
age over  a period  of  several  months.  Most 
outpatient  Methadone  treated  patients  con- 
tinue to  use  other  drugs.  Therefore,  Metha- 
done runs  the  risk  of  being  labelled  society’s 
answer  to  crime,  not  to  addiction. 

State  hospitals  are  beginning  to  fill  up  with 
adolescents  and  post  adolescents  who  have 


psychotic  episodes  as  a result  of  the  use  of 
LSD.  LSD  has  been  used  experimentally  for 
about  the  past  25  or  so  years  since  it  was 
originally  observed  to  produce  psychotomi- 
metic effects  so  that  one  has  a model  schizo- 
phrenia produced  by  drugs.  Experimentation 
was  conducted  in  many  places,  among  them 
the  U.S.  Public  Health  Service  Hospital  in 
Lexington,  Kentucky,  and  it  is  well  docu- 
mented that  these  psychotomimetic  drugs 
produce  a transient  state  of  psychosis.  Some- 
times this  lasts  as  long  as  several  years.  Other 
authorities  have  become  concerned  with  how 
this  may  alter  the  metabolism  of  the  Central 
Nervous  System  cells  and  possibly  also  of  ova 
and  sperm. 

Perhaps  the  major  difference  of  drug  addic- 
tion in  this  generation  and  the  last  is  the  higher 
incidence  among  the  adolescent  and  post  ado- 
lescent. It  is  felt  that  the  prognosis  today 
can  be  better  for  the  drug  user  than  it  was  a 
generation  ago.  The  prognosis  for  LSD  if 
interdicted  early  can  be  most  favorable.  Many 
of  the  LSD  users  stop  automatically  on  their 
own  after  they  have  had  a few  psychotic 
episodes,  so  called  “bummers”.  Many,  how- 
ever, do  not  have  a bad  episode  until  they  have 
used  the  drug  50  or  100  times.  Many  times 
there  are  insidious  personality  changes  which 
make  it  impossible  for  the  individual  to  per- 
ceive themselves  as  different.  This  is  a prob- 
lem of  this  generation.  The  previous  genera- 
tion had  little  or  no  access  to  LSD,  except 
experimentally  and  this  was  conducted  under 
controlled  conditions.  The  heroin  addict  can- 
not help  but  become  in  this  or  any  other 
generation  dependent  on  a source  of  supply 
which  means  he  must  become  antisocial.  It 
means  he  must  steal  a goodly  amount  of  goods 
or  monies  in  order  to  keep  himself  from  get- 
ting sick  after  a period  of  time.  Narcotic  ad- 
diction, therefore,  becomes  a dead  run  to  elude 
sickness.  Other  forms  of  addiction  such  as 
barbiturates,  Valium,  Librium,  Miltown  them- 
selves do  produce  psychotic  episodes  and  con- 
vulsion if  the  withdrawal  is  too  rapid.  Bar- 
biturate deaths  are  still  one  of  the  single  most 
common  forms  of  suicide. 
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Protest  ;md  emancipation  are  much  more 
prevalent  in  our  time  and  it  is  interesting  to 
note  that  the  underpinning  of  the  protest  and 
the  emancipation  in  drug  users  happens  to  be 
a counter  move  back  toward  dependency, 
escape  and  derealization.  These  are  extremely 
powerful  forces.  Adolescence  is  a time  of 
unleashing  a great  many  forces  of  protest, 
anger,  violence,  assumption  or  rejection  of 
authority,  or  an  attempt  to  prematurely  seize 
the  world  and  bring  it  into  line  with  one’s 
idealistic  notions.  Adolescence  and  post  ado- 
lescence is  a time  of  establishing  one’s  identity, 
one’s  life  style,  one’s  work  and  one’s  gender. 
The  drug  scene  then  becomes  a mixture  of 
themes.  There  are  attempts  to  expand  the 
mind,  attempts  to  alter  the  realities,  attempts 
to  seek  meaning  and  dimension  within  the 
self,  attempts  to  transcend  many  of  the  preju- 
dices, destructive  happenings,  attempts  to  be 
creative  and  then  gradually  as  disenchantment, 
disappointment,  impatience,  and  naiveness 
begin  to  take  their  toll  there  is  a drifting 
toward  dependency,  passivity  and  as  tragically 
exemplified  recently  with  some  tremendously 
creative  entertainers,  ultimately  death.  There 
is  still  much  panic  on  the  part  of  the  parents 
and  officialdom  concerning  the  drug  problem. 
In  the  last  generation  punishment  was  the  rule 
with  some  rehabilitation  and  withdrawal  but, 
by  and  large,  the  individual  was  ostracized  and 
driven  further  into  himself.  In  this  generation 
there  is  the  beginning  of  some  acceptance  of 
youths’  right  to  express  themselves  and  to 
take  a dim  view  of  some  of  the  happenings  in 
the  world  about  them.  There  is  an  attempt 
to  both  extend  the  franchise  to  the  young,  to 
give  them  part  of  the  responsibility  of  what  is 
happening  in  their  world,  to  give  them  repre- 
sentation on  youth  councils  in  school  and  even 
in  government.  Most  often,  however,  the  drug 
users  are  not  recruited  from  the  reasonably 
stable  kids  from  the  reasonably  stable  homes. 

The  authority  of  the  court  has  been  found 
to  be  extremely  important  and  useful  with 
many  of  the  young  people  who  are  using  drugs 
in  order  to  on  the  one  hand  fortify  their  good 
intentions,  give  them  the  needed  definition  of 


authority  and  also  support  their  course  of 
treatment  in  working  out  their  problems. 

It  is  the  author’s  opinion  that  while  it  is 
possible  for  anyone  to  become  addicted  and 
for  anyone  to  have  a psychotic  episode  from 
LSD,  the  personality  profiles  of  the  individuals 
who  find  themselves  going  beyond  the  most 
casual  experimentation  and  curiosity  usually 
represents  personality  pathology  and  there- 
fore warrants  psychotherapy  as  a concomitant 
of  any  kind  of  treatment  program.  To  edu- 
cate the  very  young,  the  preadolescent,  the 
adolescent  and  the  post  adolescent  about  drugs 
is  one  step.  In  addition  to  this  there  must  be 
an  education  of  the  individual  about  himself 
and  how  he  functions.  One  without  the  other 
will  not  work.  One  does  not  teach  careful 
driving  by  simply  showing  children  pictures 
of  auto  wrecks.  One  has  to  familiarize  the 
young  with  human  motivation,  with  the  ana- 
tomy of  personality  structure  and  function  at 
whatever  age  level  we  are  pitching  our  talk.. 
Only  in  this  way  are  the  liabilities  reduced. 
The  children  must  be  found  early  for  care 
and  treatment.  The  early  experimentalist  with 
drugs  must  be  taken  on  conscientiously  with 
realistic  problems  that  can  and  must  be  met, 
not  with  opprobrium  or  rejection  or  humilia- 
tion but  with  understanding,  acceptance,  sup- 
port and  in  a controlled  environment,  at  times. 

The  graduate  of  the  drug  hospital  at  Lex- 
ington a generation  ago  had  about  a 5 percent 
chance  of  not  using  drugs  again.  The  odds 
today  can  be  very  much  better.  There  are 
neighborhood  halfway  houses  growing  up  in 
communities  to  help  the  ex-addicts  back  into 
the  stream  of  life.  The  whole  anatomy  of  the 
drug  treating  institutions  have  changed  to  one 
of  understanding,  caring,  giving  more  and 
more  responsibility  to  the  individual,  making 
it  acceptable  that  they  have  a problem  in  liv- 
ing rather  than  being  criminals.  The  adoles- 
cent today  has  a much  better  chance  of  getting 
off  his  psychodelic  drugs,  his  hallucinogenic 
drugs  and  also  the  addicting  drugs.  The  basic 
principle  of  treatment  is  the  same.  The  indi- 
vidual must  learn  about  how  he  operates  and 
his  part  in  his  problem,  its  historical  origins. 
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how  he  reacts  to  his  community,  to  his  society 
and  what  alternatives  there  are  and  what  kind 
of  responsible  behavior  is  open  to  him.  It 
appears  at  the  present  time  we  are  in  for  a 
siege  of  at  least  probably  another  decade  of 


heavy  drug  use  but  the  overall  prognosis  of 
the  drug  user  today  is  more  positive. 


2330  Monument  Avenue 
Richmond , Virginia  23220 


General  Ophthalmology.  6th  Edition.  By 
Daniel  Vaughan,  Taylor  Asbury,  Robert 
Cook.  Los  Altos,  Calif.,  Lange  Medical  Pub- 
lications, 1971.  Price  $8.00. 

This  paperback  Lange  publication  has  be- 
come probably  the  most  popular  introductory 
text  to  ophthalmology  for  medical  students, 
perhaps  chiefly  because  of  its  reasonable  cost 
and  convenient  format.  The  authors  purport  to 
provide  a “concise  yet  reasonably  complete, 
up-to-date  review  . . . for  use  by  medical  stu- 
dents, general  physicians,  pediatricians,  intern- 
ists, and  resident  physicians  in  ophthalmol- 
ogy/' They  do  this  well. 

The  elaborately  subdivided  table  of  con- 
tents, providing  an  outline  of  each  major  topic, 
Rnd  the  more  than  adequate  index,  are  indi- 
cations of  the  care  and  attention  to  detail  the 
authors  and  editors  have  given.  The  drawings 
and  photographs  reproduced  are  good,  and  are 
evidently  carefully  selected  so  that  the  absence 
of  color  reproduction  does  not  lessen  their 
clarity.  The  bibliography  at  the  end  of  each 
chapter  includes  good  and  recent  references, 
a number  published  in  1971.  This  speaks  well 
for  the  efficiency  with  which  revisions  have 
been  made  and  the  revised  text  committed  to 
print  so  that  the  new  edition  itself  could  be 
released  in  1971.  There  is  also  a most  helpful 
chapter  on  genetics,  as  well  as  timely  review 
of  other  related  fields.  An  excellent  appendix 
provides  ancillary  information  regarding  stand- 
ards of  testing,  visual  efficiency,  and  visual 
disability;  commonly  used  ophthalmic  medi- 
cations; and  rehabilitation  services. 

Compliments  are  also  due  the  authors  for 
their  inclusion  of  correct,  though  not  neces- 
sarily popular,  terminology.  Lor  example,  ref- 
erence to  the  canthal  tendon  versus  the  com- 


mon use  of  ligament;  use  of  the  now  current 
term  Chlamydia  for  a group  of  intracellular 
microorganisms  (vs.  TRIC);  use  of  the  more 
precise  asteroid  hyalosis  (vs.  hyalitis). 
Thoughtful  lists  of  terms  are  given  in  the 
chapter  on  strabismus  and  in  the  glossary. 

There  are  relatively  few  oversights.  Occa- 
sionally terms  (esp.  those  not  familiar  to  the 
non-ophthalmologist)  are  not  defined  at  the 
time  they  are  first  used  (e.g.,  aphakia,  media,  in 
Chapter  3),  though  more  frequently  pains  are 
taken  to  explain  unusual  terms  (e.g.,  nyctalo- 
pia, metamorphopsia).  Periorbital  cellutitis,  or 
cellulitis  of  the  lids,  is  not  described  as  an 
entity  or  differentiated  from  orbital  cellulitis, 
a distinction  particularly  important  in  pediat- 
rics. The  confusing  subject  of  dyslexia,  or 
learning  disorders,  might  be  given  a word. 

Other  adverse  criticisms  are  of  importance 
mainly  to  the  ophthalmologist.  There  is  no 
mention  of  the  use  of  bone  free  x-rays  in  diag- 
nosis of  intraocular  foreign  bodies,  either  in  the 
chapter  on  examination  or  the  one  on  trauma. 
Many  would  argue  with  the  instruction  to  use 
topical  anesthetic  before  scraping  the  cornea 
or  conjunctiva  for  bacterial  diagnostic  studies, 
since  the  anesthetic  agent  is  felt  to  alter  or 
impair  viability  and  growth  of  organisms.  The 
dangers  of  chronic  topical  steroids  are  not 
sufficiently  explained,  though  the  warning  is 
valid.  There  is  an  inadequate  account  of  the 
treatment  of  corneal  abrasion,  a common  in- 
jury for  which  even  the  non-ophthalmologist 
should  be  able  to  initiate  adequate  therapy. 

Although  the  style  of  writing  is  uninspired, 
as  it  is  in  most  American  scientific  writing,  the 
book  nevertheless  is  most  useful,  deserves  its 
popularity,  and  is  highly  recommended. 

John  B.  H.  Caldwell,  M.D. 
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Conspiracy  and  the  American  Medical  Association 


A Missouri  physician  was  expell- 
ed from  the  American  Medical 
Association  107  years  ago  be- 
cause of  an  unproved  charge  that 
he  had  conspired  to  poison  the 
water  supply  of  New  York  City. 
One  year  later  he  was  reinstated, 
the  charges  against  him  having 
been  proven  false. 

IN  1865-6  the  American  Medical  Association 
and  a prominent  physician  member  became 
involved  in  an  alleged  conspiracy. 

At  that  time  the  only  regular  publication 
of  the  AMA  consisted  of  a volume  of  annual 
‘‘Transactions"  based  on  the  yearly  meetings 
of  the  Association.  Hence,  the  attempt  to 
trace  the  circumstances  led  in  several  direc- 
tions including  up  several  blind  alleys. 

The  incident  itself  must  be  viewed  against 
the  background  of  the  just-concluded  Civil 
War  and  the  death  of  President  Lincoln  from 
an  assassin’s  bullet  on  the  fifteenth  of  April, 
1865.  The  subsequent  meeting  of  the  Ameri- 
can Medical  Association  in  Boston,  beginning 
on  June  6,  1865,  was  its  sixteenth  annual  ses- 
sion and  clearly  took  place  during  a time  of 
high  national  emotions. 

The  story  began  to  unroll  at  the  session  held 
on  June  7:1 

Dr.  C.  C.  Cox,  of  Maryland,  after  some  re- 
marks, and  reading  an  abstract  of  certain 
evidence  before  the  Military  Court  sitting  in 
Washington  for  the  trial  of  the  assassins  of 
the  President,  offered  the  following  resolu- 
tions: 


EDWIN  P.  JORDAN,  M.D. 

Charlottesville,  Virginia 

“Whereas,  MONTROSE  A.  P ALLEN, 
whose  name  appears  upon  the  register  as  a 
permanent  member  of  this  Association,  has- 
been  proved  to  have  been  in  complicity  with 
an  attempt  to  poison  the  water  of  the  Cro- 
ton Reservoir,  by  which  the  city  of  New 
York  is  supplied  with  drinking  water,  thus 
imperilling  the  lives  of  thousands  of  his 
fellow-citizens;  therefore 

“Resolved,  That  the  said  MONTROSE 
A.  PALLEN  has  disgraced  his  manhood 
and  the  humane  profession  of  which  he  is  an 
unworthy  member;  that  he  is  hereby  indig- 
nantly expelled  from  this  body;  that  the 
Secretary  be  required  to  strike  his  name 
from  the  roll  of  members;  and  that  he  shall 
never  hereafter  be  eligible  to  membership 
in  the  American  Medical  Association.”  (p 
35) 

A motion  by  Dr.  J.  M.  Toner,  of  the  Dis- 
trict of  Columbia,  to  postpone  action  until 
the  next  Association  meeting  was  defeated  as 
was  a motion  by  Dr.  Hooker  of  Connecticut 
to  refer  the  matter  to  a committee  to  report 
the  next  day.  However,  after  much  discus- 
sion, the  resolution  was  amended  by  striking 
out  the  last  clause,  “and  that  he  shall  never 
hereafter  be  eligible,  etc."  and  substituting 
for  the  words  “has  been  proved"  the  words 
“has  been  declared  under  oath  before  the  Mil- 
itary Commission  sitting  in  Washington  at 
this  date".  The  preamble  and  resolutions  were 
then  adopted. 

But  this  did  not  end  the  matter  in  Boston. 
Overnight  it  would  appear  that  some  of  the 
members  present  either  had  second  thoughts 
or  had  opposed  the  resolution  all  along. 
Thirty- four,  including  the  President  of  the 
Association,  Dr.  N.  S.  Davis,  and  Dr.  Hooker 
(but  not  Dr.  Toner)  signed  a “protest"  which 
was  read  at  the  meeting  the  next  day  by  Dr. 


Volume  99,  June,  1972 


637 


J.  T.  Ordway  of  Massachusetts.  After  reading 
the  resolution  and  mentioning  the  amend- 
ments, Dr.  Orway  stated  that  this  resolution 
in  effect  declared  “that  the  Association  ‘indig- 
nantly expelled’  a member  who  was  charged 
with  a heinous  offense,  but  against  whom  it 
had  also  formally  declared  no  sufficient  proof 
had  been  adduced.”  Dr.  Ordway  then  pro- 
ceeded: 

“We,  the  undersigned  members  of  the 
American  Medical  Association  now  in  at- 
tendance, while  we  execrate  the  crime  with 
which  DR.  PALLEN  stands  charged,  and 
would,  if  his  guilt  were  established,  most 
promptly  and  heartily  vote  for  his  expulsion, 
do  most  respectfully  protest  against  the  ac- 
tion of  this  Association  as  above  recited, 
on  the  general  principle  that  all  sense  of 
right  and  justice,  as  well  as  the  established 
rules  of  this  Association,  demands  that  no 
man  shall  be  condemned  and  punished  until 
his  guilt  is  established.”  (p  50) 

This  motion  was  “received  and  ordered  to 
be  placed  in  the  Minutes.”  On  motion  a com- 
mittee of  three  was  appointed  to  reply  to  the 
protest. 

Read  by  Dr.  Ezra  M.  Hunt  of  New  Jersey, 
the  lengthy  statement  closed  as  follows: 

“While  we  agree  to  the  general  idea  that 
no  man  shall  be  condemned  and  punished 
until  his  guilt  is  established,  we  recognize 
guilt  as  having  degrees,  and  as  sometimes 
being  established  independent  of  the  deci- 
sion of  courts,  and  in  cutting  him  off  from 
the  Association  we  do  not  recognize  our- 
selves as  ‘condemning  and  punishing  him’ 
in  the  legal  and  opprobrious  sense  in  which 
those  terms  are  used  when  one  is  consigned 
to  the  prison  or  the  gallows,  but  as  protect- 
ing ourselves  from  the  odium  of  association 
with  one,  in  respect  to  whom  we  have  evi- 
dence enough  to  satisfy  us  that  he  has 
chosen  as  associates  not  only  rebels  but  as- 
sassins, and  who,  while  he  is  unable  to  clear 
his  skirts,  is  not  particularly  jeoparded  in 
life,  liberty,  or  the  pursuit  of  happiness  by 
our  act.”  (pp  54-55) 


As  was  the  case  with  its  predecessor,  “the 
protest”,  the  “reply”  was  ordered  placed  on 
the  record. 

By  this  time  in  the  discussion,  Dr.  Pallen 
appears  to  have  been  informed  of  the  pro- 
ceedings and  a telegram  from  him  dated  June 
9 was  received  and  read: 

uTo  President  National  Medical  Associa- 
tion— 

I have  been  expelled  from  the  Association 
upon  unrebutted  testimony  for  participating 
in  a crime  which  I execrate  as  much  as  any 
gentleman  in  the  Convention.  I will  pro- 
duce affidavits  to  prove  Sanford  Conover’s 
evidence  to  be  infamous  perjury.  I beg  a 
reconsideration  of  the  vote,  and  that  it  be 
referred  to  a committee,  before  whom  I 
pledge  myself  to  still  preserve  the  fair  fame 
belonging  to  every  member  of  the  Associa- 
tion. 

MONTROSE  A.  PALLEN”  (p  55-56) 

The  assembly  had  had  enough.  On  motion 
the  whole  subject  was  laid  on  the  table. 

Eleven  Months  Later 

There  followed  a lapse  of  nearly  a year 
before  published  reference  in  the  AMA  Trans- 
actions2 occurred  again.  At  the  seventeenth 
Annual  Meeting  of  Association  held  in  Balti- 
more May  1-4,  1866,  the  Pallen  case  came  up 
again.  On  the  first  day  of  that  session,  Dr. 
Cox  arose  once  more  and  offered  “sundry 
documents”  in  regard  to  Dr.  Montrose  A. 
Pallen”,  exculpating  him  from  the  charges  on 
which  he  was  expelled  at  the  session  last  year 
in  Boston.”  After  “much  discussion”,  and  a 
motion  by  Dr.  Toner  that  Dr.  Pallen  be  imme- 
diately reinstated,  the  whole  matter  was  re- 
ferred to  the  Committee  on  Medical  Ethics, 
(p  12) 

But  some  of  the  members  present  were  still 
dissatisfied.  A short  time  later  Dr.  Thomas 
E.  Bond  of  Maryland  offered  the  following: 
“Resolved  that  the  Committee  on  Medical 
Ethics  be  instructed  to  report  that  Dr.  M.  A. 
Pallen  be  reinstated,  and  they  express  the  most 
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profound  regret  on  behalf  of  the  Association 
for  the  injustice  done  him.”  This  was  laid  on 
the  table,  (p  23) 

But  immediately  following  the  annual  Presi- 
dent’s Address,  which  occurred  thereafter,  the 
Committee  on  Medical  Ethics  presented 
“their”  report  relative  to  the  case  of  Dr.  Pal- 
len.  An  attempt  was  made  to  recommit  but 
the  preamble  was  amended  and  unanimously 
adopted: 

“The  Committee  to  whom  were  referred 
the  papers  relative  to  DR.  M.  A.  PALLEN 
respectfully  report  that  they  have  examined 
the  evidence,  embracing  documents  indorsed 
by  General  GRANT,  the  Vice-Consul  of 
the  United  States  at  Montreal,  and  many 
citizens  of  Missouri,  and  are  fully  satisfied 
that  the  statements  on  which  his  expulsion 
was  based  were  entirely  unfounded,  and 
therefore,  regretting  the  injustice  done  both 
to  DR.  PALLEN  and  the  Association,  do 
recommend  the  following  resolution:  — 
“Resolved,  That  the  preamble  and  reso- 
lution adopted  by  the  Association,  at  their 
annual  meeting  in  Boston,  June,  1865,  ex- 
pelling DR.  PALLEN,  be  hereby  rescinded, 
and  that  DR.  MONTROSE  A.  PALLEN 
be  restored  to  his  previous  membership  in 
the  Association.”  (pp  23-24) 

A committee  consisting  of  Drs.  Cox,  of 
Maryland,  Ordway,  of  Massachusetts,  and 
Sayre,  of  New  York,  was  appointed  to  “wait 
on  DR.  PALLEN,  report  the  action  of  the 
Association,  and  invite  him  to  be  present  at 
the  sessions.” 

This  Committee  then  retired  and  returned 
with  Dr.  Pallen,  who  was  presented  to  the 
Association.  He  expressed  himself  highly  gra- 
tified by  the  action  of  the  Association  and  re- 
turned thanks  to  the  members  and  also  to  Dr. 
Cox,  “for  his  manly  conduct”. 

This  ended  the  official  recording  of  this 
strange  case  except  that  at  the  end  of  this  ses- 
sion Dr.  Pallen  was  appointed  the  official  dele- 
gate from  Missouri  (there  was  one  from  each 
state  and  one  each  from  the  Army  and  Navy) 
as  a member  on  the  Committee  on  Nomina- 


tions to  select  the  next  officers  of  the  Associa- 
tion. 

The  Background 

Some  of  the  background  of  this  case  is 
highly  intriguing.  A military  commission  sat 
for  53  days  in  Washington,  D.C.,  to  investi- 
gate the  conspiracy  to  assassinate  the  Presi- 
dent (Lincoln).3  Among  those  who  testified 
before  this  commission  was  one  Sanford  Cono- 
ver (on  whom  more  later).  He  testified  that 
he  heard  various  conversations  among  the 
“rebel  refugees”  in  Canada  and  that  “there  was 
a proposition  before  their  council— their  junta 
—to  destroy  the  Croton  Dam  by  whom  the 
City  of  New  York  is  supplied  with  water  . . .” 

What  followed  in  Conover’s  testimony  is 
even  more  extraordinary:  “A  certain  Dr. 

Blackburn”  (whom  I have  not  been  able  to 
identify  further,  but  who  was  evidently  not  a 
member  of  the  American  Medical  Associa- 
tion) appears  as  the  principal  villain  of  the 
piece.  Blackburn  was  said  to  have  been  in 
Nassau  where  he  “packed  a number  of  trunks 
with  clothes  infected  with  Yellow  Fever  for 
the  purpose,  through  them,  of  introducing  the 
pestilence  in  the  City  of  New  York.”  Conover 
went  on  to  state  that  approximately  sixteen 
months  before  (the  time  of  the  testimony) 
Blackburn  went  from  Montreal  “to  Bermuda 
or  some  of  the  West  India  Islands,  for  the  ex- 
press purpose  of  attending  cases  of  Yellow 
Fever,  collecting  infected  clothing,  and  so  on, 
and  forwarding  it  to  New  York,  but  for  some 
reason  the  scheme  failed.” 

So  far,  Conover  has  suggested  that  the  con- 
spirators planned  to  blow  up  a dam  and  poison 
the  water  supply  with  “Yellow  Fever  Cloth- 
ing”, but  that  was  not  all.  Blackburn  and  his 
co-conspirators,  Conover  said,  had  made  a 
calculation  of  the  amount  of  poisonous  matter 
it  would  require  to  impregnate  the  water  (in 
the  Reservoir),  so  far  as  to  render  an  ordinary 
draught  poisonous  and  deadly.  In  response  to 
a question  as  to  what  kind  of  poison  was  pro- 
posed, Conover  said:  “Strychnine,  arsenic,  and 
acids,  prussic— and  a number  of  others  which 
I do  not  remember.” 
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Conover  was  quizzed  on  who  spoke  on  this 
matter.  It  is  here  that  Dr.  Pallen  enters  the 
picture.  Conover  said,  “It  was  spoken  of  by 
Mr.  Montrose  A.  Pallin  (sic)  of  Mississippi 
(sic),  also  a rebel  who  had  been  a medical 
purveyor  in  the  rebel  army.” 

In  discussing  the  difficulties  mentioned  by 
the  conspirators,  Conover  said  that  the  only 
obstacle  was  “that  the  collection  of  so  large 
an  amount  of  poison  might  attract  attention 
into  the  operation".  . . But  Mr.  Pallin  (sic)  and 
others  “thought  it  could  be  managed  in 
Europe.” 

Some  of  the  Cast 

Dr.  Pallen  himself  is  a somewhat  shadowy 
figure.  According  to  an  obituary  notice,5  he 
was  born  in  Vicksburg  in  1836.  His  father 
was  Professor  of  Obstetrics  in  the  St.  Louis 
Medical  College  in  the  City  of  that  name  for 
27  years,  and  Dr.  Pallen  graduated  from  the 
“academical”  department  of  that  Institution  in 
185  3 and  from  its  Medical  Department  in 
1858.  Subsequently,  he  served  in  hospitals  in 
London,  Paris,  and  Berlin,  returning  to  prac- 
tice in  St.  Louis. 

He  was  Medical  Director  of  General  Henry 
A.  Wise’s  Legion  in  1861;  in  Hardie’s  Army 
Corps  in  1862,  and  afterward  of  the  Depart- 
ment of  Mississippi  until  Lebruary  of  1863. 
He  was  subsequently  sent  by  the  Confederates 
to  Canada  to  report  on  the  condition  of  the 
Confederate  prisoners  on  Johnson’s  Island.  In 
1864  he  returned  to  Richmond  and  was  sent 
to  Paris  for  surgical  and  other  medical  sup- 
plies for  the  armies  of  the  Confederacy.  Then 
he  went  to  Montreal,  and  on  his  return  South 
was  captured  and  was  held  in  St.  Louis  on  his 
parole  until  the  close  of  the  war.  Apparently, 
it  was  on  one  of  these  trips  to  Montreal  that 
he  was  spotted  and  consequently  his  name 
came  up  in  Conover’s  testimony. 

Lrom  the  official  records  of  the  Confeder- 
ate States  Provisional  Army6  some  additional 
information  about  him  is  available.  On  No- 
vember 15,  1862,  charges  were  preferred  by 
Brigadier  General  Bowen  against  Major  Gen- 
eral Earl  Van  Doren  at  Abbyville,  Mississippi 


accusing  Van  Doren  basically  of:  (1)  Lailure 
to  perform  his  duty  efficiently,  and  (2)  Cruel 
and  improper  treatment  of  officers  and  sol- 
diers. Testimony  for  the  Defense  was  offered 
by  Dr.  Pallen,  Aledical  Director  of  the  Army 
at  West  Tennessee  to  the  effect  that  General 
Van  Doren  demonstrated  the  desire  and  ac- 
tion “to  promote  the  safety  and  welfare  of 
our  wounded.” 

Not  apparently  related  to  these  charges  was 
a letter  dated  October  23,  1862,  from  Dr. 
Pallen  to  General  Van  Doren  in  Holly 
Springs,  Mississippi,  stating  that  the  sanitary 
conditions  of  the  Army  were  improving  but 
that  he  was  not  enthusiastic  about  the  conduct 
of  the  Aledical  Department:  There  was  too 
high  proportion  of  dead  and  wounded  of  of- 
ficers to  men.  His  concern  for  prisoners  and 
wounded  was  further  demonstrated  by  a letter 
he  wrote  from  Montreal  on  December  14, 
1863,  to  Stanton,  Secretary  of  War  under 
Lincoln,  in  which  he  asked  permission  to  fly 
a flag  of  truce  to  help  Confederate  prisoners 
“who  are  suffering  at  Johnson’s  Island,  Point 
Lookout,  Camp  Chase,  and  Camp  Douglas.” 
(Apparently  this  permission  was  not  granted.) 
This  much  demonstrated  Pallen’s  humanitarian 
concern  for  the  sick  and  wounded  victims  of 
war. 

Reference  to  two  publications  by  Pallen 
have  been  found.7  One  was  published  in  1874 
entitled  “Accidents  of  Parturition  Requiring 
Surgical  Treatment”,  and  the  second  in  Feb- 
ruary  1875  entitled  “Vagino-Cerviplasty  in 
Lieu  of  Amputation  of  the  Cervix  Uteri  in 
certain  forms  of  Intravaginal  Elongation”.  (J. 
of  Obstetrics)  There  are  also  two  letters  from 
Pallen  to  Dr.  Toner  in  the  Toner  collection^ 
in  which  Pallen,  then  in  St.  Louis,  promised 
to  send  Toner  a list  of  medical  institutions  in 
Missouri.  These  were  dated  respectively  July 
12,  1871,  and  October  2,  1871. 

The  obituary  notice  appearing  in  the  St. 
Louis  Republic  (undated  clipping  1890)  stated 
that  Dr.  Pallen  “died  of  Bright’s  disease  and 
valvular  disease  of  the  heart  at  the  Albemarle 
Hotel  . . . after  a brief  illness.  He  had  lived 
at  the  Hotel  with  his  daughter,  a Miss  Daisy 
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Pallen,  for  two  years.  According  to  this  note, 
he  left  considerable  property,  all  of  it  going 
to  his  daughter,  Daisy. 

A word  should  be  said  about  Mrs.  Pallen, 
who  evidently  preceded  her  husband  in  death. 
In  a letter9  dated  May  11,  1863,  Alexander 
Crozier,  of  the  Office  of  the  Provost  Marshal 
General,  Department  of  Missouri,  St.  Louis, 
stated  that  he  had  known  the  Pallens  for  a 
long  time  and  that  Mrs.  Pallen  was  pleased  at 
her  support  of  the  Southern  Cause,  the  letter 
closing  “she  is  a most  violent  rebel”.  This 
apparently  was  in  response  to  a letter  by  Mrs. 
Pallen  dated  May  4 of  the  same  year,  addressed 
to  Colonel  Franklin  A.  Dick,  Provost  Marshal 
General,  “explaining”  the  facts  connected  with 
her  recent  visit  to  the  South  and  return. 

Dr.  Christopher  C.  Cox,  born  in  Baltimore 
in  1816,  served  his  profession  and  community 
in  several  capacities.10  He  was  Professor  of 
Medical  Jurisprudence,  Philadelphia  College 
of  Medicine,  1848-49;  Professor  of  Obstetrics 
and  Diseases  of  Women  and  Children,  1849; 
and,  Professor  of  Medical  Jurisprudence, 
Georgetown  University,  1869.  He  was  Editor 
of  the  National  Medical  Journal  and  served 
as  President  of  the  Medical  and  Surgical  Fac- 
ulty in  Baltimore,  Surgeon  U.S.  Army,  1862; 
Surgeon  General  of  Maryland,  1862;  and 
Lieutenant  Governor  of  Maryland  in  1864. 

Dr.  Joseph  Meredith  Toner  appears  in  the 
Dictionary  of  American  Biography11  and  is 
best  known  as  a writer  and  collector.  His  col- 
lection of  books  and  pamphlets  was  the  work 
of  many  years  and  was  left  to  the  Library  of 
Congress  where  it  has  been  kept  intact. 

The  most  colorful  figure  in  this  incident 
undoubtedly  was  Sanford  Conover.  DeWitt12 
in  his  book  “The  Assassination  of  Abraham 
Lincoln”,  Macmillan  1909,  makes  the  follow- 
ing statement:  “The  chief  of  these  (expert 
purveyors  ...  of  testimony  offered  for  sale 
in  the  open  market)  was  Sanford  Conover, 
who  had  already  served  as  a spy  on  the  Con- 
federate agents  in  Canada,  passing  among  them 
as  a congenial  spirit  under  the  name  of  James 
Watson  Wallace.”  (p  93)  (N.B.  There  was 
a real  Wallace,  who  denied  any  relationship 


to  Conover)  . . . “The  case  was  reopened  to 
allow  Sanford  Conover  to  be  heard.  This 
tyrant  and  tutor  of  a brood  of  false  witness- 
es. . .”  (p  124) 

“In  November  following,  under  a warrant 
issued  on  the  affidavit  of  Campbell  under  the 
name  of  Horne,  Conover  was  arrested  and 
brought  to  Washington.  . . Indicted  under  the 
name  of  Charles  A.  Dunham  for  perjury  com- 
mitted in  his  testimony  contradicting  Camp- 
bell, he  was  tried  in  Washington  in  February 
1867,  convicted,  and  sentenced  to  ten  years 
imprisonment  in  the  Albany  Penitentiary.” 
(P  U3) 

In  Eisenschiml’s13  book  “Why  Was  Lin- 
coln Murdered?”,  further  reference  is  made 
to  Conover:  “A  humorous  note  crept  into  the 
sordid  proceedings  when  it  was  disclosed  that 
Conover  had  run  a veritable  school  for  per- 
jured witnesses  at  the  National  Hotel.” 

Actually,  Pallen  was  not  accused  by  the 
Court  in  the  5 3 -day  trial  of  the  assassins  of 
Lincoln.  Although  many  names  were  brought 
in,  charges  and  specifications  were  made 
against  only  nine  of  those  mentioned  and  ex- 
tensive historical  studies  have  been  made  of 
these.  It  is,  however,  remarkable  that  when 
feelings  run  high  a prominent  physician  could 
be  mentioned  as  associated  with  a crime,  and 
a peculiar  one  at  that,  and  that  action  should 
be  taken  against  him  by  his  own  profes- 
sional society  and  then  rectified  at  the  first 
opportunity. 

Note.  I have  been  unable  to  find  references 
to  Blackburn  or  to  the  communications  from 
General  Grant  and  the  Vice-Consul  of  the 
U.S.  in  Montreal  referred  to  in  the  report  at 
the  Baltimore  session. 
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Clinical  Center  Study  of  Patients  with  Ovarian  Carcinoma 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  a controlled 
clinical  trial  of  the  treatment  of  advanced 
ovarian  carcinoma  being  conducted  by  the 
National  Cancer  Institute’s  Solid  Tumor  Serv- 
ice at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland. 

Previously  untreated  patients  with  serous  or 
undifferentiated  ovarian  carcinoma  Stage  III 
or  IV  (International  Classification)  are  needed 
for  this  study. 

Of  particular  interest  are  patients  with  as- 
cites, since  pretreatment  assessment  of  aspects 
of  the  cell  cycle  estimations  of  the  effective- 


ness of  each  dose  of  administered  drug  and 
other  studies  are  performed  on  available  tumor 
tissue  prior  to  therapy. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of  find- 
ings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  these  studies  may 
telephone:  Vincent  T.  DeVita,  M.D.  or  Rob- 
ert C.  Young,  M.D.,  301-496-2031,  or  write: 
Admitting  Office,  National  Cancer  Institute, 
Clinical  Center,  Room  4-B-17,  Bethesda, 
Maryland  20014. 
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Rockingham  Memorial  Hospital  Tumor  Clinic 

F.  W.  GEARING,  JR.,  M.D. 

N.  M.  CANTER,  JR.,  M.D. 

D.  M.  CALLAHAN,  M.D. 


For  a number  of  years  it  had  been  the  desire 
of  the  medical  staff  of  Rockingham  Memorial 
Hospital,  Harrisonburg,  to  form  a Tumor 
Clinic  where  special  emphasis  could  be  given 
to  the  problems  of  patients  with  malignant 
disease.  Likewise,  a number  of  citizens  of  the 
community,  who  have  been  particularly  inter- 
ested in  cancer,  and  who  have  worked  in  the 
local  chapter  of  the  American  Cancer  Society, 
had  hoped  that  something  of  this  nature  could 
be  developed  at  Rockingham  Memorial  Hos- 
pital. The  opportunity  for  the  development 
of  such  a facility  presented  itself  in  the  spring 
of  1970,  when  the  hospital  purchased  a Cobalt 
unit  from  the  University  of  Virginia  Hospital. 
As  a result  of  the  lines  of  communication  de- 
veloped from  this  purchase,  we  were  able  to 
organize  a Tumor  Clinic  which  meets  every 
two  weeks.  Initially,  the  staff  was  composed 
of  our  own  doctors  and  a visiting  radiothera- 
pist from  the  University,  who  was  soon  joined 
by  a chemotherapist. 

Objectives  of  the  Clinic 

The  major  objective  was  to  achieve  the  best 
possible  treatment  for  patients  with  malignant 
disease.  This  was  to  be  attained  by  coordinat- 
ing our  efforts  with  those  of  the  University 
of  Virginia  Hospital.  Those  patients  who 

Sponsored  by  the  Professional  Education  Com- 
mittee, Virginia  Division,  American  Cancer  So- 
ciety. 


needed  the  expertise  and  the  facilities  of  the 
larger  center  could  be  transferred  there 
promptly,  and  those  who  could  be  more  con- 
veniently handled  locally  wTould  benefit  by 
being  followed  in  this  Clinic. 

Another  objective  was  to  use  the  Clinic  for 
continuing  medical  education,  by  providing 
ample  opportunity  for  free  exchange  of  ideas 
and  information  between  the  visiting  consul- 
tants and  the  hospital’s  medical  staff. 

Still  another  objective  was  to  document  the 
total  experience  of  the  various  services  and 
physicians  of  the  hospital  in  the  handling  of 
malignant  disease.  Analysis  of  this  experience 
could  improve  our  management  of  malignant 
disease  and  bring  out  the  advantages  of  inter- 
disciplinary planning. 

A broader  objective  of  the  Clinic  was  to 
promote  cooperation  between  the  medical  staff 
and  the  community  at  large  in  the  hope  of 
stimulating  public  education  programs  in  pre- 
vention, early  detection,  treatment,  and  re- 
habilitation. 

General  Plan 

The  Clinic  meets  every  two  weeks  with  a 
visiting  University  radiotherapist  and  chemo- 
therapist in  attendance.  The  medical  staff  of 
Rockingham  Memorial  Hospital  is  also  the 
Clinic  staff  and  assists  in  its  operation.  Patients 
are  seen  by  referral  only.  The  Clinic  is  held 
in  the  Radiology  Department,  and  one  of  the 
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radiologists  acts  as  the  coordinating  physician. 
Consultation  and  follow-up  records  are  sent 
to  the  attending  physician,  and  kept  in  the 
Radiology  Department  as  part  of  the  Clinic 
record.  In  addition,  verbal  and  telephone 
communications  are  extensively  utilized  to  ex- 
pedite the  recommendations  of  the  Tumor 
Clinic  to  the  patient’s  physician.  The  staff  of 
the  Clinic  is  not  involved  in  directly  prescrib- 
ing for  and  managing  patients  but  consults 
with  the  primary  physician  and  assists  him  in 
every  way  possible. 

It  was  soon  evident  that  the  Clinic  provided 
a convenient  place  for  follow-up  patients  ini- 
tially treated  at  the  University  of  Virginia 
Hospital.  Thus,  a barrier  between  the  com- 
munity and  the  University  was  broken  and 
management  provided  in  a better  setting  for 
each  patient.  If  the  patient  received  his  initial 
treatment  at  the  University  of  Virginia  and 
needed  follow-up  care  or  radiation  therapy 
or  chemotherapy  which  could  be  conducted 
at  the  local  hospital,  he  was  referred  back  for 
this  to  his  own  physician  and  his  progress  fol- 
lowed through  the  Tumor  Clinic.  Appro- 
priate notes  on  the  patient’s  progress,  etc.,  are 
sent  to  the  University  staff. 

The  work  begins  at  8:30  in  the  morning, 
and  patients  are  seen  until  noon.  This  usually 
involves  seeing  fifteen  to  twenty-five  patients. 
At  noon,  there  is  a luncheon  in  the  staff  meet- 
ing room,  and  interesting  problems  of  the  day 
are  discussed  at  that  time.  The  case  history  is 
presented  by  the  coordinating  physician  or 
by  the  patient’s  private  physician.  Appro- 
priate slides  and  discussion  are  presented  by 
the  pathologist.  Relevant  x-ray  examinations 
are  demonstrated  and  discussed.  After  these 
preliminaries  the  group  is  invited  to  discuss 
the  case,  and  the  consultants  express  their 
opinions.  All  members  of  the  Rockingham 
Memorial  Hospital  are  invited  and  encouraged 
to  attend  the  luncheon  discussion.  This  time 
provides  the  opportunity  to  digress  and  com- 
ment on  recent  developments  in  cancer  man- 
agement. It  also  affords  an  opportunity  for 
the  staff  to  keep  abreast  of  the  methods  and 
modalities  of  management  of  malignant  disease 


at  the  University  of  Virginia  Hospital,  as  well 
as  the  experience  of  our  consultants.  Often 
these  consultants  have  been  in  attendance  at 
national  or  international  meetings  on  the  diag- 
nosis and  management  of  malignant  disease, 
and  they  will  frequently  give  summaries  and 
in  that  way  keep  our  staff  informed  as  to  the 
evolving  picture  in  the  management  of  malig- 
nant disease.  We  frequently  utilize  this  time 
to  consider  the  broad  management  of  cancer 
of  a particular  organ  or  system,  such  as  the 
breast,  colon,  etc.  The  noon  luncheon  is  at- 
tended not  only  by  physicians  of  the  staff  of 
Rockingham  Memorial  Hospital  but  also  by 
student  nurses  and  staff  nurses  as  well  as  radi- 
ation therapy  technologists  directly  involved 
in  the  handling  of  these  patients.  The  nursing 
service  has  been  very  grateful  for  the  guidance 
and  direction  resulting  from  this  program.  In 
addition  to  general  clinic  services,  our  consul- 
tants give  a series  of  lectures  to  staff  nurses  and 
student  nurses  relating  to  the  modern  concept 
of  support  and  treatment  of  cancer  patients. 

Financial  Operations 

The  consultants  are  given  an  honorarium  to 
help  meet  expenses  and,  in  some  degree,  to 
compensate  for  their  time.  Some  of  the  pa- 
tients are  charged  an  out-patient  fee  by  the 
hospital,  but  there  is  no  professional  fee.  The 
cost  to  the  hospital  is  considerable  and  is  not 
covered  by  the  out-patient  charge  collected. 
The  hospital’s  deficit  and  the  expenses  are 
shared  by  the  radiologists,  the  hospital  admin- 
istration, and  the  Virginia  Division  of  the 
American  Cancer  Society  through  an  annual 
grant  of  $1,000. 

Evaluation  of  Effectiveness 

Certainly,  one  of  the  greatest  values  of  the 
Tumor  Clinic  lies  in  the  intangible  benefits 
realized  by  the  active  participation  of  all  phy- 
sicians. As  is  true  in  most  community  hos- 
pitals, we  have  no  interns  or  residents,  and  the 
full  burden  of  day-to-day  care  of  the  patient 
in  every  detail  falls  to  the  private  physician. 
His  time  and  energy  are  sorely  taxed,  and  there 
are  too  few  hours  left  for  the  reading  and 
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studying  he  would  like.  The  literal  “informa- 
tion explosion”  prevalent  today  in  all  fields  of 
medicine  makes  this  task  even  more  difficult. 
Taking  current  problem  cases  in  our  hospital 
and  analyzing  them,  this  program  provides  the 
opportunity  for  our  physicians  to  discuss  and 
sharpen  the  focus  on  various  modalities  of 
diagnosis  and  treatment— a forum  where 
thoughts  and  ideas  can  be  verbalized  and  the 
physicians’  thinking  and  understanding  clari- 
fied. It  enables  our  physicians  to  compare  their 
experience  with  that  of  our  consultants  and 
points  of  management  are  discussed. 

The  Clinic  has  eased  the  way  for  further 
consultation  in  special  cases  and  has  expedited 
needed  referrals  to  University  specialists.  In 
many  instances,  protocols  for  chemotherapy 
or  for  combination  chemotherapy  and  radia- 
tion therapy  in  use  at  the  University  of  Vir- 
ginia Hospital  have  been  followed  by  physi- 
cians at  Rockingham  Memorial  Hospital,  and 
the  patient’s  progress  recorded  through  the 
Tumor  Clinic.  The  accumulation  of  this  data 
leads  to  an  earlier  evaluation  of  these  types  of 
therapy. 

Most  patients  seem  pleased  with  the  service 
and  recognize  that  we  are  trying  to  give  them 
every  advantage  we  can  provide.  The  number 
of  Clinic  patients  increases  steadily. 

The  Hospital  administration  and  trustees 
have  been  pleased  with  the  results  of  our  ef- 
forts to  date,  and  there  has  been  a community 
response.  The  workers  in  our  local  chapter 
of  the  American  Cancer  Society  have  been 
encouraged,  and  their  educational  programs 
have  been  revitalized.  A “Reach-to-Recovery” 
program  has  been  established  which  enjoys 
the  services  of  exceptionally  well-qualified 
ladies  who  have  been  very  successful  in  their 
work  and  upon  whom  the  medical  staff  depend 
to  help  the  mastectomy  patient  make  the  nec- 
essary adjustments.  Recently,  an  enterostomy 
program  has  been  established,  and  again  the 
volunteers  have  exceptional  ability.  We  look 
forward  to  a great  deal  of  help  from  them.  All 
of  these  volunteers  are  trained  by  special  pro- 
grams of  the  Virginia  Division  of  the  Ameri- 
can Cancer  Society. 


Our  initial  concern  that  some  animosity 
might,  on  occasion,  be  aroused  by  such  a free 
exchange  of  patients  between  the  two  hos- 
pitals has  proved  unjustified.  In  large  measure, 
any  such  feeling  has  been  avoided  by  a spirit 
of  pride  and  participation  in  achieving  the 
objectives  of  the  Clinic.  There  are  few  phy- 
sicians today  who  fail  to  recognize  the  neces- 
sity of  a multidisciplinary  approach  to  the 
management  of  cancer. 

Our  consultants  have  shown  sensitivity  to 
the  patient-physician  relationship  in  the  local 
community  and  have  recognized  the  role  of 
the  primary  physician  in  giving  his  patient  the 
support  needed  to  face  the  problems  of  malig- 
nant diseases.  Our  experience  to  date  has  dem- 
onstrated how  the  physicians  of  the  commu- 
nity hospital  and  those  of  the  teaching  center 
can  work  to  build  bridges  which  integrate  the 
work  of  the  two  staffs  and  are  mutually  sup- 
portive. 

Future  Problems 

The  success  of  the  first  two  years  of  our 
venture  has  created  some  problems.  What 
started  as  primarily  a radiotherapy  consulta- 
tion service  has  expanded  to  a more  general 
Tumor  Clinic  with  increasing  numbers  of  pa- 
tients and  problems.  We  believe  more  time 
will  have  to  be  devoted  to  the  integrated  plan- 
ning of  treatment  management  including  the 
family  physician,  surgeon,  internist,  chemo- 
therapist,  radiotherapist,  etc.  Perhaps  this 
should  include  a planned  approach  to  particu- 
lar problems  of  malignant  disease,  such  as 
breast  cancer  but  with  indicated  individuali- 
zation. It  may  be  that  we  will  have  to  meet 
more  frequently  and,  as  the  scope  of  the  task 
enlarges,  consultants  in  other  disciplines  of 
medicine  may  be  desirable.  If  changes  of  this 
nature  are  undertaken,  an  increasing  financial 
burden  must  be  anticipated.  Whatever  finan- 
cial restructuring  is  done  must  be  accom- 
plished without  losing  the  integrated  and  har- 
monious relationship  between  the  patient,  his 
physician,  and  consultants. 

Acknowledgment— The  authors  particu- 
larly wish  to  acknowledge  the  invaluable  as- 
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sistance  of  Dr.  William  C.  Constable,  Chair- 
man of  the  Division  of  Radiotherapy  at  the 
University  of  Virginia  Medical  Center,  for  his 
help  in  establishing  this  program. 

Comment 

This  is  a most  interesting  description  of  an 
effective  tumor  clinic  which  has  been  estab- 
lished through  the  initiative  of  the  staff  of  a 
local  community  hospital  with  the  help  of 


consultants  from  a university  medical  center. 
Not  only  does  the  patient  benefit  from  this 
multidisciplinary  approach  to  the  management 
of  cancer,  but  there  are  many  educational  ben- 
efits to  be  derived.  This  is,  perhaps,  the  best 
means  of  conducting  an  effective  program  of 
continuing  education. 

It  is  hoped  that  other  similar  cooperative 
arrangements  can  be  developed  in  the  future. 

The  Editors 


Clinical  Center  Study  of  Patients  with  Homocystinuria 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  hemacystinuria 
for  a study  being  conducted  by  the  National 
Institute  of  Arthritis  and  Metabolic  Diseases’ 
Digestive  and  Hereditary  Diseases  Branch  at 
the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Studies  in  this  branch  have  shown  the  un- 
derlying biochemical  defect  in  homocystinuria 
to  be  a deficiency  of  cystathionine  synthase 
(Science  143:1443,  1964).  Currently  under 
investigation  are  various  metabolic  and  ther- 
apeutic aspects  of  this  disease  with  particular 


interest  in  evaluating  patients  with  documented 
homocystinuria,  whether  known  to  respond 
to  vitamin  B6  or  not. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of 
findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Jeffrey  R.  Poole,  M.D., 
or  Jerry  D.  Gardner,  M.D.,  Clinical  Center, 
Room  9-D  15,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  Telephone:  301- 
496-4201. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Health  Center  of  the  Future 

In  1947  Virginia  took  another  step  forward 
to  improve  the  development  of  health  and 
medical  care  facilities.  It  was  during  that  year 
that  the  Virginia  Department  of  Health,  as  a 
State  agency,  began  administering  Federal 
funds  under  the  Hill-Burton  Program. 

Construction  funds  made  available  by  this 
Program  have  in  some  way  benefited  every 
citizen  in  the  Commonwealth.  Initially,  match- 
ing Federal  funds  could  only  be  used  for  the 
construction  of  hospitals  and  public  health 
centers.  Since  that  time  other  categories  of 
medical  facilities  have  been  added  and  now  in- 
clude construction  funds  for  nursing  homes, 
outpatient  facilities  and  rehabilitation  centers. 

The  philosophy  of  the  Department  has  al- 
ways been  to  encourage  and  assist  communities 
in  the  coordinated  development  of  needed 
health  services  and  facilities  designed  to  assure 
a high  quality  of  care. 

Over  the  past  twenty-five  years,  $310,882,- 
400  in  medical  facility  construction  has  been 
sponsored  by  the  Hill-Burton  Program  with 
$112,117,200  of  that  cost  paid  from  Federal 
funds. 

Currently  Virginia  has  109  licensed  general 
hospitals  with  a total  bed  capacity  of  19,212. 
Sixty-eight  of  these  hospitals  and  11,672  of 
these  beds  were  built  with  assistance  from  the 
Hill-Burton  Program.  Seventy-five  local  health 
departments  are  now  operating  from  Public 
Health  Centers  built  with  Hill-Burton  As- 
sistance. These  centers  represent  $18,157,900 
in  construction  costs  with  $5,947,800  from 
Hill-Burton  funding. 

From  a modest  beginning  in  1947,  the  pro- 
gram has  grown,  until  now  it  involves  provid- 
ing facilities  of  the  broadest  and  most  modern 
concepts  in  health  and  medical  care  service. 


This  program  exemplifies  Federal,  State  and 
local  cooperation  to  provide  the  best  in  medi- 
cal and  health  facilities  for  all  the  citizens  of 
the  Commonwealth. 

The  future  requires  medical  care  facilities 
that  relate  to  the  total  needs  of  the  community, 
rather  than  just  individual,  autonomous  insti- 
tutions devoted  only  to  acute  or  specialized 
care.  The  Newport  News  Health  Center, 
which  was  dedicated  in  January,  is  an  example 
of  this  type  of  facility— a new  concept  of 
health  care. 

This  is  a considerable  change  in  the  phi- 
losophy concerning  the  delivery  of  health 
services.  Health  care  has  been  firmly  rooted  in 
the  tradition  that  medical  care  facilities  were 
to  be  separate.  The  mentally  ill,  the  chron- 
ically ill,  the  aged,  the  crippled,  and  the  poor 
were  to  be  separated  from  the  acutely  ill,  pri- 
vate patient.  It  is  now  recognized  that  this 
system  does  not  take  into  account  the  im- 
portance of  the  many  and  varied  social  and 
economic  factors  involved  in  health.  It  has 
become  apparent  that  the  responsible  course 
to  pursue  in  our  rapidly  changing  society  is 
to  establish  a system  of  health  care  that  will 
provide  the  proper  health  services  at  the  prop- 
er time  and  in  the  proper  amount , based  on 
need.  To  accomplish  this,  it  is  our  belief  that 
the  best  instrumentality  is  a neighborhood 
health  center  related  to  an  appropriately  de- 
fined population.  The  Newport  News  Health 
Center  was  conceived  and  designed  to  be 
such  a facility. 

It  is  an  extraordinary  center  as  it  contains 
many  elements  of  a health  center  of  the  future. 
These  elements  are  able  to  provide: 

Comprehensive,  Diagnostic  and  Therapeu- 
tic Services  for  the  entire  family  in  both 
the  Clinic  and  the  home  through  a family 
practice  team  program; 
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Consultative  services  rendered  in  many 
types  of  specialty  clinics; 

Dental  Screening  together  with  prophylac- 
tic, restorative  or  surgical  therapy  as  re- 
- quired; 

Multiphasic  health  screening  of  the  now- 
sick  to  include  chest  X-ray,  EKG,  cervical 
smears  for  cancer  and  basic  laboratory  tests; 

Counseling  and  guidance  in  metabolic  dis- 
eases, family  planning,  alcohol  control  and 
many  others; 

Pharmaceuticals. 

These  activities  represent  expanded  or 
added  functions  and  are  not  intended  to  re- 
place the  well  known  public  health  services 
in  environmental  sanitation,  public  health 
nursing,  venereal  diseases,  maternal  and  child 
health,  tuberculosis,  et  cetera.  The  entire  cen- 
ter reflects  a real  effort  to  improve  health 
services  to  the  community  by  coordination 
with  private  medical  practice. 

Comprehensive  personal  health  services  are 
readily  accessible  on  a continuously  available 
basis.  Frequently  needed  on-going  service  is 
adapted  to  each  individual’s  physical  and  social 
environment.  The  emphasis  in  this  facility  is 
on  continuing  care  of  persons,  rather  than  on 
episodic  treatment  of  categorical  diseases.  The 
delivery  of  these  services  are  so  organized  as 
to  encourage  development  of  a continuing  re- 
lationship between  the  patient,  his  physician, 
and  the  other  professional  and  supporting 
health  personnel  concerned. 

A feature  of  the  facility  is  a family  practice 
center  based  on  the  current  trend  in  medicine 
to  return  to  the  family  doctor  concept.  Pa- 
tients are  assigned  to  family  practice  teams 
which  include  a family  practice  physician  and 
public  health  nurse.  Through  this  concept 
the  patient  receives  individual  attention  from 
the  beginning  through  follow-up  treatment. 
To  meet  the  entire  needs  of  the  family,  addi- 
tional specialized  personnel  are  utilized  as 
needed.  Constant  liaison  is  maintained  between 
the  family  practice  teams  and  other  public 
health  and  hospital  activities. 


Family  practice  type  outpatient  clinical  fa- 
cilities occupy  a considerable  amount  of  the 
new  diagnostic  and  treatment  facilities  on  a 
full  day  basis.  Equal  or  greater  clinical  space 
is  available  to  scheduled  speciality  clinics  sup- 
porting the  family  practice  operation  for  con- 
sultative and  therapeutic  medical  and  dental 
purposes.  These  clinics  are  conducted  by 
local  physician  specialists  and  by  similar  per- 
sonnel provided  under  arrangements  with  the 
medical  and  dental  schools  of  the  Health 
Sciences  Division  of  Virginia  Commonwealth 
University. 

An  especially  important  function  of  the 
medical  center  complex  is  to  provide  health 
services  to  the  community  at  large.  The  public 
health  services  are  directed  to  the  entire  pop- 
ulation including  the  environment.  They  in- 
clude control  measures  for  communicable  and 
environmental  risk  related  diseases,  environ- 
mental activities,  Health  Education  and  pro- 
motional activities  and  health  related  legal 
services. 

All  of  this  recognizes  that  today  and  in  the 
future  community  health  cannot  be  handled 
by  the  individual  doctor  working  in  isolation. 
Health  centers  increase  efficiency,  combine 
the  skills  of  private  practitioners  with  the  ad- 
ministrative advantages  of  a health  depart- 
ment and  demonstrate  by  their  intimate  rela- 
tions with  a community,  that  comprehensive 
continuing  health  care  is  attainable.  The  three 
main  factors  that  enable  this  to  be  accom- 
plished are  Consolidation,  Interrelationship, 
and  Partnership. 

The  consolidation  of  a host  of  health  serv- 
ices under  one  roof  is  extremely  valuable.  This 
permits  complete  interrelationships  between 
health  services  with  easy  referral  from  one 
specialty  to  another;  from  one  status  of  care 
to  another.  For  example,  outpatient  to  in- 
patient, diagnostic  to  therapeutic,  inpatient  to 
home  services.  In  addition,  unique  partnerships 
are  possible  in  one  facility:  official  and  public 
agencies  and  private  sectors  and  providers  of 
health  care;  physicians,  dentists,  hospitals,  en- 
vironmental specialists,  mental  health  person- 
nel, home  health  services  personnel,  social 
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workers,  all  available  and  working  in  partner- 
ship as  needed.  And  of  course,  administra- 
tively, partnership  between  federal,  state  and 
local  authorities. 

Neighborhood  health  centers  such  as  this 
can  provide  health  services  at  less  cost.  By 
improving  the  quality  of  services,  the  patient 
will  recover  more  rapidly  and  be  discharged 
sooner.  Alternatives  to  the  expensive  hospital 
bed  care  are  available.  Diagnosis  and  manage- 
ment of  many  patients  can  be  on  an  ambula- 
tory basis  or  at  home.  Hospital  stays  will  be 
shortened  by  referral  to  clinics  for  follow-up 
upon  discharge  or  for  home  health  services. 
Home  health  services  will  decrease  the  return 
of  discharged  patients. 

Particularly  important  as  a cost  saver  are  the 
preventive  aspects  of  the  services;  multiphasic 
screening,  secondary  screening,  monitoring  of 


the  environment,  and  of  course  early  diagnosis 
results  in  the  need  for  less  hospital  care  to  ef- 
fect a recovery. 

This  center  is  literally  plowing  new  ground 
in  the  whole  area  of  health  care.  Its  unique- 
ness was  recognized  when  it  received  priority 
over  15  other  applications  for  Hill-Burton 
construction  funds.  A great  amount  of  plan- 
ning went  into  the  construction  of  this  facil- 
ity. It  did  not  concern  just  bricks  and  mortar, 
but  also  an  appraisal  of  the  services  needed  by 
the  community  and  the  manpower  available 
to  provide  these  services.  This  fine  effort  was 
undertaken  by  Riverside  Hospital,  local  health 
groups  and  private  physicians. 

The  concepts  upon  which  it  is  based,  the 
cooperative  efforts  of  heretofore  unrelated 
medical  activities  to  furnish  comprehensive 
care  to  the  neediest  population,  will  serve  as 
a model  for  other  localities. 


Clinical  Center  Study  of  Patients  with  Untreated 
Carcinoma  of  the  Lung 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  carcinoma  of 
the  lung  for  clinical  study  and  treatment  by 
the  Radiation  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National  In- 
stitutes of  Health,  Bethesda,  Maryland. 

All  previously  untreated  patients  with  a tis- 
sue or  unequivocal  cytologic  diagnosis  of 
bronchogenic  carcinoma,  who  are  unresect- 
able  because  of  local  extension  only,  or  who 
refuse  surgery,  will  be  considered.  Patients 
who  have  had  an  attempted  partial  resection, 


or  patients  with  serious  medical  complications 
contraindicating  surgery  are  not  acceptable. 

Upon  completion  of  treatment,  patients  will 
be  returned  to  the  care  of  the  referring  physi- 
cian, who  will  immediately  receive  a summary 
of  the  findings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  this  study  may 
write  or  telephone:  Kent  B.  Lamoureux, 
M.D.,  Clinical  Center,  Room  B3B-38,  National 
Institutes  of  Health,  Bethesda,  Maryland 
20014.  Telephone:  301-496-5457 
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Medicare— Part  B.... 


Surgical  Procedures 

Medicares’  determination  of  a reasonable 
charge  for  a surgical  procedure  includes  the 
surgery  and  follow  up  care  for  the  period  in- 
dicated in  the  column  entitled  “follow  up 
days”  found  in  the  1964  Relative  Value  Studies 
(4th  Edition)  published  by  the  California 
Medical  Association.  Necessary  follow  up 
care  beyond  this  listed  period  is  added  on  a 
fee  for  service  basis.  Complications  or  other 
circumstances  requiring  additional  and  unusual 
services  concurrent  with  the  procedures  or 
during  the  listed  period  of  normal  follow  up 
care,  may  warrant  additional  charges  on  a fee 
for  service  basis.  In  such  case  the  complica- 
tions and  circumstances  would  be  the  subject 
of  a short  narrative  report  and  included  with 
the  billing  to  Medicare. 

When  the  value  of  the  surgical  procedure 
is  to  be  determined  “via  report”  the  following 
information  may  be  required: 

(a)  Diagnosis  (post  operative). 

(b)  Size,  location  and  number  of  lesion  (s) 
or  procedure  (s)  where  appropriate. 

(c)  Major  surgical  procedure  and  supple- 
mentary procedures. 

(d)  Estimated  follow  up  period. 

(e)  Operative  time. 

When  multiple  or  bilateral  surgical  pro- 
cedures, which  add  significant  time  or  com- 
plexity to  patient  care,  are  performed  at  the 
same  operative  session,  the  total  value  is  the 
value  of  the  major  procedure  plus  50%  of  the 
total  value  of  the  lesser  procedure  (s),  unless 
otherwise  specified  in  the  1964  Relative  Value 
Study. 

Where  an  incidental  procedure,  i.e.  inci- 
dental appendectomy,  lysis  of  adhesions,  ex- 
cision of  a previous  scar,  puncture  of  an  ovar- 
ian cyst,  is  performed  through  the  same  inci- 
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sion,  the  value  will  be  that  of  the  major  pro- 
cedure only. 

When  warranted  by  the  necessity  of  sup- 
plemental skills,  values  for  services  rendered 
by  two  or  more  physicians  will  be  allowed. 
When  the  skills  of  two  surgeons  are  required 
in  the  management  of  a specific  surgical  pro- 
cedure such  necessity  should  be  provided  to 
Medicare  at  the  time  of  the  billing. 

The  services  of  an  Assistant  Surgeon  are 
also  covered  by  Medicare  if  the  medical  neces- 
sity is  provided  to  Medicare. 

Radiologists,  Pathologists  and 
Anesthesiologists 

Frequently  certain  physician  specialty 
groups  who  choose  to  bill  Medicare  via  the 
SSA  1490  (Request  for  Medicare  Payment) 
form  for  services  rendered  to  hospitalized  pa- 
tients state  that  they  are  unable  to  provide  the 
information  relating  to  the  nature  of  illness  or 
injury  that  required  the  services  they  perform. 
Commonly  under  these  circumstances  Medi- 
care is  informed  that  the  procedures  are  or- 
dered by  the  attending  physician  and  that  the 
required  information  is  not  available  to  them. 

There  are  usually  three  methods  of  billing 
available  to  Radiologists,  Pathologists  and 
Anesthesiologists  for  their  services  to  Medi- 
care beneficiaries  who  are  hospitalized.  Two 
of  the  three  do  not  require  the  specific  detail 
on  the  diagnosis  that  the  SSA  1490  billing  form 
requires.  These  two  methods  involve  the 
Combined  Billing  form  and  the  Provider 
Based  Physician  billing  method.  In  these  two 
methods  the  hospital  bills  the  medicare  pro- 
gram and  payment  is  made  to  the  hospital. 

When  Radiologists,  Pathologists  and  Anes- 
thesiologists choose  the  SSA  1490  method  of 
billing  they,  like  all  other  physicians  who  use 
this  method,  are  required  to  provide  on  their 
( Continued  on  page  656) 
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Letter  to  the  Editor 


Health  Care  for  Americans. 

In  a recent  interview  in  Modern  Medicine, 
Senator  Edward  Kennedy  is  quoted  as  call- 
ing for  more  input  from  physicians  on  health 
care  for  Americans.  As  a solo  practitioner  of 
medicine  in  a fairly  remote  area  of  rural  Vir- 
ginia for  the  past  sixteen  years,  I would  like 
to  contribute  several  comments. 

First  of  all  I would  like  to  comment  on  the 
“rights”  of  people  in  light  of  free  honest  men 
and  in  light  of  the  past  10  to  15  years  of  the 
so-called  “Intellectual  liberals”.  I do  not  be- 
lieve everyone  has  a right  to  a guaranteed 
annual  wage  any  more  than  I have  a right  to 
have  been  born  into  the  Kennedy  millions  or 
the  right  to  be  guaranteed  15  or  20  sick  pa- 
tients each  and  every  day  my  office  is  open. 
I do  not  believe  everyone,  regardless  of  wheth- 
er he  will  or  will  not,  can  or  cannot,  be  a 
productive  citizen,  has  the  right  to  demand 
of  those,  who  can  and  will,  to  provide  him 
with  food,  housing,  medical  care,  TV,  trans- 
portation, clothing,  beer,  rehabilitation  of  his 
drug,  alcohol  or  other  willful  habit.  If  I am 
in  a leaking  boat  with  a number  of  able  bodied 
humans  I should  not  only  expect  but  have 
the  “right”  to  demand  that  each  bail  to  keep 
the  boat  afloat  as  much  as  I.  If  one  or  more 
is  ignorant  as  to  the  process  of  bailing  then 
it  is  my  duty  to  teach  him  or  her  horcc  to  bail 
but  not  to  do  it  for  him. 

Our  Constitution,  while  not  perfect,  has 
been  envied  by  the  entire  world  for  hundreds 
of  years  and  it  guarantees  the  right  to  life, 
liberty  and  the  pursuit  of  happiness  with  free- 
dom to  worship,  freedom  to  speak,  freedom 
of  the  press,  freedom  to  assemble  and  freedom 
to,  plus  the  right  to,  petition  the  Government 
for  “a  redress  of  grievances”.  The  right  to 
bear  arms  is  unmistakably  clear  as  well  as  the 
cause— to  maintain  security  only.  There  is  even 
a provision  for  the  right  of  citizens  to  be  se- 
cure in  their  persons,  homes,  offices,  papers 
and  effects  against  unreasonable  searches  and 


seizures.  These  are  only  some  of  the  many 
rights  and  guarantees  provided  under  our  Con- 
stitution but  what  has  happened  to  these? 
Where  are  they?  Where  is  the  legal  protec- 
tion to  those  by  the  keepers  of  our  Constitu- 
tion, the  Senators  and  Congressmen  elected  to 
do  so?  No,  our  Constitution  is  not  and  never 
was  perfect  and  never  will  be  until  the  people 
let  God  write  it  for  them.  What  our  elected 
representatives  have  done  to  it  and  allowed 
to  be  done  to  it  without  lifting  a hand  is  on 
the  same  level  as  what  Cain  did  to  Abel. 

By  the  same  token  the  American  medical 
care  system  is  not  perfect  either  but  it  has 
been  and  still  is  the  best  the  world  has  come 
up  with  to  date  in  spite  of  the  loud  voices 
disclaiming  it.  True,  there  are  crooks  and 
quacks  in  the  medical  profession,  just  the  same 
as  are  found  in  the  business  profession,  legal 
profession,  the  ministry  and  obviously  in  the 
government.  The  reason  for  this  is  obvious— 
they  are  humans  first  and  their  profession  is 
second.  But  here  again  there  are  provisions, 
under  our  constitutional  law,  to  provide  pro- 
tection from  these  and  redress  for  injuries.  At 
least  there  used  to  be!  The  vast  majority  of 
doctors  try  to  give  their  best  to  their  patients 
regardless  of  life  status.  I have  never  turned 

O 

away  any  patients  because  of  a lack  of  a fee. 
Hundreds  of  my  patients  have  been  given 
thousands  of  dollars  worth  of  free  medicine 
thanks  to  the  generosity  of  private,  enterpris- 
ing, profit-making  drug  companies,  who  also, 
have  their  faults.  Yes,  doctors  should  police 
themselves,  should  have  peer  review,  should 
take  ineffectiveness  and  waste  into  medical 
consideration.  Yes,  a thousand  times  yes,  our 
Congressmen  and  Senators  should  lead  the 
way  in  policing  themselves,  correct  ineffi- 
ciency and  waste  within  our  federal  govern- 
ment. 

Where  anyone  ever  got  the  idea  that  any 
business  owned  and  operated  by  government 
officials  could  excel  that  owned  and  operated 
by  private  enterprise  certainly  amazes  me. 
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Look  at  the  Mississippi  River  boat  business, 
the  U.  S.  Postal  Service,  and  the  latest,  Am- 
trak,  for  just  a few  examples.  Man  seems  never 
to  learn  from  history.  “He  who  ignores  the 
past,  is  doomed  to  repeat  it.”  What  the  gov- 
ernment taketh  away  and  charges  you  for 
burying  it  (or  bearing  it). 

I would  say  to  Senator  Kennedy;  don’t  bury 
a very  good  system  before  it  has  died.  Try 
hard  to  make  a diagnosis.  When  you  find  out 
what  is  ailing  the  patient  apply  all  your  knowl- 
edge toward  bringing  him  back  to  health  or 
better  health.  If  your  efforts  fail  then  call  in 
specialists  to  assist  you,  use  all  the  appropriate 
modern  drugs  or  instruments.  If,  then,  in 


spite  of  all  these  efforts,  your  patient  does  not 
survive,  then , and  only  then  replace  him. 
Please  do  not  pronounce  the  patient  hopeless 
when  he  is  truly  improving.  Do  not  infuse 
your  patient  with  a sugared  water  when  what 
he  needs  is  whole  blood  and  moral  support. 
Do  not  smother  him  when  what  he  needs  is 
more  oxygen.  Do  not  give  him  green  aspirin 
when  what  he  needs  is  digitalis.  In  short, 
Senator  Kennedy,  and  other  Senators  of  sim- 
ilar bent,  do  not  poison  the  ill  husband  just 
to  ensure  the  fee  from  the  jealous  wife— his 
survival  is  her  problem. 

Harold  W.  Felton,  M.D. 

Deltaville,  Va.  23043 


MEDICARE— PART  B 

( Continued  from  page  654-) 


bill,  or  on  the  SSA  1490,  sufficient  information 
to  permit  the  Carrier  to  determine  that  each 
and  every  procedure  was  medically  necessary. 

Currently  Medicare  is  receiving  large  quan- 
tities of  billings  that  fail  to  include  necessary 
information  as  to  the  nature  of  the  illness  or 
injury.  We  are  required  to  have  sufficient 
medical  information  to  indicate  the  medical 
necessity  for  each  service  rendered.  We  are 
unable  to  pay  benefits  on  such  billings  and 
therefore  make  a request  for  the  required  in- 


formation from  the  billing  or  the  attending 
physician.  When  a sufficient  diagnosis  cannot 
be  provided  please  provide  the  name  and  ad- 
dress of  the  attending  physician  in  item  7D  of 
the  SSA  1490  or  provide  the  name  and  address 
on  your  bill.  If  sufficient  information  is  not 
received  within  30  to  45  days  of  our  inquiry 
to  the  billing  or  attending  physician  we  will 
have  no  alternative  but  to  decline  payment  for 
lack  of  adequate  medical  information. 
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The  following  editorial  appeared  in  the 
newsletter,  “The  Direct  Line”  from  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association.  In  this  article,  Editor  Mrs.  Rich- 
ard A.  Sutter  explores  the  facets  of  “health 
care”  versus  “medical  care”  in  a provocative, 
interesting  and  timely  manner. 

Karen  K.  Painter 
(Mrs.  Wm.  E.  Painter) 

Just  What  Is  Health  Care? 

The  oft-quoted  World  Health  Organiza- 
tion’s definition  of  health  describes  a Utopian 
world  in  which  everyone  is  not  only  free  from 
illness,  mental  as  well  as  physical,  but  in  which 
everyone  enjoys  adequate  housing,  proper 
food  and  nutrition,  diversion  and  recreation, 
money  in  the  pocket,  and  so  on.  No  thinking 
person  will  deny  the  importance  of  these  fac- 
tors in  their  relationship  to  health,  but  why 
should  the  medical  profession  be  held  account- 
able for  all  areas  which  reflect  upon  mankind’s 
well-being? 

The  president  of  the  American  Society  of 
Internal  Medicine,  Dr.  Otto  C.  Page,  ap- 
pearing before  the  House  Ways  and  Means 
Committee  hearings  on  National  Health  In- 
surance pointed  to  prevalent  social  ills  as  a 
root  cause  of  national  health  problems.  As 
reported  in  “Legislative  Roundup”  November 
5,  1971,  he  stated:  “Unlimited  medical  serv- 
ices alone  cannot  substitute  for  the  correction 
of  social,  economic  and  environmental  defects, 
and  such  attempts  will  inevitably  be  ineffec- 


tive, disappointing  and  costly.  Twenty-five 
cents  worth  of  kerosene  in  a cold  house  might 
well  be  more  effective  than  $25  worth  of 
medical  evaluation  in  a warm  clinic.” 

Semantics  help  to  confuse  the  political  is- 
sues on  the  subject.  Many  people  refer  to 
health  care  when  what  really  is  meant  is  med- 
ical care.  When  talking  about  proposals  for 
national  health  insurance,  what  is  meant  is 
national  sickness  insurance.  It  is  obvious  that 
no  National  Health  Insurance  program  can 
include  all  the  good  things  outlined  in  the 
WHO  definition  of  health,  as  important  and 
desirable  as  they  are. 

We  talk  about  health  being  everyone’s  right. 
However,  with  rights  go  responsibilities,  and 
here  is  where  health  education  comes  in. 
Health  education  is  not  “sickness  education,” 
which  is  what  physicians,  nurses  and  other 
paramedical  personnel  must  study.  Health 
education  is  motivation  of  lay  people  to  be 
individually  responsible  for  maintaining  their 
health  and  preventing  illness. 

The  President’s  Committee  on  Health  Edu- 
cation, which  held  eight  regional  public  hear- 
ings during  January  and  February  of  this  year, 
considers  its  charge  to  cover  these  broad  areas: 

A.  Specific  action  (vaccination,  immuniza- 
tion, chest  X-rays,  etc.) 

B.  Habit  or  attitude  changing  (cigarette 
smoking,  diet,  regular  exercise,  drugs,  use  of 
seat  belts,  etc.) 

C.  Support  for  community  action  (pollu- 
tion, fluoridation,  noise  prevention,  etc.) 

D.  Education  which  leads  people  to  know 
when  to  consult  their  doctors,  especially  at 
the  early  stage  of  a serious  disease. 

E.  Participation  in  community  health  plan- 
ning and  development  of  health  facilities  and 
services. 

According  to  a recent  Louis  Harris  poll 
commissioned  by  the  Blue  Cross  Association, 
the  survey  of  1 ,609  adults  across  the  country 
showed  that  although  66  percent  of  the  people 
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believe  they  are  well  informed  about  health 
care,  30  percent  could  not  identify  a single 
one  of  the  “seven  warning  signals”  for  cancer. 
This  verifies  that  health  education  has  a long 
way  to  go  in  teaching  individual  responsibility 
for  health.  It  also  underscores  the  fact  that 
■“health  care”  involves  many  facets  which  are 


ASTHMA  AND  HAY  FEVER.  By  Oscar 
Swineford,  Jr.,  M.D.  Charles  C.  Thomas, 
Publisher,  301-327  E.  Lawrence  Avenue, 
Springfield,  Illinois  62703.  1971.  Pp  483. 
Price,  $19.50. 

The  information  compiled  in  this  book  is  a 
documentation  from  a life  time  of  observation 
in  the  field  of  Asthma  and  Hay  Fever  by  a 
most  careful  observer.  The  classification  is 
sufficiently  broad  and  detailed  to  allow  for  a 
wide  consideration  in  differential  diagnosis. 
This  treatment  oriented  book  is  obviously 
written  with  the  desire  to  help  the  patient 
foremost  in  the  mind  of  the  writer.  The  tables 
and  diagrams  are  clear  and  effective.  The  bib- 
liography is  up  to  date,  well  selected  and  ar- 
ranged in  a very  effective  manner  for  inviting 
further  study. 

This  book  not  only  elucidates  the  differen- 
tial diagnosis  and  etiological  basis  of  treatment 


beyond  the  province  of  pure  “medical  care.” 
In  the  meantime,  perhaps  more  explicit  use 
of  the  word  health  might  relieve  the  medical 
profession  of  some  of  the  blame  heaped  upon 
it  for  both  the  performance  and  the  cost  of 
those  areas  related  to  health  which  are  beyond 
its  control. 


but  all  the  while  gives  an  understanding  grasp 
of  the  new  frontiers  in  Asthma  and  Hay  Fever. 
Provocative  case  histories  are  especially  inter- 
esting. The  writer  does  not  fail  to  emphasize 
points  of  ignorance  in  the  management  of 
Asthma  and  Hay  Fever.  The  author’s  obvious 
intent  is  to  provide  a textbook  that  can  be  used 
equally  well  by  the  specialist,  the  general  phy- 
sician and  the  medical  student. 

This  reviewer  considers  it  to  be  an  extreme- 
ly worthwhile  reference  book  and  can  safely 
predict  that  any  physician  with  an  interest 
in  Asthma  and  Hay  Fever,  no  matter  how 
casual,  will  find  it  informative  and  practical. 
This  well  rounded  approach  is  comprehensive 
and  contains  a wealth  of  up  to  date  material. 
It  can’t  help  but  arouse  the  interest  of  the 
reader  for  further  study  in  the  field  and  it 
should  produce  better  practitioners  in  the  field 
of  allergy. 

Alexander  McCausland,  M.D. 
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Editorial  . . . . 


The  Reason  Why 

Mystery  is  but  another  name  for  our  ignorance;  if 
we  were  omnicient,  all  would  be  perfectly  plain. 

Tryon  Edwards 

PURELY  AS  ANTIPASTO  TO  THE  BILL  OF  FARE  the  commenta- 
tor is  disposed  to  serve  in  this  editorial  offering,  leave  is  taken  to  make  a 
few  quite  elementary  or  academic  observations,  more  germane  to  the  topic 
per  se,  perhaps,  than  to  the  focal  subject  to  which  the  topic  is  but  a keynote. 

“There  Must  Be  A Reason”  is  the  title  of  a song,  popular  during  the  past 
decade.  While  no  exception  will  be  taken  with  the  view  implicit  in  that  song 
title,  it  cannot  be  gainsaid  that  the  analysis  of  a reason  is  frequently  obscurely 
understood,  that  not  uncommonly  it  is  intelligible  only  by  highly  erudite 
specialists,  and  in  an  estimable  number  of  instances  the  reason  is  completely 
beyond  human  comprehension.  Often,  the  question  is  easy,  but  the  answer 
is  hard. 

In  Lewis  Carroll’s  classic:  “Alice’s  Adventures  in  Wonderland,”  the  reader 
comes  to  an  account  of  a conversation  in  which  the  March  Hare,  the  Dor- 
mouse and  Alice  were  engaged.  The  Dormouse  was  relating  how  three  little 
sisters,  Elsie,  Lacie  and  Tillie,  lived  at  the  bottom  of  a treacle-well.  “They 
were  learning  to  draw,”  said  the  Dormouse,  “and  they  drew  all  manner  of 
things— everything  that  begins  with  an  M— ” “Why  with  an  M?”  asked  Alice. 
“Why  not?”  said  the  March  Hare.  Alice  was  silent.  So,  in  response  to  why, 
relative  to  many  questions,  no  more  cogent  answer  can  be  advanced  than 
that  inherent  in  this  opposing  question— why  not? 

Sometimes  ignorance  stems  simply  from  indifference— a lack  of  curiosity 
or  a desire  to  know.  For  example,  relatively  few  people  know  why  the  north- 
ern boundary  of  Minnesota  includes  a “snout”  like  promontory  extending 
up  into  the  Lake  of  The  Woods  and  including  a sizable  hunk  of  land,  be- 
cause most  people  do  not  give  a damn  why.  On  the  contrary,  however, 
despite  an  ardent  desire  to  know  and  an  expenditure  of  much  time  and  study 
in  an  endeavor  to  discover  an  explanation  for  an  existing  entity,  the  shroud 
of  mystery  remains  impenetrable.  . . Again,  for  example,  when,  why  and  by 
whom  were  the  grotesque  statues  created  on  Easter  Island— or  the  Latties 
on  the  island  of  Guam? 

An  essential  element  in  the  nutrition  of  all  plant  and  animal  life,  and  one 
of  the  most  widely  and  abundantly  distributed  substances  on  the  surface  of 
the  earth  is  water.  As  everyone  possessing  a miniscule  knowledge  of  chem- 
istry knows,  water  is  formed  by  the  union  of  two  gases.  The  reason  why 
these  two  gases  unite  to  form  a liquid,  and  other  gases,  in  contradistinction, 
will  not  similarly  unite  to  form  a liquid  is  not  known. 

If  lightning  results  from  a positively  charged  cloud  coming  into  proximity 
with  a negatively  charged  cloud,  as  meteorologists  state  to  be  the  case,  still 
the  meteorologists  differ  widely  in  their  theories  as  to  the  reason  why  one 
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of  these  atmospheric  masses  came,  at  its  inception,  to  be  positively  charged 
with  electricity  while  the  other  acquired  a negative  charge. 

So  it  goes.  The  Sphinx  had  no  monopoly  on  enigmas.  All  of  creation  on 
our  terrestial  globe  and  throughout  the  boundless  universe  is  replete  with 
enigmas.  The  realm  of  medicine  contains  a full  measure  of  enigmas,  mysteries 
and  paradoxes.  There  are  in  physiology,  or  in  the  body  economy  of  the 
human  animal,  many  unknowns.  In  the  province  of  therapy,  there  are  various 
and  sundry  enigmas.  Hence,  for  some  ailments,  the  treatment  is  called 
empirical.  That  a given  medicine  works  is  known,  but  not  infrequently  the 
reason  why  it  works  isn’t  definitely  known.  The  mechanics  of  symptoms 
so  common  as  muscle  cramps  in  the  legs  at  night,  or  of  ordinary  headache, 
are  not  clearly  understood— nor  is  the  pharmaceutical  process  by  which 
quinine  relieves  one  and  aspirin  the  other,  separable  from  empiricism. 

One  disposed  to  elaborate  upon  the  theme  of  unknowns,  from  a medical 
standpoint,  has  a wide  and  diversified  field  of  choice,  ranging  all  the  way  from 
the  cause  and  cure  of  cancer  to  the  organotaxis  responsible  for  the  reception, 
by  the  fimbriated  end  of  a fallopian  tube,  of  an  ovum  extruded  from  a graafian 
follicle,  and  transmission  of  that  ovum  to  the  uterus.  Or  an  individual  en- 
dowed with  an  inquisitive  mind  may  find  an  interest  in  pondering  upon  the 
reason  why  a solution  of  Cocaine  crystals,  or  several  allied  substances  such 
as  Procaine,  Novocaine,  Eucaine,  etc.,  will  block  the  passage  of  impulses 
along  sensory  nerve  fibers;  while  (aside  from  the  modicum  of  interference 
with  sensation  that  may  be  ascribed  simply  to  the  principle  of  pressure  per  se) 
solutions  of  a multitude  of  other  organic  or  inorganic  crystals  will  produce 
no  anaesthetic  effect.  Has  a definitive  explanation— the  reason  why— based 
on  the  pharmacochemistry  involved  in  this  verity  ever  been  enunciated? 

The  comments  of  the  writer  in  the  remainder  of  this  editorial  will  be  con- 
fined to  an  enigma  which,  in  relatively  recent  years,  appeared  like  a comet  in 
the  firmament  of  medical  science.  Reference  is  made  to  the  monamine  oxi- 
dase inhibitors— commonly  referred  to  as  MAO  inhibitors.  Much,  indeed,  is 
known  upon  this  subject,  but  at  last  an  enigma  is  reached  that,  as  yet,  has 
not  been  solved.  The  reason  why  is,  up  to  the  present,  unknown. 

By  way,  first,  of  listing  the  known  fundamental  facts  upon  this  score,  it 
can  be  said  that,  (a)  A monamine  is  an  amine  formed  by  the  replacement 
of  a hydrogen  atom  in  one  molecule  of  ammonia  by  an  alkyl  radical,  (b) 
Oxidase  is  an  enzyme  that  promotes  an  oxidation  reaction.  It  has  been  found 
in  the  mitochondria  of  various  types  of  mammalian  cells,  (c)  Monamine 
oxidase  is  an  extremely  highly  complex  enzyme  system,  a principal  role  of 
which  is  to  destroy  norepinephrine  and  epinephrine  engendered  incident  to 
the  breakdown  of  tyramine.  Monamine  oxidase  completes  the  conversion  of 
tyramine  into  carbon  dioxide  and  water,  (d)  Tyramine  is  a naturally  occur- 
ring amino  acid  which,  during  normal  metabolism,  is  broken  down  to  nor- 
epinephrine (a  primary  amine  differing  from  epinephrine  in  that  its  formula 
lacks  an  N-methyl  group)  and  epinephrine,  (e)  The  sympathomimetic 
drugs  (drugs  that  produce  effects  simulating  those  caused  by  stimulation  of 
the  sympathetic  nervous  system)  potentiate  this  process,  as  do  the  ampheta- 
mines and  over-the-counter  cold  and  hay  fever  pills,  (f)  Certain  foods,  in- 
cluding some  kinds  of  cheese— particularly  old  cheese,  some  kinds  of  wine, 
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pickled  Herring,  chicken  livers,  beer,  broad  pod  beans  and  yeast  extract 
contain  a large  amount  of  tyramine.  (g)  Monamine  oxidase  inhibitors,  at 
the  head  of  which  column  march  such  drugs  as  Nardil  (phenelzine  sulfate) ; 
Eutonyl  (pargyline  hydrochloride);  Eutron  (pargyline  hydrochloride  and 
methylchlorthiazide) ; Furoxone  (furazolidone);  Marplan  (isocarboxazid); 
Niamid  (nialimide);  and  Parnate  (tranylcypromine)  knock  out  the  action 
of  monamine  oxidase  on  tyramine,  thus  permitting  an  extremely  excessive 
quantity  of  epinephrine  and  norepinephrine  to  be  released,  (h)  It  is  a matter 
of  common  knowledge  among  members  of  the  medical  profession  that 
norepinephrine  and  epinephrine  raise  blood  pressure,  (i)  If  not  in  the  same 
column  as  that  comprised  of  monamine  oxidase  inhibitors,  certainly  in  a 
companion  column,  marches  a band  of  drugs  classed  as  dibenzazepine  deriva- 
tives. 

While  it  may  be  contended  that  the  dibenzazepine  derivatives  are  not,  a 
priori,  MAO  inhibitors,  it  is  a generally  accepted  concept  that  comparably 
as  the  sympathomimetic  drugs  potentiate  the  action  of  monamine  oxidase  in 
breaking  tyramine  down  into  epinephrine  and  norepinephrine,  the  dibenza- 
zepine derivatives  potentiate  the  action  of  MAO  inhibitors,  and  physicians 
are  warned  against  using  a medicament  of  this  class  in  conjunction  with 
MAO  inhibitors.  The  following  list  of  drugs  represents  classical  examples 
of  the  better  known  dizenzazepine  derivatives:  Aventyl  (nortriptyline  hydro- 
chloride); Elavil  (Amitriptyline  hydrochloride);  Etrafon  (perphenazine 
amitriptyline  hydrochloride);  Norpramine  (Desipramine  hydrochloride); 
Pertofrane  (Desipramine  hydrochloride);  Tofranil  (imipramine  hydrochlo- 
ride); Triavil  (perphenazine  and  amitriptyline  hydrochloride);  and  Vivactil 
(protriptyline  hydrochloride). 

Thus  a multifaceted  question  comes  to  be  posed:  (1)  What  is  the  active 
principle  singularly  peculiar  to  the  first  category  of  the  above  listed  medi- 
caments—i.e.,  to  the  MAO  inhibitors;  what,  in  common,  do  they  contain  that 
accounts  for  their  inhibitory  effect  on  monamine  oxidase?  (2)  If  there  is, 
in  the  dibenzazepine  derivative  class  of  drugs,  a common  denominator  that 
accounts  for  their  potentiating  action  on  MAO  inhibitors,  what  is  that  com- 
mon denominator,  and  what  is  its  modus  operandi?  (3)— And  this  paradox 
is  the  major  element  of  the  engima  to  which  earlier  reference  has  been  made: 
When  monamine  oxydase  inhibitors  are  given  to  people  with  high  blood 
pressure,  under  ordinary  circumstances,  their  blood  pressure  drops.  It  would 
certainly  seem  logical  to  contemplate  that  the  blood  pressure  of  one  receiv- 
ing a monamine  oxydase  inhibitor  would  rise,  because  the  naturally  engen- 
dered epinephrine  could  not  be  destroyed  and  therefore  its  property  of 
raising  blood  pressure  would  go  unimpeded.  However,  this  just  does  not 
occur.  When  individuals  on  a normal  diet  receive  MAO  inhibitors,  their 
blood  pressures  go  down,  and,  insofar  as  this  scribe  has  been  able  to  learn 
from  investigators  in  this  field,  nobody  knows  the  reason  why.  This  chal- 
lenging mystery  is  a target  of  intensive  research. 

Antoine  de  Rivarol  (1753-1801),  the  French  epigrammatist,  has  averred: 
“It  is  the  dim  maze  of  mystery  that  adds  enchantment  to  pursuit.”  It  is  to 
such  a stimulus  that  research  responds  in  its  quest  for  reasons  why. 

H.  Lamont  Pugh,  M.D. 
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Know  Your  State  Senator 

A STRANGE  THING  HAPPENED  on  the  night  of  Thursday,  March 
9,  while  the  General  Assembly  was  winding  up  its  affairs  before  adjourn- 
ing two  days  later.  House  Bill  22,  which  dealt  with  health  care  coverage  for 
state  employees  and  their  families  originally  included  payment  for  charges 
by  several  of  the  more  aggressive  pseudo-medical  cults  but  these  barnacles 
were  stripped  away  in  committee,  and  there  was  every  reason  to  believe  the 
bill  would  apply  only  to  “hospitalization,  medical,  surgical,  and  major  medi- 
cal coverage”.  These  thoughts  were  dissipated  suddenly  on  the  night  of  the 
ninth  when  Senator  Willard  J.  Moody,  of  Portsmouth,  added  a floor  amend- 
ment which  included  “chiropractic  treatment”  in  the  bill. 

The  bill  was  passed  with  the  amendment  by  25  senators  in  favor  and  only 
nine  opposed.  Attempts  have  been  made  to  explain  this  strange  vote  on  the 
basis  that  some  of  the  legislators  were  not  aware  the  chiropractic  amendment 
had  been  added  but  this  was  not  the  case.  Senators  Moody  and  Peter  K.  Bab- 
alas,  of  Norfolk,  spoke  in  favor  of  the  amendment  and  Senator  Edward  E. 
Willey,  of  Richmond,  spoke  for  1 0 minutes  in  opposition.  He  pointed  out  the 
unscientific  aspects  of  chiropractic  practices  and  the  awkward  situation  in 
which  the  passage  of  this  amendment  would  place  the  Blue  Cross  and  Blue 
Shield  of  Virginia  as  well  as  The  Medical  Society  of  Virginia.  The  bid  sub- 
mitted earlier  by  Blue  Cross  and  Blue  Shield  did  not  include  any  provision 
for  chiropractic  services.  No  one  else  spoke  in  opposition  to  the  amendment 
but  everyone  in  the  Senate  chamber  should  have  been,  and  doubtless  was, 
alerted  to  the  significance  of  the  floor  amendment. 

In  a matter  of  such  import  to  the  citizens  and  the  profession,  the  physicians 
of  Virginia  should  be  made  aware  as  to  how  their  senators  voted.  Those  in 
favor  of  the  amendment,  in  addition  to  Senators  Moody  and  Babalas,  were: 


George  F.  Barnes,  Tazewell 
Leroy  S.  Bendheim,  Alexandria 
Adelard  L.  Brault,  Fairfax 
Joe  Canada,  Virginia  Beach 
H.  D.  Dawbarn,  Waynesboro 
Clive  L.  Duval  II,  McLean 
Joseph  V.  Gartlan,  Jr.,  Alexandria 
Elmon  T.  Gray,  Waverly 
Frederick  T.  Gray,  Chester 
Omer  L.  Hirst,  Burke 
William  B.  Hopkins,  Roanoke 
Paul  W.  Manns,  Bowling  Green 


Thomas  R.  McNamara,  Norfolk 
William  F.  Parkerson,  Jr.,  Richmond 
William  V.  Rawlings,  Capron 
H.  Selwyn  Smith,  Manassas 
David  T.  Thornton,  Salem 
Russell  I.  Townsend,  Jr.,  Chesapeake 
James  C.  Turk,  Radford 
Charles  L.  Waddell,  Sterling 
Stanley  C.  Walker,  Norfolk 
Lawrence  D.  Wilder,  Richmond 
Coleman  B.  Yeatts,  Chatham 


Of  equal  significance  we  should  know  whom  our  friends  were.  In  addi- 
tion to  Senator  Willey,  those  opposed  to  the  amendment  were: 


Howard  P.  Anderson,  Halifax 
Herbert  H.  Bateman, 

Newport  News 

Robert  S.  Burruss,  Jr.,  Lynchburg 
Leslie  D.  Campbell,  Jr.,  Ashland 


James  T.  Edmunds,  Kenbridge 
Edward  M.  Holland,  Arlington 
J.  Harry  Michael,  Jr., 
Charlottesville 

George  M.  Warren,  Jr.,  Bristol 
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Six  senators  did  not  vote.  In  addition  to  Doctor  John  C.  Buchanan  of 
Wise,  (the  only  physician  in  the  senate,  who  later  stated  he  withheld  his 
vote  for  he  feared  a “conflict  of  interest”)  the  following  senators  also 
abstained: 

George  S.  Aldhizer  II,  Broadway  William  E.  Fears,  Accomac 

Hunter  B.  Andrews,  Hampton  William  A.  Truban,  Woodstock 

Senator  William  F.  Stone,  of  Martinsville,  was  absent  from  Richmond  at  the 
time  of  the  vote. 

The  Medical  Society  of  Virginia  and  the  Blue  Cross  and  Blue  Shield  of 
Virginia  urged  Governor  Holton  to  veto  the  bill  but  he  signed  H.B.  22  and 
left  immediately  for  the  Orient. 

The  way  of  a serpent  on  a rock  is  relatively  predictable  as  compared  with 
the  unpredictability  of  a politician.  There  are  73  chiropractors  in  Virginia 
and  more  than  5,000  practicing  physicians  in  the  State.  Federal  agencies,  in- 
cluding the  VA  and  HEW  do  not  recognize  chiropractic  “therapy”  and  the 
AFL-CIO  will  have  no  part  of  the  cult  yet  the  politicians  do  not  appear  to 
have  gotten  the  word. 

Perhaps  a plaintiff’s  attorney  who  uses  a chiropractor  as  a “medical  wit- 
ness” in  an  accident  case  of  dubious  worth  may  find  his  testimony  more 
helpful  than  that  furnished  by  a physician.  It  is  also  conceivable  that  some 
state  senators  may  actually  believe  that  chiropractic  adjustments  are  superior 
to  present-day  medical  therapy.  But  these  considerations  do  not  explain  why 
25  Virginia  legislators  voted  for  this  amendment. 

It  is  all  very  strange. 

H.  J.  W. 
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Calendar  of  Events 

Third  Annual  Sports  Medicine  Symposium— Sponsored  by  Georgetown  School 
of  Medicine  in  cooperation  with  the  President’s  Council  on  Physical  Fitness 
and  Sport— Room  93,  Science  Building— Georgetown  University,  3900  Res- 
ervoir Road,  Washington,  D.C.— June  9-10,  1972. 

22nd  Annual  Scientific  Assembly— Virginia  Academy  of  Family  Physicians— 
Conference  Center — Williamsburg— June  14-17,  1972. 

Symposium  on  Breast  Feeding— Sponsored  by  Mary  Immaculate  Hospital,  New- 
port News— Holiday  Inn,  Interstate  64  and  Route  258— Hampton— June  15-17, 
1972. 

American  Medical  Association— Annual  Convention— San  Francisco— June  18-22, 
1972. 

Congress  on  Occupational  Health— Sponsored  by  AMA— The  Drake— Chicago 
—September  11-12,  1972. 

American  Cancer  Society,  Virginia  Division— Annual  Meeting— Hotel  Jefferson 
— Richmond— October  19-20,  1972. 

National  Conference  of  State  Medical  Association  Representatives  on  Con- 
tinuing Medical  Education— Ambassador  Hotel— Chicago— October  24-26, 
1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 

Virginia  Hospital  Association— Annual  Meeting— The  Homestead— Hot  Springs 
November  15-18,  1972. 

“Children  with  Learning  Disabilities”— Conference  Sponsored  by  Virginia 
Council  on  Health  and  Medical  Care— Sheraton  Inn— Fredericksburg— No- 
vember 19-21,  1972. 

American  Medical  Association— Clinical  Meeting— Cincinnati,  Ohio — November 
26-29,  1972. 

***** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief: 


□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distension  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  1 Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer)'. 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is  • 
twice  the  size  of  its  head* 


New  Members. 

The  following  new  members  were  admitted 
into  The  Medical  Society  of  Virginia  during 
the  month  of  April: 

John  S.  Archer,  M.D.,  Richmond 
Shur  Shiang  Chu,  M.D.,  Richmond 
Robert  Hersh  Friedman,  M.D., 

Bethesda,  Md. 

Whei-Rung  Fu,  M.D.,  Arlington 
Habib  H.  Guirguis,  M.D.,  Clintwood 
Raymond  Robert  Hoare,  M.D.,  Arlington 
Horace  Dunbar  Hoskins,  Jr.,  Richmond 
Gurcharan  S.  Kanwal,  M.D.,  Coeburn 
John  Edward  Leary,  M.D.,  Warrenton 
Milike  Fatma  Oner,  M.D.,  Bethesda,  Md. 
Hondrio  S.  Ronquillo,  M.D.,  Danville 
Robert  Francis  Ryan,  M.D.,  Arlington 
William  A.  Shevlin,  M.D.,  Arlington 
Leo  L.  Timp,  M.D.,  Wise 
Theodore  C.  Veloudakis,  M.D., 

South  Boston 

Thomas  Russell  Whyte,  M.D.,  Roanoke 
John  K.  Yorel,  Jr.,  M.D.,  Charlottesville 
Herman  Frederick  Ziegler,  M.D., 

Great  Falls 


James  River  Medical  Society. 

At  a meeting  of  this  Society  on  April  19th, 
Dr.  C.  R.  Barton,  Scottsville,  was  elected  pres- 
ident; Dr.  Russell  Snead,  Columbia,  vice- 
president;  and  Dr.  J.  H.  Yeatman,  Fork  Union, 
secretary-treasurer. 

Dr.  Newman  Again  Honored. 

The  Danville  Register  on  April  1st  devoted 
its  column  “Southsiders”  to  Dr.  Samuel  New- 
man. He  is  eighty-one  years  of  age  but  still 
continues  his  practice  of  pediatrics,  working 
as  much  as  18  hours  a day.  His  three  main 
concerns  are  medicine,  civil  rights  and  reli- 
gion. Dr.  Newman  has  received  many  awards 
in  his  religious  work,  among  them  a Doctor 
of  Hebrew  Letters  degree  and  certificates  of 
commendation  from  Catholics  and  Protestants. 


He  is  a strong  believer  in  ecumenism  and  pro- 
motes inter-religious  dialogue  whenever  and 
wherever  he  can.  Dr.  Newman  is  also  inter- 
ested in  art,  literature  and  music  but  states  he 
has  little  use  for  politics. 

Dr.  John  L.  G tier  rant, 

Charlottesville,  has  been  presented  the 
Douglas  Southall  Lreeman  Award  of  the  Vir- 
ginia Tuberculosis  and  Respiratory  Disease 
Foundation.  He  is  chief  of  the  respiratory  dis- 
ease unit  at  the  University  of  Virginia. 

The  award  is  presented  annually  to  that  per- 
son who  has  contributed  the  most  to  the  con- 
trol of  tuberculosis  and  respiratory  disease  in 
Virginia  during  the  year. 

Dr.  David  K.  Wiecking 

Has  been  appointed  chief  medical  examiner 
for  Virginia,  succeeding  Dr.  Geoffrey  T. 
Mann  who  has  accepted  a position  as  medical 
examiner  of  Broward  County,  Florida.  Dr. 
Wiecking  assumed  his  duties  on  June  1st.  He 
received  his  M.D.  degree  from  Johns  Hopkins 
University  and  his  law  degree  from  the  Uni- 
versity of  Virginia.  He  served  his  internship 
at  the  University  of  Virginia  and  worked  in 
the  office  of  Virginia’s  chief  medical  exam- 
iner during  1955-6.  Dr.  Wiecking  also  served 
as  pathologist  for  the  University  of  Virginia 
where  he  was  assistant  professor  of  pathology 
and  he  was  medical  examiner  for  Albemarle 
County.  For  the  past  two  years  he  has  been 
associate  chief  medical  examiner  in  North 
Carolina. 

For  Rent-  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  flu- 
oro  room,  supply  rooms  and  oil  heat  furnace 
in  basement.  Plenty  of  parking  space.  Suitable 
for  doctors,  lawyers,  etc.  Present  doctor  will 
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soon  move  into  his  new  building.  Lucrative 
area  and  considerate  patients. 

For  information  contact  R.  P.  Beckwith, 
Jr.,  M.D.,  2801  Hey  Road,  Richmond,  Vir- 
ginia 23224.  Phone  276-5830.  (Adv.) 

Emergency  Room  Physician. 

351  bed  community  hospital,  southwest 
Virginia  and  upper  east  Tennessee  area.  Ten- 
nessee license  required.  Present  group  of  four 
physicians  expanding  to  five.  $30,000  plus  an- 
nually and  liberal  benefits.  Write  or  call  Ex- 


ecutive Director,  Bristol  Memorial  Hospital, 
Bristol,  Tennessee  37620.  Phone  615-968- 
1121.  (Adv.) 

For  Lease. 

Doctor’s  office,  Monument  Avenue,  Rich- 
mond. First  floor  front,  approximately  815 
sq.  ft.  All  utilities.  Only  $250.00.  Ideal  for 
general  practitioner,  internist  or  obstetrician. 
Immediate  possession.  Please  call  Bill  Ashley 
355-5733.  C.  Porter  Vaughan,  Inc.,  Realtors. 
(Adv.) 
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Obituary 


• « • « 


Dr.  Charles  Frank  Manges, 

Blacksburg,  died  April  12.  He  was  seventy- 
one  years  of  age  and  a graduate  of  the  Medi- 
cal College  of  Virginia  in  1925.  Dr.  Manges 
had  retired  after  more  than  forty  years  of  ac- 
tive practice  in  Montgomery  County.  He  also 
served  as  medical  examiner  for  the  County. 
Dr.  Manges  had  been  a member  of  The  Medi- 
cal Society  of  Virginia  for  forty-five  years. 

His  wife  and  a daughter  survive  him. 


Dr.  Hutcheson. 

On  February  12,  1972,  the  Richmond  Academy 
of  Medicine  and  the  entire  medical  profession 
lost,  by  death,  one  of  its  most  illustrious  mem- 
bers, Dr.  James  Morrison  Hutcheson. 

Born  in  Rockbridge  County,  on  March  22, 
1883,  after  attendance  at  private  schools,  he  re- 
ceived the  A.B.  degree  from  Washington  and 
Lee  in  1902.  After  teaching  for  three  years  he 
entered  Medicine  and  graduated  from  the  Medi- 
cal College  of  Virginia  in  1909.  The  Johnston- 
Willis  Hospital  opened  on  June  1,  1909  and  he 
was  their  first  interne  (1909-1910).  He  then 
became  associated  with  Dr.  Douglas  Vanderhoff 
in  the  practice  of  Internal  Medicine  with  inter- 
vals of  training  at  Johns  Hopkins  and  the  Massa- 
chusetts General  Hospitals. 

In  1917  he  volunteered  in  the  Army  and  after 
training  at  Camp  Jackson  served  in  France  with 
the  rank  of  Major  as  Chief  of  the  Medical  Serv- 
ice of  Base  Hospital  #60  and  was  later  its  Com- 
manding Officer. 

Upon  his  return  to  Richmond  he  opened  an 
office  for  himself  in  the  Professional  Building  and 
continued  active  in  that  location  until  his  retire- 
ment from  Medicine.  Shortly  after  opening  his 
office,  Dr.  Hutcheson  secured  an  electrocardio- 
graph which  was  the  first  to  be  used  in  our  State; 
he  was  considered  a “Physicians  Consultant”  and 
as  such  was  held  in  the  highest  regard  by  his 
colleagues. 

He  began  teaching  at  the  Medical  College  of 
Virginia  in  1911  and  held  the  chair  of  Therapeu- 
tics for  some  years  before  he  became  Professor 
of  Clinical  Medicine  and  served  until  his  retire- 
ment from  the  faculty  at  the  age  of  seventy  in 
1953.  He  was  President  of  the  M.  C.  V.  Alumni 


Association  1932-33.  At  Johnston- Willis  Hos- 
pital he  was  an  active  member  of  the  Board  of 
Directors  and  Chief  of  the  Medical  Service  for 
many  years. 

Evidence  of  the  scope  of  his  activities  and  in- 
terest in  Medicine  include:  President,  Richmond 
Academy  of  Medicine  (1931);  President,  The 
Medical  Society  of  Virginia  (1937).  For  the 
American  College  of  Physicians  he  served  as 
Governor,  Regent,  Vice  President  and  was  made 
a Master  in  1960.  He  represented  Virginia  in 
the  American  Medical  Association  as  its  delegate 
for  years  and  served  several  terms  on  its  Judicial 
Council.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine.  During  World  War 
II  he  was  a member  of  the  important  Medical 
Advisory  Board  and  served  diligently  on  the 
Procurement  and  Assignment  Service  for  Phy- 
sicians. 

He  was  a member  of  the  School  Board  of 
Richmond  (1913-1918)  and  a trustee  of  Wash- 
ington and  Lee  University  since  1935.  His  de- 
votion and  service  to  his  Alma  Mater  was  out- 
standing for  decades.  He  was  awarded  an  LLD 
Degree  by  Hampden-Sydney  College  in  1947  and 
was  an  honorary  member  of  Phi  Beta  Kappa  and 
Alpha  Omega  Alpha  Societies.  He  was  an  active 
member  of  Second  Presbyterian  Church. 

In  the  past  he  held  memberships  in  the  Rich- 
mond German,  Westmoreland,  Commonwealth 
and  Country  Club  of  Virginia. 

Dr.  Hutcheson  was  a wise  scholar,  great  teach- 
er, a conservative  gentleman,  loyal  friend  and 
admired  physician.  He  was  a keen  student  of 
history  and  literature.  His  subtle  wit  and  humor 
were  enjoyed  and  appreciated  by  all. 

Kinloch  Nelson,  M.D. 

Wellford  C.  Reed,  M.D. 

Charles  M.  Caravati,  M.D.,  Chairman 


Dr.  Fletcher. 

Dr.  Frederick  Peter  Fletcher  was  a good  man 
in  the  broad  sense  of  the  word.  He  was  good 
to  his  family  who  loved  him,  good  to  his  patients, 
who  depended  on  him,  good  to  his  colleagues, 
who  respected  him,  and  good  to  his  church  whom 
he  served  faithfully  with  distinction. 

He  was  born  in  Richmond,  December  6,  1890. 
Dr.  Fletcher  attended  St.  Patrick’s  Academy 
from  which  he  graduated  in  1906.  He  then 
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Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HC1. 

The  positive  power  of 

Libritabs* 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying: 
congestive  heart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied:  Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


r \ Roche  Laboratories 
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/ Nutley,  N.J.  07110 
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Guest  Editorial 


New  Health  Team  Professionals 

IN  A DAY  of  an  ever  increasing  need  of  specialization  and  professionali- 
zation, another  area  lacking  in  such  attainments  has  been  considered  and 
now  successfully  brought  into  being.  The  medical  representative,  the  most 
widely  used  and  certainly  the  most  effective  means  of  promoting  pharma- 
ceuticals, has  for  many  years  been  desirous  of  attaining  the  professional  status 
he  deserves.  He  enters  the  pharmaceutical  world  with  a college  degree,  re- 
ceives in-depth  training  commensurate  with  the  line  of  products  marketed 
by  his  firm,  and  participates  in  a continuing  educational  program  during  his 
entire  employment  career.  He  enters  his  responsibilities  qualified,  but  un- 
fortunately still  lacking  the  recognition  essential  to  being  a true  professional. 
Now  this  has  changed  with  the  advent  of  a testing  Institute  organized  in 
1966.  The  Certified  Medical  Representatives  Institute  serves  the  entire  phar- 
maceutical industry  as  a non-profit,  tax  exempt,  educational  and  testing  firm. 

Among  its  goals  is  the  awarding  of  the  C.  M.  R.  (Certified  Medical  Repre- 
sentative) designation  to  every  medical  representative  who  desires  to  set  him- 
self apart  from  the  ordinary,  by  submitting  himself  to  a series  of  examinations 
to  prove  his  competency  to  the  entire  medical  community.  The  C.  M.  R. 
designation  following  a man’s  name  denotes  a professional  and  testifies  to 
competency  in  all  fields  of  medicine  relating  to  the  understanding  of  and 
proper  usage  of  drugs. 

In  order  to  participate  in  the  testing  program  of  the  C.  M.  R.  Institute,  a 
medical  representative  must  be  in  the  employ  of  a pharmaceutical  company 
who  financially  supports  the  Institute  through  an  annual  membership  fee  and 
a registration  fee  for  those  of  their  representatives  who  voluntarily  elect  to 
participate.  The  additional  costs  incurred  for  the  educational  materials  and 
the  actual  testing  is  usually  shared  with  the  representative  over  the  period  of 
time  he  is  involved  with  the  Institute.  At  this  point  in  time  the  following 
companies  are  affiliated  with  the  Institute:  CIBA  Pharmaceutical  Company; 
Dorsey  Laboratories;  Knoll  Pharmaceutical  Company;  Ortho  Pharmaceutical 
Corporation;  A.  H.  Robins  Company,  Inc.;  Syntex  Laboratories,  Inc.;  USY 
Pharmaceutical  Corporation;  Warner-Chilcott  Laboratories  and  Warner- 
Chilcott  Laboratories  Co.,  Limited  (Canada). 


The  C.  M.  R.  designation  is  awarded  at  the  completion  of  thirty  credits  of 
course  work  which  is  all  accomplished  in  a home  study  program.  The  time 
involved  varies  from  two  to  five  years,  depending  on  the  amount  of  previous 
education  in  the  biological  science  field,  and  the  amount  of  a student’s  free 
time  that  he  is  able  to  devote  to  this  program.  It  must  be  appreciated  that 
each  candidate  for  the  C.  M.  R.  award  is  working  full  time  and  is  usually 
married  and  has  family  responsibilities  also. 

Fifteen  course  credits  are  in  required  subjects.  These  are: 

1—  Anatomy  (3)  prepared  by  John  E.  Norvell,  Ph.  D.  at  Medical  College  of 
Virginia; 

2—  Physiology  (3)  prepared  by  Robert  E.  Thurber,  Ph.  D.  at  Medical 
College  of  Virginia; 

3—  Pharmacology  (5)  prepared  by  John  W.  Nelson,  Ph.  D.  at  The  Ohio 
State  University  College  of  Pharmacy; 

4—  Medical  Terminology  (2)  prepared  by  Genevieve  Love  Smith  and 
Phyllis  E.  Davis,  published  by  John  Wiley  & Sons; 

5—  Governmental  Regulations  (2)  prepared  by  C.  Eugene  White,  LL.  B., 
at  Medical  College  of  Virginia  School  of  Pharmacy. 

In  addition  to  those  required  areas  of  competency,  a student  may  elect  an 
additional  fifteen  credits  in  these  elective  courses: 

1—  Biochemistry  (5)  prepared  by  Adelaide  M.  Delluva,  Ph.  D.  at  the  Uni- 
versity of  Pennsylvania  School  of  Medicine; 

2—  Microbiology  (2)  prepared  by  Herbert  J.  Welshimer,  Ph.  D.  at  the 
Medical  College  of  Virginia; 

3—  Psychology  (3)  prepared  by  Leslie  F.  Malpass  (Human  Behavior,  pub- 
lished by  McGraw-Hill  Book  Company)  and  Ernest  Peterson,  Ph.  D. 
(Psychopharmacology,  published  by  William  C.  Brown  Co.); 

4—  Ethics  (2)  prepared  by  Glenn  R.  Pratt,  S.  T.  D.,  at  Medical  College  of 
Virginia; 

5—  History  of  the  Pharmaceutical  Industry  (2)  prepared  by  Joseph  C. 
Robert,  Ph.  D.  at  the  L^niversity  of  Richmond; 

6—  Economics  ( 3 ) prepared  by  George  Leland  Bach,  published  by  Prentice- 
Hall,  Inc.  (MicroEconomics  and  MacroEconomics  prepared  by  Keith 
Lumsden/Richard  Attizeh/  George  Leland  Bach,  published  by  Pren- 
tice-Hall, Inc.); 

7—  Research  Methods  (2)  prepared  by  Francis  B.  Leftwich,  Ph.  D.  at  the 
University  of  Richmond  and  William  H.  Leftwich,  Ph.  D.  at  the  Uni- 
versity of  Richmond; 

8—  Pharmaceutical  Marketing  (3)  prepared  by  Mickey  C.  Smith,  Ph.  D., 
published  by  Lea  & Febiger. 
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Knowing  that  all  ethical  pharmaceutical  companies  insist  on  a very  high 
standard  of  excellence  in  their  representatives,  and  knowing  that  many  men 
enter  into  this  type  of  work  with  a college  degree  in  biology  or  pharmacy, 
the  C.  M.  R.  Institute  is  prepared  to  examine  these  candidates  without  their 
being  required  to  utilize  any  of  the  materials  supplied  by  the  Institute.  It  is 
possible  for  a student  to  be  tested  immediately  and  if  he  passes,  he  receives 
that  many  credits  toward  certification.  The  majority  of  candidates  for  cer- 
tification requests  for  an  average  of  six  credits  of  study  per  semester.  A 
semester  runs  from  February  to  June  and  from  September  to  January.  This 
would  require  five  semesters  to  complete  the  work,  provided  he  passed  the 
comprehensive  examinations  given  at  the  end  of  every  semester.  This  student 
could  then  receive  his  C.  M.  R.  award  at  the  end  of  two  and  one-half  years, 
while  others  who  involved  themselves  to  a lesser  degree  would  take  as  long 
as  five  years.  Thus  far  over  45  0 men  have  completed  the  program  and  are  the 
recipients  of  the  C.  M.  R.  designation.  The  increase  in  student  enrollment 
is  evidenced  at  the  beginning  of  each  semester  as  more  pharmaceutical  com- 
panies affiliate  and  as  a greater  percentage  of  medical  representatives  of  the 
member  companies  enroll. 

Examinations  are  prepared  under  the  direction  of  Psychological  Consul- 
tants and  written  by  those  who  have  authored  the  text  utilized  in  the  pro- 
gram. The  tests  are  given  twice  a year,  January  and  June,  at  52  different 
schools  of  medicine  and  pharmacy  located  in  all  parts  of  the  United  States. 
The  representatives  report  to  the  proctoring  center  nearest  their  homes  where 
the  examinations  are  administered.  Usually  the  entire  day  is  spent  respond- 
ing to  hundreds  of  questions  to  accurately  determine  his  level  of  understand- 
ing in  the  fields  of  study. 

The  examinations  are  carefully  graded  at  the  Institute  and  the  students 
are  notified  as  to  whether  or  not  they  passed  or  failed  before  materials  are 
sent  out  for  the  next  semester’s  work.  The  failure  rate  is  between  15  and 
20%  depending  on  the  particular  course. 

The  complete  dropout  rate  is  about  3%.  Considering  the  fact  that  most 
students  are  already  college  graduates  and  are  extensively  prepared  in  specific 
areas  of  pharmacology  and  related  fields  by  their  employer,  one  would  not 
expect  the  failure  rate  to  be  much  higher.  The  dropout  rate  is  exceedingly 
low  because  entrance  into  the  certificate  program  is  voluntary. 

Richard  H.  Lowe,  Jr.,  M.D. 

Editor's  Note:  Dr.  Lowe  is  a practicing  physician  in  Roanoke,  Virginia,  and  is 
President,  The  Certified  Medical  Representatives  Institute,  Incorporated. 

410  Elm  Avenue , Southwest 
Roanoke , Virginia  24016 
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Quantity,  Quality  and  Cost  of  Medical  Care 
Challenges  to  Our  Profession 


W.  T.  THOMPSON,  JR.,  M.D. 
Richmond,  Virginia 


Politicians,  government  agencies, 
and  social  planners  are  working 
to  bring  sweeping  changes  to  the 
practice  of  medicine.  Some  of 
the  changes  are  necessary  and  de- 
sirable and  some  are  not.  The 
medical  profession  should  decide 
what  is  good  and  accept  it.  The 
rest  should  be  rejected. 

HERE  IS  NO  DOUBT  that  Medicine  in 
America  today  is  under  attack  and  that 
this  will  lead  to  the  imposition  of  controls, 
requirements,  and  penalties.  This  is  neither 
new  nor  unique. 

That  attack  and  controls  are  not  new  is  evi- 
denced by  the  fact  that  a medical  practice  act 
was  deemed  necessary  and  enacted  by  the  Vir- 
ginia Assembly  in  1639:  “consideration  be- 
ing had  and  taken  of  the  immoderate  and  ex- 
cessive rates  and  prices  exacted  by  practition- 
ers and  the  complaints  made  to  the  Virginia 
Assembly  . . . that  a physician  or  surgeon  has 
neglected  his  patient  or  that  he  has  refused  his 
help  and  assistance  to  any  person  or  persons 
in  sickness  or  extremity  his  services  being 
thereunto  required  ...”  Certain  legal  remedies 
and  penalties  were  provided. 

Similar  laws  were  reenacted  in  1645,  1657, 
1661,  1692  and  1705,  and  so  on  down  to  our 
present  day.  Indeed,  the  act  of  1661  began: 
“Whereas  the  excessive  and  immoderate  prices 

Inaugural  Address,  Richmond  Academy  of 
Medicine,  January  11,  1972. 


exacted  by  diverse,  avaricious,  and  gripeing 
practitioners.”  The  physicians  license  tax  was 
begun  in  1786  and  28  bills  dealing  with  medi- 
cine were  considered  by  the  Virginia  Assem- 
bly during  the  18th  century.  The  bills  es- 
tablishing the  State  Board  of  Health  and  the 
Medical  Examining  Board  became  law  in  1872 
and  1884  respectively.  It  is  important  to  note 
that  both  were  actively  championed  by  the 
medical  leaders  of  that  day.1 

It  is  evident  through  the  years  that  respon- 
sible doctors,  laymen  and  legislators  have  rec- 
ognized that  the  practice  of  medicine  and  the 
health  of  the  citizens  require  protective  and 
enabling  legislation. 

That  it  is  not  unique  to  medicine  is  an 
ominous  and  portentous  phenomenon  of  our 
time;  there  are  similar  attacks  by  diverse 
groups  in  America  on  many  aspects  of  our 
society.  What  is  truly  disturbing  is  the  sus- 
tained intensity  of  the  attacks;  the  readiness 
to  condemn  the  entire  system  and  supplant  it 
with  other,  any  other,  as  yet  untried;  and  the 
readiness  of  self-declared  experts  to  lead  the 
attack  and  to  engineer  the  change. 

I am  not  qualified  to  speak  to  the  origins  and 
causes  of  the  world-wide  evolution-revolution 
which  has  intensified  over  the  past  decade. 
Certainly,  as  the  world’s  problems  have  be- 
come increasingly  complex,  and  as  the  masses 
of  the  world’s  peoples  have  become  more 
aware  through  improved  communication  and 
education,  humanism,  egalitarianism  and  ex- 
istentialism have  become  popular  philosophies. 
Solutions  to  the  world’s  problems  are  sought 
in  competing  ideologies  ranging  from  anarch- 
ism to  fascism,  the  latter  including  commu- 
nism. America,  hopefully,  will  continue  to 
hold  to  some  middle  ground  of  a democracy, 
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we  no  longer  are  a republic,  which  will  be  able 
to  meet  the  needs  of  our  people  well  enough 
to  survive.  Medicine  must  be  flexible  enough 
to  hold  the  best  of  the  old  and  incorporate  the 
best  of  the  new. 

Characteristics  of  Medicine  and  Health 

Medicine  has  certain  characteristics  that 
predispose  it  to  being  a target  for  those  it 
serves,  particularly  in  this  current  climate.  In 
the  first  place  Medicine  is  a service  profession 
with  its  prime  object  to  serve  humanity.  Per- 
sonal reward  and  financial  gain  are  subor- 
dinate. The  goal  of  our  profession  is  service 
to  all  who  need  medical  attention  regardless  of 
ability  to  pay.  Yet,  Medicine  as  a profession 
is  big  business,  a cornerstone  of  the  Establish- 
ment. Nearly  $70  billion  was  spent  on  health 
services  in  America  last  year.  The  per  capita 
income  of  the  doctor  is  at  or  near  the  top  of 
average  income  levels  reported  from  all  occu- 
pations. 

Some  patients  won’t  accept  charity  or  are 
apprehensive  about  incurring  a doctor’s  bill 
and  hence  do  not  receive  needed  medical  care. 
Some  doctors  offer  free  services  reluctantly 
or  have  difficulty  determining  which  patients 
can  pay  or  how  much  they  can  pay  and  hence 
may  not  provide  needed  medical  care.  Doubt- 
less, there  are  instances  in  which  human  health 
suffers  or  human  life  is  lost  because  a patient 
cannot  pay  money  to  preserve  his  health  or 
retain  his  life.  I believe  that  this  is  relatively 
rare,  and  that,  in  some  instances  when  money 
has  been  said  to  be  decisive,  it  has  in  fact  been 
only  one  of  the  factors  affecting  health  care 
in  a multi-faceted  situation.  But  money,  the 
ability  to  pay,  does  stand  between  an  indi- 
vidual and  his  real  or  fancied  health  needs. 

In  the  second  place,  Medicine  cannot  live 
up  to  the  false  image  which  has  been  created 
for  it  by  the  various  media  and  the  wide  dis- 
semination of  superficial  knowledge.  People 
have  been  led  to  expect  more  from  modern 
medicine  and  today’s  doctor  than  can  be  de- 
livered. Furthermore,  the  Madison  Avenue 
version  of  medical  treatment  is  often  easy  and 
quick,  the  taking  of  a pill  or  a simple  manipu- 
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lative  procedure  with  the  patient  a passive 
member,  the  doctor  responsible  for  effecting 
the  cure. 

This  concept  fails  to  recognize  that  many 
illnesses  are  complex  indeed  representing  the 
summation  of  genetic  inheritance,  habits,  ad- 
dictions, personal  hygiene,  psychological  fac- 
tors, family  problems,  socio-economic  stresses, 
etc.  Many  of  these  are  under  the  control  only 
of  the  patient.  Many  are  beyond  the  control 
of  anyone.  The  doctor’s  ministrations,  there- 
fore, may  be  disappointing  if  the  patient  does 
not  understand  or  accept  the  restricted  goals 
often  to  be  expected  from  treatment  and  the 
responsibility  he  must  assume  in  reaching  even 
limited  improvement. 

Of  particular  note  is  the  World  Health  Or- 
ganization definition,  “health  is  a state  of  com- 
plete physical,  mental  and  social  well-being, 
and  not  merely  the  absence  of  disease  or  in- 
firmity.” To  charge  physicians  with  main- 
taining or  restoring  health  that  embraces  every 
conceivable  human  activity  and  interrelation- 
ship, extending  beyond  biology  to  cultural, 
social  and  psychological  areas  puts  the  physi- 
cian and  the  medical  profession  in  an  intol- 
erable position. 

Dr.  Alexander  Heard  in  the  1971  Alan 
Gregg  Memorial  Lecture  stated  it  clearly: 
“Just  to  assure  the  absence  of  disease  and  in- 
firmity is  a formidable  undertaking  by  itself. 
To  add  positive  responsibilities  for  complete 
physical  and  mental  well-being  clearly  inspires 
the  spirit,  but  in  doing  so  adds  gigantic  burdens 
to  those  accepting  the  responsibilities.  When 
the  definition  of  health  is  expanded  to  embrace 
complete  social  well-being  in  addition,  most 
of  the  limitations  on  the  jurisdictions  of  health 
professionals  begin  to  disappear.”  2 

When  the  great  expectations  in  the  scientific 
area  are  added  to  the  concept  of  health  as  a 
state  of  complete  well-being,  with  Medicine 
the  panacea  and  doctors  holding  the  ticket  to 
the  state  of  euphoria,  the  impatience  of  those 
who  consider  themselves  deprived  of  this  bliss- 
ful state  is  inevitable.  Frustration  of  high  ex- 
pectations focuses  hostility  on  the  individual 
doctor  and  on  the  profession. 


727 


In  the  third  place,  the  work  of  Medicine, 
the  practice  of  Medicine,  is  done  by  people. 
In  spite  of  his  lofty  role,  a doctor  is  only 
another  human  being.  He  is  subject  to  all  of 
the  temptations,  weaknesses  and  failings  that 
beset  any  other  mortal.  He  is  limited  by  his 
intelligence,  time  and  energy.  He,  too,  is  a 
part  of  our  contemporary  society  and  wants 
more  freedom,  more  money  for  shorter  hours, 
more  opportunity  for  vacation,  for  his  family, 
for  the  “good  life”.  He  is  free  to  make  his 
own  choice  of  the  community  where  he  will 
practice  and  the  patients  (new  ones,  at  least) 
whom  he  will  see.  It  is  easy  for  the  public  to 
put  the  doctor  on  a pedestal.  It  is  also  easy  to 
dislodge  him  should  he  disappoint  in  the  exer- 
cise of  his  freedom  or  because  of  his  human 
frailties  or  in  his  choices.  The  higher  the 
pedestal  the  more  public  the  fall  and  the  great- 
er the  impact  on  Medicine  as  a profession  and 
on  doctors  as  a group. 

Finally,  the  “product”  of  the  medical  pro- 
fession, health,  is  an  uncertain  “commodity”. 
What  is  health?  Perhaps  it  has  been  defined 
best  as  something  that  you  are  unaware  of. 
Certainly  it  is  dependent  upon  subjective  fac- 
tors such  that  an  individual  does  not  consider 
himself  to  be  healthy  unless  he  feels  healthy, 
regardless  of  the  presence  or  absence  of  tissue 
pathology.  Rashkis  has  suggested  that  health 
and  disease  are  at  the  opposite  ends  of  a con- 
tinuum ranging  from  health-well-being  at  one 
end  to  disease-despair  at  the  other.3 

The  nature  of  health  makes  it  a controversial 
commodity  in  the  market  place  today  when 
there  are  wide-spread  implications  that  it  can 
be  bought  and  sold;  when  there  is  the  public 
policy  that  access  to  seeking  health  is  the  right 
of  every  individual;  and  when  there  is  a sug- 
gestion that  the  right  of  access  to  seeking 
health  has  implicit  in  it  that  every  individual 
has  the  right  to  health  itself. 

Whatever  health  may  be,  there  is  one  thing 
for  sure,  it  is  intensely  desirable,  and  is  impor- 
tant, even  if  not  essential,  if  one  is  to  be  happy 
and  productive.  There  are  few  indeed  who 
do  not  prize  it  highly  and  who  do  not  main- 
tain or  seek  it  avidly. 


Philosophers,  political  scientists,  social  scien- 
tists, and,  indeed,  everyone  have  recognized 
this  through  the  years.  Aristotle  in  the  4th 
century  B.C.  declared  that  health  of  mind  and 
body  is  so  fundamental  to  the  good  life  that 
if  we  believe  men  have  any  rights  at  all  as 
human  beings,  they  have  an  absolute  moral 
right  to  the  measure  of  good  health  that  society 
is  able  to  give  them.  Disraeli,  23  centuries 
later,  declared,  “the  health  of  the  people  is 
really  the  foundation  upon  which  all  their 
happiness  and  all  their  powers  as  a state 
depend.”  4 

Government  and  Health 

The  essentiality  of  health  as  the  goal  for 
every  citizen  made  it  inevitable  that  the  body 
politic  would  become  interested  and  involved 
in  the  health  of  its  citizens.  The  early  role 
of  the  government  was  confined  to  public 
health  measures  having  to  do  with  disease  pre- 
vention and  control  of  epidemics  through  quar- 
antine measures,  establishing  food  and  water 
standards,  etc.  The  “right”  to  the  preservation 
of  health  through  public  health  measures  was 
well  established.  The  citizen  was  also  protected 
against  “avaricious  and  gripeing  practitioners” 
and  those  who  neglected  their  patients  or  re- 
fused their  services  when  required. 

In  the  twentieth  century,  our  government 
began  to  focus  increasingly  on  the  individual 
and  his  “right”  to  curative  as  well  as  to  pre- 
ventive medical  care.  The  reasons  for  this  have 
been  sketched  above,  and  include  the  develop- 
ing humanism  and  egalitarianism  philosophies 
as  well  as  the  inescapable  characteristics  of 
health  and  of  the  profession  charged  with 
maintaining  and  improving  the  health  of  the 
people.  If  financial  factors  are  denying  the 
full  measure  of  health  to  any  citizen,  or  if  mal- 
distribution of  health  personnel  and  facilities 
because  of  the  doctor’s  choice  of  location  and 
habits  is  impairing  the  health  care  delivery 
system,  the  government  can  undertake  to  pay 
the  bills  and  to  restructure  the  delivery  sys- 
tem. If  the  high  expectations  the  public  has 
for  Medicine  are  not  met;  if  health  itself  is  an 
uncertain  quality,  perhaps  even  a state  of  corn- 
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plete  well-being;  and,  additionally,  if  citizens 
are  not  quite  sure  what  their  health  “rights” 
are  that  the  government  should  guarantee,  the 
stage  is  set  for  the  build-up  of  great  pressures 
that  will  force  some  kind  of  action  by  all  con- 
cerned parties. 

And  so,  the  House  of  Delegates  of  the 
American  Medical  Association  resolved  in 
1669,  “it  is  the  basic  right  of  every  citizen  to 
have  available  to  him  adequate  health  care”. 
The  1970  report  by  the  Mayor’s  Committee  to 
evaluate  the  work  of  the  Health  Research 
Council  of  the  City  of  New  York,  “identified 
as  a health  problem  the  delivery  of  health  serv- 
ices, now  that  society  has  decreed  access  to 
health  care  as  a matter  of  right  and  thereby 
exposed  inequities  in  the  availability  of  serv- 
ices hitherto  allocated  by  the  market  process 
or  by  charity  or  welfare”;  and  referred  to 
“public  health  in  its  new  definition  as  the 
health  of  individuals  who  are  the  public.”  5 
Dr.  William  Anlyan  in  his  chairman’s  address 
to  the  Association  of  American  Medical  Col- 
leges stated:  “The  right  to  have  adequate 

health  care  has  become  one  of  the  landmark 
achievements  of  our  social  evolution.  In  the 
1960’s  health  care  became  the  guaranteed  right 
of  the  aged  and  the  very  poor,  with  the  fed- 
eral government  assuming  a major  partnership 
role.  The  1970’s  will  see  health  care  guaran- 
teed to  every  citizen  of  the  United  States.6 

Dr.  R.  M.  Sade  writing  in  the  New  Eng- 
land Journal  of  Medicine  can  eloquently  make 
philosophic  points  regarding  the  inequity  and 
immorality  of  singling  out  the  labors  of  the 
medical  profession  for  distribution  to  all  who 
wish  it.  “Medical  care  is  neither  a right  nor 
a privilege,  it  is  a service  that  is  provided  by 
doctors  and  others  to  people  who  desire  to 
purchase  it.”  7 Surely,  if  access  to  health  care 
is  a “right”,  why  not  the  “right”  of  access  to 
other  health  essentials  including  clothing, 
food,  shelter,  recreational  opportunities,  legal 
service,  etc.  But  he  is  out  of  step  with  the 
times. 

It  is  interesting  to  speculate  on  the  sequence 
of  events  that  may  develop  as  the  government 


assumes  increasing  responsibility  for  the  health 
of  the  individual.  Governmental  concern  for 
the  health  of  groups  of  individuals  has  been 
characterized  by  strict  controls  under  public 
health  laws  enforced  by  sanctions  for  non- 
compliance.  In  order  to  ensure  that  an  indi- 
vidual has  proper  access  to  health  care  would 
it  be  necessary  to  require  that  he  enter  into 
health  care  and  continue  in  it?  Would  control 
of  the  individual’s  actions  become  necessary 
in  order  to  guarantee  his  health  care— and  the 
achievement  of  a maximum  level  of  health 
whether  he  wished  it  or  not?  What  would  be 
the  penalties  for  missing  a doctor’s  appoint- 
ment, or  continuing  to  smoke,  or  violating  a 
diet,  or  omitting  a dose  of  medicine? 

Would  a massive  and  costly  government 
program  be  undertaken  and  continued  in  this 
political  climate  without  some  accounting  and 
requirement  of  cooperation;  without  some  evi- 
dence of  success  as  measured  by  the  level  of 
health  of  the  beneficiaries?  Should  this  giant 
step  be  taken  into  the  health  affairs  of  the 
individual  citizen,  is  the  next  inevitable  step 
an  involvement  in  all  of  the  affairs  of  the  citi- 
zen in  a manner  judged  appropriate  by  those 
in  power? 

This  is  the  stuff  of  politico-fiction  in  Amer- 
ica; yet  an  increasing  involvement  of  every 
government  in  the  lives  of  its  citizens  has  been 
the  world  trend  since  World  War  I,  with 
greater  acceleration  since  World  War  II.  Our 
country  has  not  gone  very  far  down  this  road 
yet.  Doctors  as  able,  knowledgeable,  articu- 
late, influential  citizens  constitute  a major  bul- 
wark to  ensure  that  our  country  never  does. 

Whether  right  or  wrong,  and  the  humane 
concept  of  medical  care  for  those  in  need  of  it 
is  difficult  to  debate,  the  right  of  every  citizen 
to  adequate  health  care  by  an  efficient  delivery 
system  is  a fact  and  will  be  increasingly  as- 
sured by  governmental  grants,  policy  decisions 
and  laws.  The  key  words  right,  adequate  and 
delivery  system  will  mean  the  extension  of 
local,  state  and  federal  government  in  varying 
degrees  into  all  phases  of  the  practice  of  Medi- 
cine. What’s  to  be  done  about  it? 
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Response  of  Organized  Medicine 

First  it  is  essential  for  us  to  establish  clearly 
just  what  is  expected  of  the  doctor  and  of 
the  health  professions.  What  is  our  role?  More 
specifically,  what  is  the  doctor’s  job?  Doctors 
do  many  things  including  research,  teaching, 
administration,  institutional  work  of  various 
kinds,  etc.  The  “job”  of  most  doctors,  how- 
ever, is  dealing  directly  with  people  in  order 
to  maintain  health,  or  to  restore  health,  or  to 
ameliorate  disease  and  suffering. 

Although  social  well-being  is  a desirable 
goal,  and  peace  and  prosperity  certainly  have 
an  effect  on  a person’s  health,  the  doctor’s  job 
as  I see  it  does  not  involve  him  actively  in 
these  areas.  Dr.  Spock  may  improve  the  health 
of  a young  American  if  he  counsels  him  in 
avoiding  the  draft  and  may  aid  in  bringing 
peace  to  the  world  and  re-directing  money  to 
the  poor  and  minority  groups  through  his  mili- 
tant action.  In  these  circumstances,  however, 
he  is  not  Dr.  Spock  the  pediatrician  who  is 
practicing  Medicine,  but  Dr.  Spock  the  citizen 
who  is  exercising  his  rights  of  protest  as  a 
citizen  and  is  subject  to  the  same  laws  govern- 
ing protest  that  apply  to  any  citizen.  Indeed, 
although  he  may  be  “treating”  the  ills  of  so- 
ciety as  he  sees  them,  at  the  time  of  activism 
he  is  denying  access  of  his  patients  to  his 
ministrations. 

A physician  must  be  a concerned,  informed, 
responsible  member  of  his  community.  He 
should  take  public  stands  on  what  he  believes 
to  be  right,  and  play  an  active  role  in  the 
affairs  of  his  community.  He  does  this  as  a 
citizen  with  special  knowledge  in  health  mat- 
ters, however,  and  not  as  a doctor.  The  doc- 
tor’s job  does  not  include  a frontal  attack  on 
socio-economic  problems  and  the  body  poli- 
tic. The  doctor  treats  people. 

Secondly,  we  must  clarify  and  keep  in  focus 
the  purposes  and  goals  of  this  partnership  be- 
tween government  and  the  health  professionals 
—and  it  should  be  a partnership.  The  distinc- 
tion between  the  right  to  have  access  to  health 
care  as  the  obligation  of  government  and  doc- 
tor, and  the  right  to  have  health  must  be  con- 
tinually and  clearly  spelled  out.  There  is  a vast 


difference.  For  a government  to  ensure  that 
each  citizen  has  medical  attention  when  needed 
is  a heroic  enough  undertaking.  For  a gov- 
ernment to  ensure  that  each  citizen  has  health 
or,  even,  the  maximum  health  attainable  is 
sheer  fantasy.  Health  care  and  health  are  by 
no  means  synonymous  even  though  health 
care  may  be  a requisite  for  and  may  result  in 
health.  Yet  there  is  the  implication;  particu- 
larly from  activist  sources,  that  they  are 
synonymous,  or  should  be,  or  that  health  care 
properly  delivered  in  appropriate  kinds  and 
amounts  of  necessity  will  result  in  health. 
Health  is  certainly  the  raison  d’etre  of  health 
care  and  the  goal  to  be  sought,  but,  unfor- 
tunately, for  immutable  reasons,  through  no 
one’s  “fault”  may  not  be  achieved. 

Thirdly,  the  doctors  as  individual  members 
and  the  medical  profession  as  a body,  must 
maintain  a continuing  evaluation  of  the  quan- 
tity-availability, quality  and  cost  of  medical 
care.  These  are  the  yardsticks  by  which  essen- 
tial services  are  rendered.  The  term  “health" 
will  continue  to  mean  different  things  to  dif- 
ferent people.  The  doctor’s  job  will  continue 
to  be  the  subject  of  debate.  The  role  of  the 
government  is  uncertain  and  changing.  The 
problems  of  quantity,  quality  and  cost  of  med- 
ical care  are  here  and  now,  immediate  and 
pressing.  Quantity , quality  and  cost  of  medi- 
cal care  are  the  present  challenges  to  our  pro- 
fession. Readily  available  medical  care  of  high 
quality  and  reasonable  cost  efficiently  deliv- 
ered will  turn  most  of  the  criticisms  leveled  at 
us  and  at  our  profession,  and  will  make  im- 
measurably easier  the  relationship  between 
medicine  and  government  as  they  strive  to- 
gether to  meet  the  health  needs  of  our  people. 

Quantity,  quality  and  cost  obviously  bear 
one  on  the  other.  What  will  be  the  effect  if 
there  is  no  cost  barrier  to  utilization?  Will 
available  health  services  be  overwhelmed? 
Will  a doctor  without  the  fee  for  service  in- 
centive work  a 40  hour  week  instead  of  his 
present  60  thus  reducing  available  medical  care 
by  one-third? 

Can  quality  be  compromised  in  order  to 
reduce  cost  and  increase  availability  of  health 
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care?  If  so,  to  what  degree?  What  is  the 
proper  role  of  the  physician’s  assistant,  the 
nurse,  the  pharmacist,  the  technician,  and  the 
many  other  paramedical  personnel?  What  is 
the  essential  function  of  the  doctor  in  the 
health  team? 

What  does  a Doctor  of  Medicine  have  to 
know?  Is  there  a core  curriculum  that  can 
be  taught  in  three  years  of  medical  school 
instead  of  four?  Is  the  intern  year  necessary? 
Why  not  enter  a five  year  program  out  of 
high  school  and  omit  the  pre-medical  college 
years? 

These  and  many  other  questions  are  con- 
cerning all  physicians  now  because  they  deal 
with  every  day  operating  matters.  There  are 
certainly  no  simple  answers.  Solutions  may 
become  apparent  and  we  may  have  to  learn 
the  hard  way  as  these  questions  are  probed 
and  answers  tested. 

Quantity  of  Medica!  Care 

Quantity,  availability  of  health  care  may 
be  the  most  important  of  these  three.  A per- 
son without  a doctor  and  in  need  of  medical 
attention  is  scarcely  quieted  by  the  argument 
that  no  doctor  may  be  better  than  a poor  doc- 
tor. Perhaps  you  have  seen  the  cartoon  of 
the  wife  explaining  to  her  husband  as  an  out- 
landish witch  doctor  leaves  the  house,  ‘Svho 
cares  where  he  got  his  training  as  longr  as  he 
makes  house  calls”.  When  the  theatre  lights 
come  on  the  cry  is  always  “is  there  a doctor 
in  the  house,”  not  “is  there  a good  doctor” 
or  “is  there  a cheap  doctor”.8  Although  doc- 
tors may  point  out  the  fallacy,  nevertheless, 
people  are  more  concerned  about  getting  med- 
ical care  when  they  need  it  than  they  are  with 
cost  or  quality. 

What  are  the  facts  regarding  the  availabil- 
ity-quantity of  health  care  in  America  and  in 
Richmond?  Is  there  a crisis? 

There  is  no  doubt  that  there  are  areas  of 
the  country  without  doctors  “in  residence”; 
that  patients  may  have  to  wait  an  unconscion- 
able time  for  an  appointment;  that  many  doc- 
tors rarely  go  to  the  home.  But  this  is  not 


new— only  more  marked,  more  evident,  and 
more  publicized. 

There  is  no  crisis.  There  is  a deficit  in  op- 
timum availability  of  medical  care.  Granted 
this,  why  is  this  so.  Is  increasing  the  number 
of  doctors  the  critical  factor?  Walter  J.  Mc- 
Nerney,  President  of  Blue  Cross  does  not  think 
so.  In  fact,  he  spoke  against  the  production 
of  more  physicians  as  the  solution  to  problems 
in  health  services,  “It  is  my  contention  that 
we  do  not  suffer  from  a shortage  of  doctors 
. . . the  major  problem  we  face  is  not  numbers, 
but  how  we  use  them.”  9 

The  medical  profession,  contrary  to  accu- 
sations from  many  sources  of  restricting  the 
numbers  of  doctors  in  order  to  preserve  its 
guild  is  doing  all  it  can  to  increase  the  num- 
bers of  graduating  M.D.’s.  In  1959  there  were 
85  medical  schools;  in  1972,  114.  There  has 
been  a 48%  increase  in  the  entering  medical 
school  class  from  1965  to  1971.  A study  in 
1959  suggested  that  300,000  M.D.’s  and  D.O.'s 
would  be  needed  by  1975.  In  1970  there  were 

334.000  M.D.’s  and  14,000  D.O.’s. 

One  of  the  reasons  given  for  increasing  the 
number  of  doctors  is  that  sheer  crowding  of 
doctors  in  the  suburbs  may  force  some  to  go 
to  slum  areas  or  the  countryside.  Ginzberg 
doubts  this,  “not  unless  we  go  absolutely  wild 
—say,  double  our  physician  population  from 

300.000  to  600,000.  That  might  force  some 
out  of  areas  of  preference.”  10 

Perhaps  the  major  reason  for  the  reduction 
in  availability  of  health  services  is  that  the 
American  people  are  demanding  more  health 
care  in  this  day  of  increased  opulence,  educa- 
tion and  expectations.  Indeed,  Lord  Zucker- 
man,  Chief  Scientific  Advisor  to  the  British 
Government,  stated  a less  than  optimistic  view, 
“If  the  resources  put  into  medical  services 
doubled,  experience  shows  that  public  demand 
would  still  not  be  satisfied.”  11 

Additionally,  as  a result  of  scientific  ad- 
vances there  are  many  more  time  consuming 
and  costly  medical  services  that  can  be  ren- 
dered. The  manpower  requirements  for  mod- 
ern diagnosis  and  therapeutics  are  vast  and  may 
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be  done  at  the  expense  of  more  needed  even  if 
less  dramatic  endeavors. 

At  the  national  and  at  our  local  level  we 
need  to  have  a critical  analysis  of  just  what 
is  the  availability  of  health  manpower,  to  con- 
sider the  redistribution  and  better  utilization 
of  existing  personnel  and  facilities;  to  educate 
the  American  people  as  to  what  can  reason- 
ably be  expected  of  Medicine,  even  in  this 
twentieth  century;  and  to  establish  priorities 
for  the  equitable  and  appropriate  use  of  medi- 
cal services  which,  by  their  very  nature,  will 
always  be  in  short  supply. 

Each  of  us  must  examine  the  operation  of 
our  office  to  be  sure  that  it  is  functioning  at 
maximum  efficiency.  Is  our  time  being  used 
to  best  advantage?  Do  we  have  the  type  and 
amount  of  paramedical  help  that  we  need?  Is 
our  day  planned  well,  etc.? 

As  an  Academy  we  must  study  the  health 
needs  of  the  Richmond  area  and  seek  ways 
to  solve  them.  We  shall  continue  to  support 
the  Capital  Area  Comprehensive  Health  Plan- 
ning Council.  The  Public  Health  and  Pre- 
ventive Medicine  Advisory  Committee  under 
the  chairmanship  of  Dr.  Spencer  will  be  asked 
to  make  a report  regarding  the  adequacy  of 
health  services  in  this  area  and  to  recommend 
action  that  can  be  taken  by  the  Academy. 

Mrs.  Smith  in  the  Academy  office  maintains 
a roster  of  physicians  to  whom  she  can  refer 
the  dozen  or  so  calls  a week  that  she  has  from 
people  looking  for  a doctor  in  all  of  the  spe- 
cialties as  well  as  for  primary  care.  She  will 
welcome  a verification  from  you  of  your  read- 
iness to  see  these  patients. 

Quality  of  Medical  Care 

What  are  the  facts  regarding  the  quality  of 
health  care  in  America  and  in  Richmond?  Is 
there  a crisis? 

Statistics  are  frequently  advanced  to  “prove” 
that  infant  and  maternal  mortality  rates  are 
excessive,  that  length  of  life  is  shorter  than 
it  should  be,  that  rates  of  preventable  or  treat- 
able illnesses  are  inappropriately  high.  We  are 
compared  disadvantageous^  with  many  other 
countries.  Statistics  in  this  instance  are  used 


to  support  a vendetta  rather  than  to  shed  light 
on  a complex  subject.  There  is  no  firm  evi- 
dence that  substantiates  the  charge  that  the 
United  States,  or  Richmond,  has  a level  of 
care  below  that  of  any  other  country.  Im- 
provement must  be  sought  but  there  is  no 
crisis. 

There  is  no  doubt  that  some  doctors  are 
more  competent  than  others  to  the  degree 
that  a rare  physician  is  indeed  incompetent. 
There  is  the  unfortunate  but  rare  instance  of 
having  a charlatan  in  our  ranks.  The  medical 
profession  has  no  corner  on  those  types.  The 
solution  is  not  to  indict  an  entire  profession 
but  to  require  that  a profession  police  itself 
vigorously  and  effectively.  This  is  done  now 
by  the  profession  of  Medicine  more  than  by 
any  other. 

Each  hospital  has  tissue  review,  length  of 
stay,  utilization,  patient  care  and  other  com- 
mittees. Each  medical  society  has  ethics,  medi- 
ation, public  relations  and  other  committees 
all  charged  with  efficiency  and  quality  of  de- 
livery of  health  care.  The  work  of  these  com- 
mittees must  be  supported  and  strengthened 
by  every  hospital  staff  and  medical  society. 

Quality  of  health  care  is  certainly  a goal 
that  no  doctor  will  debate.  How  to  ensure 
quality,  or,  even,  how  to  monitor  it  is  very 
much  open  to  debate.  Post-graduate  courses, 
meetings,  lectures  are  useful  in  stimulating 
learning;  examinations  test  whether  the  ex- 
aminer has  the  answers  to  the  questions  asked 
and  have  a place  as  an  evaluation  of  the  prac- 
ticing physician’s  level  of  knowledge.  The 
American  College  of  Physicians  Self-Assess- 
ment Examination  not  only  tests  knowledge 
but  also  can  be  an  excellent  learning  mech- 
anism. 

But  these  do  not  measure  or  necessarily  have 
bearing  on  the  way  the  doctor  conducts  his 
practice.  The  only  way  to  verify  quality  care 
is  to  look  at  his  day  to  day  dealing  with  his 
patients  as  reflected  by  the  medical  records 
he  keeps.  This  review  is  best  done  by  phy- 
sicians, review  by  peers. 

There  are  two  requirements  for  peer  re- 
view, the  establishment  of  standards  for  a 
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given  disease,  and  the  maintenance  of  records 
sufficiently  standardized  and  uniform  that  the 
review  team  can  judge  whether  the  standards 
are  met.  Meeting  these  requirements  may  be 
quite  sensitive  but  not  too  difficult.  The  set- 
ting of  standards  of  quality  and  the  establish- 
ment of  some  type  of  record  review  to  main- 
tain these  standards  are  inevitable.  The  only 
question  is,  who  is  going  to  do  it?  It  seems 
to  me  to  be  essential  that  organized  Medicine, 
physicians  acting  in  concert,  take  the  lead  in 
developing  the  methods  and  accepting  the  re- 
sponsibility for  the  operation  of  a system  of 
quality  control. 

It  has  been  suggested  that  a professional  so- 
ciety cannot  dispassionately  audit  the  perform- 
ance of  its  peer  members  regardless  of  its  in- 
tentions and  motivations.  I doubt  that  this  is 
true  and  sincerely  hope  that  this  is  wrong. 
Quality  control  should  be  kept  in  the  hands 
of  fellow  physicians  who  know  and  under- 
stand each  other,  and  who  are  also  fair  and 
objective  in  their  review.  The  alternative  is 
control  by  a bureaucratic  system  removed 
from  local  concerns. 

Not  only  is  peer  review  of  medical  records 
of  value  for  the  whole  of  Medicine,  but  it  will 
render  a great  service  to  the  individual  doctor. 
Maintenance  of  standardized  records  meeting 
the  norms  established  by  peers  for  any  disease 
will  be  the  best  possible  protection  against 
misunderstandings  and  malpractice  suits;  it 
will  provide  objective  evidence  that  the  pa- 
tient is  receiving  quality  care,  surely  the  aim 
of  all  of  us  and  a source  of  personal  satisfac- 
tion; and  it  will  prove  to  be  the  best  possible 
type  of  continuing  education. 

Some  months  ago  the  Department  of  Medi- 
cine at  the  Medical  College  of  Virginia  under 
the  urging  of  our  very  capable  Chief  Resi- 
dents, Drs.  Ed  Lilly  and  Frank  Middleton, 
adopted  the  problem-oriented  record  system. 
All  of  us  have  always  considered  that  we  keep 
problem-oriented  records,  but  if  properly  done 
this  standardized  method  enables  anyone  to 
pick  up  any  record  and  determine  quickly 
what  the  patient’s  medical  problems  are,  what 
diagnoses  have  been  established  and  on  what 


basis,  and  what  the  diagnostic,  treatment  and 
management  plans  are  for  each  problem  and  / 
or  diagnosis.  We  have  found  that  this  not 
only  quickly  identifies  weaknesses  in  areas  of 
patient  care  but  is  a splendid  teaching  method 
at  all  levels— students,  housestaff  and  attend- 
ings.  This  is  not  to  say  that  such  a record 
keeping  system  is  simple  and  noncontroversial. 
There  are  areas  of  disagreement  and  it  is  pos- 
sible to  become  tangled  in  form  and  not  sub- 
stance. Nevertheless,  with  a bit  of  training 
and  endeavor  the  problem-oriented  record  of 
a type  that  will  lend  itself  to  peer  review  can 
be  maintained  by  any  physician  in  any  type 
of  practice  in  his  hospital  and  office  records. 

You  recognize  that  I have  been  talking  about 
the  record  keeping  sometimes  referred  to  as 
the  Weed  System,  formalized  and  championed 
by  Dr.  Lawrence  Weed,  now  Professor  of 
Medicine  at  the  School  of  Medicine  of  the 
University  of  Vermont. 

Dr.  Kinloch  Nelson,  one  of  our  senior  med- 
ical statesmen,  has  become  interested,  con- 
cerned and  knowledgeable  regarding  peer 
review  over  the  past  months.  He  has  agreed 
to  chair  an  Ad  Hoc  Peer  Review  Committee 
for  our  Academy.  Each  of  the  specialty 
groups,  including  Family  Practice,  in  the  Rich- 
mond area  will  be  asked  to  appoint  a member 
to  serve  on  this  committee.  This  committee 
will  then  develop  standards  that  should  be  met 
and  a system  of  record  keeping  evidencing  this 
for  each  specialty.  Each  practice  group  can 
then  establish  a review  panel  made  up  of  its 
members,  and  a mechanism  for  quality  con- 
trol. No  one  is  naive  enough  to  think  that 
this  will  be  an  easy  task  or  that  peer  review 
will  become  operative  by  the  appointing  of 
a committee.  But  it  is  an  essential  one  that 
the  medical  profession  must  do.  The  way  to 
begin  a journey,  regardless  of  how  long  or 
difficult  it  is,  is  to  take  the  first  step. 

A word  about  the  amenities  of  practice,  a 
quality  that  often  interests  patients  as  much 
as  the  level  of  medical  care,  for  these  are  fac- 
tors that  patients  have  to  contend  with.  This 
interface  with  our  lay  public  friends  and  pa- 
tients is  the  essence  of  public  relations,  a nec- 
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essary  part  of  our  practice  that  we  neglect  at 
our  peril.  Some  of  the  present  poor  image 
of  our  profession  can  be  traced  to  the  me- 
chanics of  the  practice  of  Medicine. 

Have  you  been  greeted  by  your  reception- 
ist? Have  you  waited  in  your  waiting  room? 
Have  you  leafed  through  your  magazines?  It 
may  come  as  a shock,  but  may  be  true  that 
a greeting  from  a pleasant,  nice,  but  harassed 
secretary  may  be  hurried  and  cool;  that  the 
waiting  room  is  crowded  and  the  chairs  un- 
comfortable; that  the  magazines  are  outdated 
and  can  be  read  only  with  difficulty  because 
the  lighting  is  so  poor. 

Have  you  ever  had  a 10:00  a.m.  appoint- 
ment and  been  seen  at  3:00  p.m.?  Such  an 
imposition  on  another  person’s  time  is  enough 
to  arouse  rage  and  vengeance  in  a saint  regard- 
less of  the  reasons.  Have  you  ever  tried  to 
call  you  at  the  office?  You  might  be  surprised 
to  learn  that  there  is  a screening  by  a switch- 
board operator,  a clinic  secretary  and  your 
secretary  each  requiring  a tedious  wait;  and 
then  the  answer  may  be  a short,  “He  isn’t  in.” 
The  caller  doesn’t  know  whether  to  hang  up 
or  whether  he  should  have  the  temerity  to 
pursue  such  questions  as  “Will  he  return”, 
“if  so,  when”,  “may  I call  later.”  Have  you 
called  you  at  your  home?  Can  you  be  got 
relatively  easily  when  you  are  on  call? 

All  of  us  must  examine  with  great  care  all 
of  the  operations  of  our  practice  to  ensure 
that  we  serve  our  patients  with  the  maximum 
efficiency,  amenity  and  quality  of  medical 
care. 

Cost  ©f  Medical  Care 

What  are  the  facts  regarding  the  cost  of 
medical  care  in  America  and  in  Richmond? 
Is  there  a crisis? 

Cost  factors  have  always  been  a concern  in 
any  consideration  of  medical  care.  Note  the 
unflattering  reference  to  the  “diverse,  avari- 
cious, and  gripeing  practitioners”  in  the  Med- 
ical Practice  Act  of  the  1661  Virginia  Assem- 
bly, and  the  lurid  tales  of  neglect  or  denial 
of  health  needs  because  of  inability  to  pay. 


The  vast  majority  of  doctors  are  highly  moti- 
vated to  service  and  fees  are  secondary  to  the 
patient’s  needs,  yet  there  is  no  question  but 
that  medical  bills  can  be  onerous  and  a fam- 
ily’s financial  security  destroyed  by  serious 
illness  or  accident. 

But  there  is  no  crisis.  Good  medical  care 
is  not  cheap  now,  never  has  been  and  never 
will  be.  There  are  several  reasons  why  the 
costs  of  medical  care  have  risen  so  sharply  in 
recent  years.  Health  costs  are  inseparable 
from  the  economic  patterns  of  the  country. 
General  increases  in  the  cost  of  labor,  equip- 
ment, supplies,  rent,  etc.  of  necessity  are  re- 
flected in  the  doctor’s  fee  and  hospital  bill. 
What  may  appear  to  be  disproportionate  in- 
creases in  health  costs  actually  represent  rises 
in  labor  costs  since  wages  constitute  a greater 
percent  of  costs  in  any  health  delivery  system 
than  in  industry  as  a whole.  Also,  many  hos- 
pital and  professional  services  previously  con- 
sidered charity  without  a fee  charged  are 
now  billed  to  Medicare,  Medicaid  and  other 
carriers. 

Additionally,  the  proliferation  of  services, 
diagnostic  and  therapeutic  modalities  have 
added  costs  not  encountered  before  simply  be- 
cause these  were  not  known  or  available 
before. 

To  meet  the  rising  costs  of  medical  care, 
most  Americans  have  some  form  of  health 
insurance,  private  or  Blue  Cross-Blue  Shield 
plan  often  with  employer  support,  Medicaid  if 
indigent,  or  Medicare  if  elderly.  In  spite  of 
this  dramatic  increase  in  insurance  coverage  in 
the  past  decade,  in  our  present  political  climate 
some  form  of  universal  health  insurance  will 
surely  be  enacted  to  guarantee  the  right  of 
universal  health  care.  I hope  sincerely  that 
some  measure  of  financial  responsibility  is 
required  of  the  patient  by  means  of  deductible 
and  coinsurance  mechanisms,  and  that  fee  for 
service  features  are  maintained. 

At  the  national  level  we  need  to  keep  abreast 
of  the  issues  and  make  known  our  view  to 
those  representing  us  in  Congress  and  in  or- 
ganized Medicine.  At  our  local  level  we  need 
to  examine  carefully  the  total  and  the  corn- 
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ponent  charges  that  make  up  a patient's  bill. 
It  may  be  possible  to  pare  costs  without  im- 
pairing quality.  It  may  be  possible  to  ease  the 
burden  of  medical  costs  by  adjusting  the  bill 
in  cases  of  hardship,  by  altering  the  method  of 
payment  if  necessary,  and  by  assisting  the 
patient  in  obtaining  third  party  payment  prop- 
erly due. 

Summation 

Is  there  a crisis  in  medical  care?  Is  our  total 
health  system  about  to  fall  apart?  I do  not 
think  so,  although  I suppose  the  answer  de- 
pends upon  who  you  are  and  what  your  view- 
point is.  The  accusation  that  ours  is  a cottage 
industry,  a 20th  century  anachronism  is,  in 
truth,  a commendation  of  sorts.  Reasonable, 
satisfactory,  acceptable  attention  from  one’s 
physician  cannot  be  bought  in  a chain  store, 
nor  can  it  be  delivered  by  computer  via  mono- 
lithic bureaucracy.  The  cottage  industry,  al- 
though inefficient  in  a sense,  deals  more  effec- 
tively with  the  individual  than  an  automated 
assembly  line. 

Changes  will  be  made  and  must  be  made. 
These  will  certainly  be  in  the  areas  of  in- 
creasing the  numbers  of  all  health  professionals 
including  doctors;  the  solo  practitioner  giving 
way  to  groups  in  practice;  the  physician  head- 
ing a health  team  with  paramedical  personnel 
increasingly  used;  the  development  of  pre-paid 
plans  euphemistically  presently  termed  health 
maintenance  organizations;  a critical  analysis 
of  the  contributions,  if  any,  of  multi-phasic 
screening  in  detecting,  preventing  or  making 
possible  early  treatment  of  disease;  continuing 
evaluation  of  and  experimentation  with  under- 
graduate and  post-graduate  medical  education; 
the  institution  of  some  kind  of  quality  assess- 
ment and  re-certification;  and  the  government 
assuming  an  increasing  responsibility  for  pay- 
ment of  medical  costs. 

Let  me  make  the  following  suggestions  and 
recommendations  for  us  of  the  Richmond 
Academy  of  Medicine  for  1972: 

1.  Regarding  quantity  of  medical  care:  that 
we  examine  our  practice  to  be  sure  that  it  is 


maximally  efficient;  that  we  support  studies 
of  and  solutions  to  the  health  needs  of  this 
community;  and  that  the  office  of  the  Acad- 
emy maintain  a current  file  of  physicians  able 
to  accept  referrals. 

2.  Regarding  quality  of  medical  care:  that 
we  consider  carefully  the  amenities  of  our 
practice;  that  we  continue  and  enhance  our 
support  of  the  present  committees  of  our 
hospitals  and  Academy  that  have  to  do  with 
quality  of  practice;  and  that  we  establish  a 
system  of  review  by  peers. 

3.  Regarding  cost  of  medical  care:  that  we 
consider  carefully  the  cost  to  each  patient; 
and  that  we  seek  the  passage  of  legislation  that 
will  best  suit  this  country. 

The  barriers  of  our  guild  will  protect  us  no 
longer.  The  reasons  may  be  debatable,  the 
fact  is  not,  and  it  is  for  the  best.  The  doctor 
can  no  longer  confine  himself  to  treating  an 
illness  in  a sick  person.  He  must  be  concerned 
with  the  broad  issues  before  society,  includina- 
the  quantity,  quality  and  cost  of  medical  care. 
Individual  physicians  and  organized  Medicine 
must  seek  solutions.  If  we  do  not,  there  are 
many  groups  ready  to  thrust  solutions  on  us. 
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Profile  of  a Candidate  for  Sudden  Death 


Abrupt  change  in  mood  from  depression  to 
an  emotional  “high”  of  anger  or  elation  and 
back  again  may  trigger  a sudden  fatal  heart 
attack  in  persons  with  a history  of  heart  dis- 
ease, warns  an  article  in  the  May  issue  of 
Archives  of  Internal  Medicine. 

Three  Rochester  physicians  found  that,  in 
a study  of  26  men  who  died  suddenly,  the 
sequence  of  events  leading  to  death  was  gen- 
erally as  follows: 

The  man  was  a high-risk  patient  due  to  a 
history  of  heart  disease. 

He  had  been  depressed  for  a week  up  to 
several  months  prior  to  death. 

The  man  experienced  strong  feelings  of 
anxiety,  anger  or  even  elation  just  before 
death. 

Sudden  death  from  heart  attack  or  abnormal 
heart  rhythm  occurred  within  24  hours  of  first 
significant  symptoms. 

Authors  said  that  death  probably  occurred 
when  the  man  returned  to  his  usual  depressed 
state  after  being  highly  emotionally  aroused 
because  the  accompanying  drop  in  pulse  rate 


and  blood  pressure  triggered  a sudden  fatal 
heart  attack.  Or,  to  put  it  another  way,  the 
contrast  between  the  slowed  down  state  of  the 
“blues”  and  the  stress  of  arousal  was  too  much 
for  the  men’s  bodies,  already  weakened  by 
heart  disease,  to  handle. 

The  average  age  at  death  of  the  men  in  the 
study  was  55.6  years.  Data  on  past  illnesses, 
premonitory  symptoms  and  the  emotional  state 
of  the  men  and  their  families  in  the  days, 
weeks  and  months  before  death  was  obtained 
from  work  medical  records,  private  physicians 
and  the  surviving  next-of-kin,  usually  the  wife. 
Wives  were  questioned  as  to  the  circumstances 
leading  up  to  the  husband’s  death,  his  psycho- 
logical state  on  the  day  of  sudden  death,  his 
health,  whether  or  not  there  were  children, 
and  whether  the  children  had  moved  out  of 
the  home  recently. 

Authors  are  Drs.  William  A.  Greene,  Sid- 
ney Goldstein  and  Arthur  J.  Moss,  from  the 
University  of  Rochester,  School  of  Medicine 
and  Dentistry;  the  Strong  Memorial  Hospital; 
and  the  Rochester  General  Hospital,  Roches- 
ter, N.Y. 
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Perforated  Appendicitis 

A Review  of  225  Cases 


H.  FAIRFAX  CONQUEST,  M.D, 
JOSEPH  W.  COXE,  III,  M.D. 
Richmond,  Virginia 


Acute  appendicitis  still  pro- 
gresses to  rupture  in  a significant 
number  of  cases.  Though  mor- 
tality has  markedly  decreased 
controversial  areas  in  therapy 
persist.  These  are  discussed. 


MORTALITY  from  ruptured  appendicitis 
has  declined  steadily  during  the  past  30 
years,  having  dropped  from  about  30%  in 
1930  to  approximately  3%  in  1960. 1,3,8  Re- 
sponsible for  this  decline  in  mortality  are: 
improved  fluid  and  electrolyte  replacement, 
increased  use  of  blood  and  blood  substitutes, 
intestinal  decompression,  improved  anesthesia, 
utilization  of  Recovery  Rooms  and  Intensive 
Care  Units,  early  ambulation,  and  antibiotics. 
Some  of  these  factors  need  no  discussion.  Con- 
troversial areas  persist,  however,  and  it  is  the 


purpose  of  this  report  to  present  our  aproach 
to  these  problems. 

Clinical  Material 

The  clinical  material  consists  of  all  cases  of 
perforated  appendicitis  treated  over  three  5- 
year  periods  by  the  surgical  staff  of  McGuire 
Clinic,  St.  Luke’s  Hospital  (Table  I).  The 
first  period  from  1949  to  1953  comprises  87 
cases  previously  reported  by  Massie.12  The 
second  period  from  1959  to  1964  comprises  88 
cases,  and  the  third  period  from  1964  to  1969, 
50  cases.  In  Series  II  and  III  nine  appendices 
were  ruptured  during  removal,  usually  because 
of  advanced  gangrenous  changes.  Because  the 
clinical  course  of  these  patients  was  similar  to 
the  course  of  those  in  whom  rupture  occurred 
prior  to  surgery,  they  are  included  in  this 
report.  Age  range,  sex,  and  mortality  for 
Series  I and  II  are  given  in  Table  II. 

To  the  extent  that  all  patients  were  treated 
by  members  of  a closed  surgical  staff,  some 
degree  of  standardization  of  operative  tech- 


TABLE  I 


Classification  of  Cases 


Appendectomies 
(%  Perf.) 

Early 
Peritonitis 
or  Abscess 

General 

Peritonitis 

Rupture  in 
Removal 

t 

Classification 

Tot  As 

Series  I 

81 

6 

87 

(1949-53) 

Series  II 

712 

62 

18 

6 

2 

88 

(1959-64) 

(12%) 

Series  III 

360 

32 

15 

3 

50 

(1964-69) 

(13.9%) 

Totals 

175 

39 

9 

2 

225 

From  the  Department  of  Surgery,  McGuire  nique  and  of  pre-  and  postoperative  care  was 
Clinic  and  St.  Luke’s  Hospital.  maintained. 
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Differential  diagnosis  and  indications  for 
surgery  will  not  be  discussed,  but  one  or  two 
related  points  are  of  interest.  In  Series  II  and 


TABLE  II 

Ages,  Sex  and  Deaths 
(Series  II  and  III) 


3-12 

13-60 

61-86 

M 

F 

Years 

Years 

Years 

Total 

25 

73 

40 

78 

60 

Deaths 

0 

1(34) 

4(64,66,77,77) 

III  (Table  III)  seventeen  patients  (12%)  had 
perforated  appendices  with  symptoms  less 
than  24  hours.  One  three  year  old  child,  op- 


TABLE  III 

Preoperative  Findings 
(Series  II  and  III) 


Symptoms  Less  Than  24  Hours 

17 

(12%) 

Normal  White  Blood  Count 

29 

(21%) 

Temperature  Under  38°C 

52 

(38%) 

erated  on  only  six  hours  from  the  onset  of 
known  symptoms,  was  found  to  have  gener- 
alized peritonitis.  Twenty-nine  patients  (21%) 
had  normal  white  blood  counts.  Fifty- two 
patients  (38%)  had  a preoperative  tempera- 
ture under  38°C. 

One  80  year  old  female  was  thought  pre- 
operatively  to  have  a strangulated  right  fe- 
moral hernia.  At  operation,  her  appendix  was 
found  to  have  perforated  in  her  hernia  sac. 
A 67  year  old  male  with  a right  inguinal 
hernia  for  35  years  was  admitted  because  of 
right  lower  quadrant  pain  for  one  week.  At 
surgery,  in  addition  to  a sliding  hernia,  he 
was  discovered  to  have  an  acutely  inflamed 
appendix  perforated  by  a fish  bone  which 
protruded  through  its  lumen.  One  appendix 
(Fig.  1)  measured  at  least  18  cms.  in  length, 
its  tip  lying  in  Morison’s  pouch  in  relation  to 
the  gallbladder. 

Management 

Antibiotics:  Systemic  antibiotics  were  given 
to  all  but  two  patients.  In  Series  I,  Penicillin 


and  Streptomycin  were  used  most  often,  fol- 
lowed by  Tetracyclines.  In  Series  II  and  III 
(Table  IV)  Tetracyclines  were  most  fre- 


Fig.  1.  Appendix  18  cm.  in  length.  Perforated  end 
lay  adjacent  to  gallbladder. 


quently  used,  with  Penicillin  and  Streptomy- 
cin next.  Chloramphenicol,  Kanamycin,  So- 
dium Colistimethate  and  Sodium  Cephalothin 
were  employed  occasionally. 


TABLE  IV 
Antibiotic  Usage 


Antibiotic 

Number  Times  Used 
Series  II  Series  III  Totals 

Tetracyclines 

56 

27 

83 

Penicillin — G 

47 

17 

64 

Streptomycin 

25 

9 

34 

Ampicillin 

12 

12 

Kanamycin 

5 

7 

12 

Chloramphenicol 

7 

1 

8 

Coly — Mycin 

4 

4 

Keflin 

3 

3 

Erythromycin 

1 

1 

Cultures  were  obtained  from  the  peritoneal 
cavity  in  61  patients,  and  antibiotic  sensitivity 
tests  made.  There  was  no  definite  correlation 
between  the  sensitivity  tests  and  the  clinical 
response  to  antibiotics,  and  it  was  felt  that 
these  tests  were  not  particularly  helpful. 

Antibiotics  were  employed  intraperitoneally 
eight  times  (Table  V).  These  patients  were 
selected  arbitrarily  and  not  on  the  basis  of 
age,  fever,  leukocytosis,  degree  of  peritoneal 
contamination,  general  disability,  etc.  Kanamy- 
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cin  was  used  in  five  cases  and  Terramycin  in 
three  instances.  Seventy-five  percent  of  these 
patients  developed  complications,  whereas 


TABLE  V 

Antibiotic  Administration 
Series  II 


Intraperitoneal 
-f  Systemic 

Systemic 

Alone 

No.  Pts. 

Compli- 

cations 

Compli- 
No.  Pts.  cations 

Gen.  Perit. 

6 

4 

12  7 

Loc.  Perit. 

1 

1 

61  5 

Rupt.  in  Removal  1 

1 

5 1 

Total 

8 

6(75%) 

78  13(16%) 

See  text  for  discussion. 


only  16%  of  the  patients  who  did  not  receive 
intraperitoneal  antibiotics  developed  complica- 
tions. We  do  not  intend  to  suggest  that  the 
intraperitoneal  administration  produced  the 
complications,  but  in  our  patients  the  intra- 
peritoneal route  was  certainly  not  effective  in 
preventing  complications.  Accordingly,  the 
use  of  intraperitoneal  antibiotics  was  not  con- 
tinued by  our  staff. 

Drainage:  With  one  exception,  every  pa- 
tient undergoing  surgery  in  the  series  of  225 
was  treated  by  intraperitoneal  drainage,  re- 
gardless of  whether  there  was  diffuse  peri- 
tonitis or  a localized  abscess.  No  wounds  were 
left  open  for  secondary  closure. 

In  cases  of  localized  abscesses,  drains  were 
placed  into  the  abscess  cavity.  With  gener- 
alized peritonitis  one  drain  was  usually  placed 
in  the  cul-de-sac  of  Douglas,  a second  drain 
was  placed  in  the  right  paracecal  gutter,  and 
occasionally  a third  drain  was  placed  in  the 
iliac  fossa.  McBurney  incisions  were  used  in 
most  patients,  and  in  these  cases  the  drains 
were  always  brought  out  through  the  Mc- 
Burney incision.  If  vertical  incisions  were 
used,  stab  wounds  were  made  for  the  drain. 
Simple  Penrose  drains  were  generally  used, 
although  cigarette  drains  were  employed  oc- 
casionally. Hard  rubber  drains  were  never 
used,  and  gauze  packing  alone  was  never  used. 


In  a few  cases  with  large  thick-walled  ab- 
scesses catheters  were  utilized. 

Drains  were  not  disturbed  until  the  patient 
had  been  afebrile  for  2-3  days  and  were  then 
usually  removed  in  stages.  The  drains  on  a 
few  occasions  were  left  in  for  2-3  weeks,  when 
the  drainage  seemed  excessive.  After  the  drains 
were  removed,  seventeen  patients  noted  drain- 
age of  seropurulent  material  from  the  drain 
site  for  over  a month,  but  this  was  never 
disabling. 

Treatment  Without  Appendectomy:  In 
Series  II  and  III,  14  patients  were  treated 
without  appendectomy.  Ten  of  these  were 
explored  with  the  initial  intent  of  performing 
appendectomy,  but  because  of  local  findings 
had  only  drainage.  Four  patients,  who  had 
palpable  masses  and  no  evidence  of  progression 
of  disease,  were  treated  without  surgery  and 
with  antibiotics  only.  All  fourteen  patients 
returned  later  for  appendectomy.  One,  who 
had  been  treated  without  surgery,  was  re- 
admitted nine  weeks  after  his  initial  abscess 
with  another  attack  of  acute  appendicitis,  and 
at  laparotomy  was  found  to  have  a fresh  per- 
foration with  early  localized  peritonitis.  The 
average  hospital  stay  of  the  patients  who  were 
treated  with  drainage  only  was  13  days,  and 
this  compared  with  the  average  stay  of  13.3 
days  for  the  group  treated  by  appendectomy 
plus  drainage. 

Complications  (Table  VI) 

Fifty- four  complications  developed  in  the 
entire  group  of  225  patients,  although  several 
patients  developed  more  than  one  complica- 
tion. One  patient  alone  developed  nine  sep- 
arate complications. 

Ileus  is  listed  as  a complication  if  nasogastric 
intubation  was  necessary,  and  occurred  20 
times.  Of  the  nine  wound  infections,  five  re- 
quired opening  of  the  incision  for  adequate 
drainage.  Two  of  the  four  intraperitoneal 
abscesses  drained  spontaneously  through  the 
rectum,  and  the  third  drained  on  the  10th 
postoperative  day  through  the  McBurney  in- 
cision with  the  drain  still  in  place.  The  four 
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fecal  fistulas  closed  spontaneously  in  from 
three  to  69  days.  All  occurred  in  patients  who 
had  appendectomy.  The  appendiceal  stump 


TABLE  VI 

Total  Complications 
(225  Patients) 


Paralytic  Ileus 

20 

Wound  Abscess 

9 

Intra-Abdominal  Abscess 

4 

Fecal  Fistula 

4 

Intestinal  Obstruction 

2 

Severe  Electrolyte  Imbalance 

2 

Phlebitis 

2 

CVA 

2 

Pulmonary  Embolus 

1 

Pneumonia 

2 

Wound  Hernia 

2 

Parotitis 

1 

Aspiration  Vomitus 

1 

Wound  Seroma 

1 

Cardiac  Arrhythmia 

1 

Total 

54 

(24%) 

was  not  inverted  in  81  instances,  and  three  of 
the  fecal  fistulas  occurred  in  this  group  of 
patients.  Each  of  the  two  cases  of  intestinal 
obstruction  required  laparotomy.  One  of  the 
two  patients  with  severe  electrolyte  imbalance 
developed  convulsions  from  a low  serum  So- 
dium (117  meq.)  and  responded  satisfactorily 
to  3%  Sodium  Chloride.  There  were  two 
instances  of  wound  hernia,  and  both  of  these 
occurred  in  McBurney  incisions.  One  required 
repair.  There  were  no  instances  of  subphrenic 
abscess  or  pylephlebitis. 

Deaths 

There  were  six  deaths  among  the  225  per- 
forations, a mortality  rate  of  2.7%.  One  death 
was  caused  by  a cerebrovascular  accident  on 
the  10th  postoperative  day  in  a 66  year  old 
man  who  had  made  a satisfactory  recovery 
and  was  considered  ready  for  discharge.  The 
second  death  occurred  in  a 64  year  old  man 
who  had  been  explored  for  gallbladder  disease 
and  first  underwent  cholecystectomy  and 
common  duct  exploration.  Before  his  abdo- 
men was  closed,  an  abscess  was  found  in  his 
right  lower  quadrant,  and  on  exploration  the 
abscess  was  ruptured.  The  contents  were  as- 
pirated, and  a perforated  appendix  removed. 


This  patient  developed  severe  ileus,  high  fever,, 
and  pulmonary  edema.  He  did  not  respond 
to  any  treatment  and  died  on  his  fifth  post- 
operative day.  The  third  death  occurred  in 
a patient  who  had  generalized  peritonitis  with 
overwhelming  toxemia.  Although  terminally 
he  also  had  evidence  of  a cerebrovascular  ac- 
cident, it  was  felt  that  his  death  was  due  to 
refractory  intra-abdominal  disease.  The  fourth 
death  occurred  within  24  hours  postopera- 
tively  in  a 7 7 year  old  diabetic  who  developed 
unrecognized  gastric  dilatation,  vomited,  and 
aspirated.  The  last  two  deaths  occurred  in 
patients  who  were  not  operated  upon  due  to 
missed  diagnosis. 

Discussion 

This  series,  composed  of  three  groups  of 
cases,  spans  a 20-year  period.  Three  antibi- 
otics were  used  primarily:  Penicillin,  Strepto- 
mycin, and  Tetracyclines.  Since  the  incidence 
of  intra-abdominal  abscess  and  wound  infec- 
tion is  among  the  lowest  reported  in  the 
United  States,  we  consider  these  three  anti- 
biotics very  effective  in  the  management  of 
perforated  appendicitis.  Antibiotics  for  acute 
appendicitis  without  rupture  are  not  recom- 
mended. Currently  Gentamycin  is  being  used 
with  some  frequency  and  will  be  evaluated 
after  a sufficient  clinical  trial. 

In  regard  to  intraperitoneal  antibiotics,  there 
was  certainly  no  reduction  in  the  number  of 
serious  complications  when  this  mode  of  ad- 
ministration was  used.  This  contrasts  with  the 
results  of  others  who  have  reported  a reduc- 
tion in  mortality  with  the  postoperative  intra- 
peritoneal administration  of  broad  spectrum 
antibiotics.4’5,6’7  Cohn,  in  particular,  advocates 
intraperitoneal  Kanamycin,  and  has  reported 
a marked  reduction  in  the  percentage  of 
wound  infections  and  of  intraperitoneal  ab- 
scesses in  128  patients  with  generalized  peri- 
tonitis in  whom  intraperitoneal  Kanamycin 
was  used.6  From  our  experience  with  intra- 
peritoneal antibiotics,  however,  we  see  no  ad- 
vantages in  this  method  of  administration. 

In  regard  to  drainage,  all  patients  operated 
for  acute  perforation  had  intraperitoneal 


740 


Virginia  Medical  Monthly 


drainage.  This  is  at  variance  with  the  feeling 
of  others2,10 11,13  who  advocate  drainage  of 
localized  abscesses,  but  oppose  drainage  for 
diffuse  peritonitis.  In  our  series  no  significant 
complications  could  be  attributed  to  the  pres- 
ence of  drains.  Intraperitoneal  abscesses  de- 
veloped in  only  four  (1.8%)  of  the  total  225 
patients,  including  one  patient  who  ran  an 
unexplained  fever  for  10  days  without  actual 
proof  of  an  abscess.  Superficial  wound  ab- 
scesses developed  in  nine  patients  (4%).  Intes- 
tinal obstruction,  sometimes  blamed  on  drains, 
occurred  only  twice  in  our  series.  Both  of 
these  episodes  followed  generalized  peritonitis. 


hospital  stay  was  the  same  as  for  those  under- 
going appendectomy  and  drainage.  It  must  be 
emphasized  that  all  of  these  patients  should 
return  in  about  six  weeks  for  elective  appen- 
dectomy. 

Table  VII  compares  our  over-all  complica- 
tion rate,  wound  infections,  and  intra-abdom- 
inal abscess  rate  with  those  of  other  authors. 
Our  total  complication  rate  (24%)  is  the  low- 
est in  this  group  except  for  that  reported  by 
Bolman  (13.5%),  and  Cohn's  second  group 
in  which  he  shows  a reduction  from  38%  to 
12.5%  by  using  multiple  installations  of  intra- 
peritoneal Kanamycin  rather  than  a single  in- 


TABLE  VII 


Comparison  of  Complications  of  Perforated  Appendicitis 


Author 

Institution 

Period 

Total  Cases  of 
Perforated 
Appendicitis 

Total 

Complications 
( Per  Cent) 

Wound 
Infection 
(Per  Cent ) 

Intra- 
Abdominal 
Abscess 
(Per  Cent ) 

Martin 

Collected  Series, 
Atlanta,  Ga. 

1960-61 

83 

49.0 

26.0 

7.0 

Oliver 

Bonne  Terre  Hospital, 
Bonne  Terre,  Mo. 

1947-60 

128 

54.0 

35.0 

13.0 

Pratt 

Homer  E.  Phillips  Hosp., 
St.  Louis,  Mo. 

1950-59 

178 

35.5 

8.0 

3.5 

Bolman 

Collected  Series, 
Fort  Wayne,  Ind. 

1945-56 

391 

13.5 

3.0 

3.2 

Adwan 

Parkland  Hospital 

1950-54 

79 

25.0 

25.0 

Fowler 

St.  Francis, 
Evaston,  111. 

1947-53 

128 

38.6 

4.7 

16.0 

Cohn 

Charity  Hospital, 
Newr  Orleans,  La. 

1959-63 

100 

37.0 

23.0 

6.0 

DiVincenti 

Charity  Hospital, 

1964-65 

21 

38.0 

28.6 

4.8 

and  Cohn 

Newr  Orleans,  La. 

16 

12.5 

6.3 

6.3 

Conquest 
and  Coxe 

McGuire  Clinic 
St.  Lukes, 
Richmond,  Va. 

1949-53 

1959-64 

1964-69 

225 

24 

4.0 

1.8 

Data  above  the  line  tabulated  by  DiVincenti  and  Cohn  (7). 


In  both  cases  the  obstruction  was  due  to  an 
abscess  deep  in  the  pelvis  which  had  trapped 
a loop  of  ileum,  and  in  neither  case  did  the 
drain  go  to  the  area  of  obstruction. 

In  regard  to  walled-off  abscesses,  we  feel 
that  more  consideration  should  be  given  to 
simple  drainage  without  appendectomy.  If 
there  are  any  technical  difficulties  in  remov- 
ing the  appendix,  no  further  attempt  should  be 
made  to  dissect  out  the  appendix,  and  the  ab- 
scess should  be  simply  drained.  In  ten  patients 
in  whom  this  was  done,  the  postoperative 
course  was  not  complicated,  and  the  average 


stallation.  Our  wound  infection  rate  (4%) 
and  intra-abdominal  abscess  rate  (1.8%)  also 
compare  favorably. 

Of  the  six  deaths  in  this  series,  four  can  be 
attributed  to  peritonitis  not  adequately  con- 
trolled, one  to  an  unrelated  vascular  accident, 
and  one  to  aspiration.  The  over-all  mortality 
was  2.7%  (Table  VIII).  For  the  total  group 
of  39  patients  with  perforation  and  generalized 
peritonitis,  the  mortality  was  10.2%  which 
compares  with  the  figure  of  12%  reported  by 
Egdahl9  and  others.1  In  two  of  the  cases  of 
overwhelming  peritonitis  the  diagnosis  was 
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missed,  and  no  surgery  was  performed.  For 
the  37  operated  patients  with  perforation  and 
generalized  peritonitis  the  mortality  was  5.7%. 


TABLE  VIII 
Mortality 


Cases 

No.  Deaths 

% Mortality 

Total  Cases 

(225)  6 

2.7 

With  G.P.* 

(39) 

4 

10.2 

Non-operated 

(2) 

2 

100.0 

Operated  Cases 

(223)  4 

1.8 

With  G.P. 

(37) 

2 

5.7 

Without  G.P. 

(186) 

2 

1.1 

*G.  P. — generalized  peritonitis. 
See  text  for  discussion. 


For  the  186  patients  without  generalized  peri- 
tonitis who  were  operated  upon  the  mortality 
was  1.1%. 

Summary 

Acute  appendicitis,  in  a significant  number 
of  cases,  can  progress  to  perforation  and  peri- 
tonitis within  24  hours  of  the  onset  of  symp- 
toms (12%  in  this  series). 

Appendiceal  perforation  can  be  present  with 
a normal  white  blood  count  (21%)  and  with 
no  elevation  of  temperature  (38%). 

Systemic  antibiotics  are  essential  in  treating 
perforated  appendicitis. 

Penicillin  and  Streptomycin,  or  a tetracy- 
cline, have  proven  very  effective  over  a 20 
year  period. 

Bacterial  antibiotic  sensitivity  studies  were 
of  little  value  in  determining  clinical  antibiotic 
response  in  our  series. 

Intraperitoneal  antibiotics  did  not  reduce 
morbidity  in  a small  group  of  patients. 

With  a walled-off  appendiceal  abscess,  sim- 
ple drainage  without  appendectomy  should  be 
strongly  considered  when  there  is  technical 
difficulty  in  exposing  the  appendix. 

Drainage  of  the  peritoneal  cavity  did  not 
Increase  morbidity  or  mortality  in  this  series. 

All  cases  of  perforated  appendicitis  operated 
should  have  intraperitoneal  drainage. 


Drains  should  be  brought  out  through  Mc- 
Burney  incisions.  Packing  the  wound  and  sec- 
ondary closure  are  not  felt  necessary. 
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Myocardiopathy  Due  to  Coronary  Occlusive  Disease 
and  Other  Disorders 


Congestive  heart  failure  may  be  a 
manifestation  of  ischemic  heart 
disease  without  either  angina 
pectoris  or  a history  of  myocar- 
dial infarction.  The  significance 
of  this  finding  in  the  light  of  re- 
cent developments  in  the  surgical 
treatment  of  heart  disease  is 
discussed. 

THE  CLINICAL  DIAGNOSIS  of  coronary 
occlusive  disease  is  based  primarily  on  the 
symptoms  of  angina  pectoris  or  history  of  a 
myocardial  infarction.  However,  the  report 
by  Raftery,  et  al.,1  of  four  cases  of  silent 
coronary  occlusive  disease  presenting  as  con- 
gestive myocardiopathy  raises  the  possibility 
that  heart  failure  alone  should  be  considered  as 
a manifestation  of  ischemic  heart  disease.  In 
order  to  determine  the  possible  incidence  of 
“silent”  coronary  occlusive  disease  in  patients 
with  congestive  myocardiopathy,  the  follow- 
ing retrospective  study  was  made. 

Materials  and  Methods 

Cases  of  clinically  unexplained  congestive 
heart  failure  were  carefully  selected  from  the 
Department  of  Pathology,  McGuire  Veterans 
Hospital,  Richmond,  Virginia.  The  criteria 
for  selection  of  these  cases  were  the  absence 
of  the  following:  hypertension  (all  recorded 
pressures  less  than  150/95),  murmurs  consid- 
ered indicative  of  structural  deformity  of 
valves  or  septi,  clinical  evidence  of  arterio- 
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sclerotic  heart  disease  (exertional  chest  pain, 
previous  myocardial  infarction  or  electrocar- 
diographic evidence  of  such),  and  evidence 
of  any  systemic  disorder  known  to  be  asso- 
ciated with  a myocardiopathy. 

The  clinical  files  of  2,500  consecutive  au- 
topsy cases  from  1945  to  1956  were  reviewed. 
One  hundred  cases  of  congestive  heart  failure 
of  obscure  etiology  were  obtained  from  this 
initial  review.  However,  only  28  cases  from 
this  group  fulfilled  the  criteria  as  listed  in  the 
previous  paragraph. 

Results 

Twenty-eight  male  patients  who  died  in 
congestive  heart  failure  had  cardiac  pathology 
of  diversified  etiologies,  i.e,  arteriosclerotic 
heart  disease,  valvular  disease,  and  cardiomy- 
opathies. An  arbitrary  classification  of  four 
qroups  was  designed  as  follows:  Group  1(13 
cases)  Arteriosclerotic  Heart  Disease,  Group 
II  (6  cases)  Rare  Cardiac  Diseases,  Group  III 
(3  cases)  Valvular  Heart  Disease,  and  Group 
IV  (6  cases)  Idiopathic  Cardiac  Hypertrophy. 

Group  I Arteriosclerotic  Heart  Disease 

The  most  common  cause  of  congestive  heart 
failure  of  unknown  etiology  in  this  study  was 
arteriosclerotic  heart  disease.  The  pathology 
involved  was  marked  coronary  atherosclerosis 
associated  with  myocardial  fibrosis.  The  heart 
weights  range  from  400  to  800  grams  and 
mural  thrombi  were  present  in  four  patients. 

Group  II  Rare  Cardiac  Disease 

Six  cases  were  included  in  this  group  and 
consisted  of  constrictive  pericarditis,  hemo- 
chromatosis (two  cases),  amyloidosis,  lupus 
erythematosus,  and  endocardial  fibroelasto- 
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sis.  A clinical  history  of  angina  pectoris  was 
present  in  one  patient  with  hemochromatosis 
and  in  the  patient  with  amyloid  disease. 

Group  III  Valvular  Disease 

Three  cases  of  valvular  disease  were  present. 
One  with  aortic  stenosis,  another  with  aortic 
insufficiency,  and  the  third  had  combined 
aortic  and  mitral  valvular  stenosis  associated 
with  coronary  occlusive  disease.  The  clinical 
diagnosis  of  valvular  disease  was  not  apparent 
in  any  of  these  patients. 

Group  IV  Idiopathic  Cardiac 
Hypertrophy 

There  were  six  patients,  all  Negroes,  in 
which  the  pathology  was  classified  as  idio- 
pathic cardiac  hypertrophy. 

Discussion 

Coronary  occlusive  disease  was  the  major 
cause  identified  in  this  review  of  28  patients 
with  congestive  heart  failure  of  obscure  origin. 
The  remaining  causes  of  heart  failure  were 
due  to  the  various  types  of  myocardopathy 
with  the  exception  of  the  cases  of  valvular 
heart  disease  and  constrictive  pericarditis.  This 
46  percent  incidence  of  coronary  obstructive 
disease  presenting  as  congestive  myocardo- 
pathy supports  Raftery’s1  study  that  coronary 
atherosclerosis  may  present  as  congestive  myo- 
cardopathy without  angina  pectoris  or  elec- 
trocardiographic evidence  of  a previous  myo- 
cardial infarction.  The  mechanism  by  which 
individuals  with  coronary  occlusive  disease 
might  progress  to  congestive  heart  failure  with- 
out experiencing  angina  pectoris  is  obscure. 
It  would  be  interesting  to  speculate  that  an 
autoregulatory  mechanism  is  evoked  during 
periods  of  myocardial  hypoxia  which  modifies 
the  hemodynamic  responses  during  angina 
pectoris.  These  circulatory  changes  of  ele- 
vated arterial  pressure,  tachycardia,  and  other 
hemodynamic  abnormalities2  are  attributed  to 
enhanced  sympathetic  activity3  and  conse- 


quently, increase  myocardial  oxygen  demands 
in  the  already  stressed  heart.  Thus  patients 
with  ischemic  heart  disease  who  are  asymp- 
tomatic during  periods  of  myocardial  hypoxia 
might  conceivably  reduce  cardiac  work  by 
homeostatic  adjustments  similar  to  nitrogly- 
cerin or  B-Blockade.4 

In  the  past  a review  of  the  causes  of  conges- 
tive myocardopathy  would  have  been  aca- 
demic other  than  to  possibly  emphasize  the 
potentially  correctable  disorders  such  as  hemo- 
chromatosis, constrictive  pericarditis,  or  silent 
valvular  disease  noted  in  this  series.  However, 
the  advances  in  cardiovascular  surgery  in 
regard  to  the  management  of  the  complications 
of  arteriosclerotic  heart  disease  warrant  re- 
evaluation  of  such  an  appraisal.  The  early 
surgical  experiences  in  the  management  of 
congestive  heart  failure  due  to  coronary  occlu- 
sive disease  were  related  to  the  repair  of  per- 
forated ventricular  septum,  ruptured  papillary 
muscle,  aneurysmectomy,  and  more  recently 
infarctectomy.  However,  the  introduction  of 
aortocoronary  saphenous  vein  grafts  to  im- 
prove myocardial  perfusion  has  created  a 
significant  impact  on  the  management  of 
patients  with  preinfarction  syndrome  or  in- 
tractable angina.  It  is  interesting  to  observe 
the  report5  of  the  improved  hemodynamic 
state  of  patients  after  aortocoronary  bypass 
which  raises  the  possibility  that  such  a surgi- 
cal technique  might  be  of  use  in  patients  with 
congestive  myocardopathy  due  to  coronary 
occlusive  disease.  At  the  present  time  in  order 
to  define  a specific  cause  for  patients  who  have 
congestive  heart  failure  of  obscure  cause, 
cardiac  catheterization  and  selective  coronary 
arteriography  are  warranted  to  diagnose  cor- 
onary atherosclerosis  as  well  as  exclude  the 
possibilities  of  other  correctable  cardiac  dis- 
orders. It  is  hoped  that  wider  application  of 
phono  and  apexcardiography,  ultrasound, 
radio-active  studies,  and  other  non-invasive 
techniques  may  provide  a means  to  more 
properly  select  patients  for  cardiac  catheteri- 
zation and  angiography. 
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Table  I 


Group  Disorders  Cases  Percent 

I Arteriosclerotic  Heart  Disease 13  46.4 

II  Rare  Cardiac  Diseases  6 21.4 

III  Valvular  Heart  Disease 3 10.8 

IV  Idiopathic  Cardiac  Hypertrophy...  6 21.4 
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A Plea  for  Rational  Use  of  Hexachlorophene 


Hexachlorophene  has  an  unequalled  safety 
and  effectiveness  record  and  is  urgently  need- 
ed in  health  care,  according  to  an  editorial  in 
the  April  17th  issue  of  the  Journal  of  the 
American  Medical  Association. 

Naomi  M.  Kanof,  M.D.,  author  of  the  edi- 
torial and  chairman  of  the  AMA’s  Committee 
on  Cutaneous  Health  and  Cosmetics,  urged 
the  Food  and  Drug  Administration  to  recon- 
sider its  proposed  new  regulations  which  will 
restrict  the  use  of  hexachlorophene  “in  view 
of  the  absence  of  a comparably  effective  and 
safe  substitute.” 

Some  question  has  been  raised  as  to  the 
safety  of  hexachlorophene,  heretofore  popular 
antibacterial  and  preservative  substance  found 
in  untold  numbers  and  kinds  of  consumer 


goods.  Certain  studies  have  implicated  it  in 
the  destruction  of  brain  cells  when  absorbed 
through  damaged  or  infant  skin  in  large 
amounts. 

The  editorial  pointed  out  that  “hexachloro- 
phene fills  a health  need  with  scientifically 
documented  effectiveness.”  It  has  nearly  elim- 
inated diarrhea  deaths  in  newborn  infants  and 
significantly  reduced  hospital  staph  infections. 

The  editorial  also  criticized  the  Food  and 
Drug  Administration  for  taking  insufficient 
notice  of  the  intended  use  of  products  con- 
taining hexachlorophene  and  for  failing  to 
propose  compulsory  labeling  for  the  protec- 
tion of  the  consumer.  It  concluded  by  urging 
the  FDA  to  be  “mindful  of  the  need  to  protect 
the  allergically  sensitized  consumer— with  suit- 
able ingredient  disclosure.” 
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An  Epidemic  of  Arsenic  Poisoning 

F.  E.  DREIFUSS,  M.B.,  M.R.C.P.,  M.R.A.C.P. 
LEVER  F.  STEWART,  M.D. 

BARRY  JOSEPH,  M.D. 

JOHN  FEIBEL,  M.D. 

Charlottesville,  Virginia 


An  alert  for  Virginia  physicians 
is  the  point  of  this  fascinating 
report,  complete  with  cases  of 
mysterious  poisoning  and  a dark- 
haired beauty. 

WHILE  the  inclusion  of  poisoning  in  the 
differential  diagnosis  of  illness  is  predi- 
cated upon  the  awareness  of  the  possibility,  an 
awareness  that  is  frequently  fostered  by  a 
history  of  toxic  exposure  or  occupational  haz- 
ard, it  is  rare  that  such  a diagnosis  is  conjec- 
tured on  the  basis  of  recognition  of  a patient’s 
hospital  visitor. 

On  January  20,  1970,  there  was  admitted 
to  the  University  of  Virginia  Hospital  a 42 
year  old,  white,  male  carpenter,  for  evaluation 
of  progressive  glove  and  stocking  distribution 
sensory  loss.  He  had  been  essentially  well  until 
around  Christmas  Day,  1969,  when  he  devel- 
oped gastrointestinal  pain  and  vomiting.  He 
had  recurrences  of  this  over  the  next  week. 
Because  of  the  finding  of  microscopic  hema- 
turia, he  was  thought  to  have  had  a renal 
calculus.  Gastrointestinal  complaints  contin- 
ued and  a macular  skin  rash  appeared  on  his 
hands.  About  two  weeks  after  the  onset  of 
his  gastrointestinal  complaints,  he  developed 
severe  hyperpathia  of  the  upper  and  lower 
extremities,  and  noticed  a loss  of  sensation  in 
the  periphery  of  his  upper  and  lower  limbs, 
which  steadily  worsened. 

On  examination,  neurological  abnormalities 

From  the  Department  of  Neurology,  School 
of  Medicine,  University  of  Virginia. 


were  confined  to  his  extremities,  where  there 
was  mild  to  moderate  weakness  in  the  distal 
musculature,  and  virtually  absent  position  and 
vibration  sense  below  the  elbows  and  the 
knees,  diminished  pain  and  temperature  sen- 
sation with  severe  hyperpathia  and  absent  light 
touch  sensation.  The  deep  tendon  reflexes 
were  diminished  at  the  knees,  absent  at  the 
ankles  and  diminished,  but  present,  in  both  up- 
per extremities.  Mees  lines  were  seen  in  the 
fingernails. 

During  his  first  two  weeks  in  the  hospital 
recurrent  gastrointestinal  disturbances  con- 
tinued. These  ceased  when  he  was  precluded 
from  having  visitors. 

Normal  laboratory  studies  included  x-rays 
of  the  chest,  gastrointestinal  series,  intravenous 
pyelogram,  liver  function  studies,  examination 
of  the  cerebrospinal  fluid,  urinalysis  and  urine 
assays  for  heavy  metals.  Special  assays  for 
arsenic  included  the  examination  of  hair  and 
nails,  and  showed  large  quantities  of  arsenic 
present.  This  was  determined  by  neutron  ac- 
tivation spectrographic  analysis. 

Fie  was  treated  with  dimercaprol  but  be- 
came very  ill  with  drop  in  blood  pressure, 
diaphoresis  and  increased  numbness  and  pain 
in  the  extremities,  following  each  injection, 
and  these  were  discontinued.  Because  of  dis- 
comfort in  the  extremities  so  severe  as  to  pre- 
clude sleep,  he  was  treated  with  Prednisone 
which  led  to  relief  from  this  symptom. 

Whereas  on  admission  he  had  been  unable 
to  feed  or  dress  himself  or  walk,  he  gradually 
improved  over  the  subsequent  weeks  and  three 
months  later  was  ambulating  without  assistance 
and  was  using  his  hands  for  all  activities  oi 
daily  living.  His  sensory  loss  receded  to  in- 
volve only  fingers  and  toes,  and  over  the 
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following  six  months  he  lost  all  vestiges  of  his 
illness  and  his  deep  tendon  reflexes  returned. 

When  this  patient  was  admitted  to  the  hos- 
pital, he  was  accompanied  by  an  attractive, 
dark-haired,  middle-aged  woman  who  pur- 
ported to  be  his  wife.  It  was  subsequently 
discovered  that  he  had  been  married  twice, 
his  second  divorce  was  not  yet  final  and,  pend- 
ing this  divorce,  he  was  living  with  his  com- 
panion, a widow. 

This  woman  was  widowed  when  her  hus- 
band died  in  the  University  of  Virginia  Hos- 
pital in  October,  1968.  He  had  been  a 39  year 
old,  white  male  who  had  paid  repeated  visits 
to  the  Emergency  Room  for  about  a month 
with  recurrent  attacks  of  abdominal  pain  and 
vomiting  for  which  no  cause  had  been  found. 
On  the  day  before  admission  he  had  vomited 
30  times,  had  become  very  weak,  and  because 
of  severe  hypotension,  he  was  admitted  with 
a provisional  diagnosis  of  adrenal  insufficiency. 
Within  two  days  of  his  admission  he  suffered 
several  episodes  of  respiratory  and  cardiac 
arrest  and  died  within  four  days.  Autopsy 
revealed  acute  and  subacute  gastric  ulcers  with 
bleeding,  acute  esophagitis  with  erosion  and 
hemorrhage,  and  punctate  hemorrhages  in 
the  rectum,  bladder  and  renal  pelves.  There 
were  pleural  and  pericardial  effusions  and  se- 
vere fatty  metamorphosis  of  the  liver  was 
noted. 

Following  the  identification  of  our  patient’s 
mistress  as  having  been  recently  widowed  in 
this  manner,  autopsy  tissues,  which  had  been 
kept  by  the  Department  of  Pathology,  were 
submitted  for  toxicologic  analysis,  and  large 
quantities  of  arsenic  were  found  in  liver  and 
kidney  of  the  deceased. 

The  next  patient  to  come  to  our  attention 
was  a 7 8 year  old  white  male  businessman,  who 
was  admitted  to  the  University  of  Virginia 
Hospital  on  December  8,  1971,  with  a five 
week  complaint  of  burning  hands. 

His  present  illness  began  in  late  October 
when  he  was  admitted  to  another  hospital  for 
repeated  episodes  of  vomiting  for  which  no 
cause  was  found,  soon  after  which  he  devel- 
oped unpleasant  paresthesiae  and  dysesthesiae 


of  both  hands,  described  as  intermittent,  elec- 
tric shock-like  sensations,  extending  down  the 
arms  and  into  the  hands  and  fingers,  preci- 
pitated by  pressure  against  the  volar  surface 
of  the  fingers  and  palms.  The  same  sensation 
was  present  in  the  feet  and  legs  and  weight- 
bearing was  uncomfortable.  Ambulation  be- 
came progressively  more  difficult.  Proteinuria 
and  an  increased  blood  urea  nitrogen  were 
noted  during  his  first  hospitalization. 

On  examination,  he  was  noted  to  have  hy- 
perpigmented  macules  scattered  over  the  ex- 
tremities and  back.  There  were  trophic 
changes  in  the  lower  extremities.  The  neuro- 
logical examination  revealed  weakness  and 
painful  hypesthesia  of  the  hands,  and  a wide- 
based,  slow  gait  with  a partial  foot  drop.  Ex- 
amination of  the  cranial  nerves  was  unremark- 
able. Deep  tendon  reflexes  were  normal 
throughout  except  for  ankle  jerks.  There  was 
glove  and  stocking  hypesthesia  with  absence 
of  vibration  sense  to  the  iliac  crests  and  elbows, 
and  diminution  of  position  sense  in  the  toes  and 
fingers,  with  asterognosis  and  absent  graph- 
esthesia  bilaterally.  No  Mees  lines  were  seen. 

Normal  investigation  included  a complete 
blood  count,  examination  of  stool  for  occult 
blood,  fasting  blood  sugar,  blood  urea  nitro- 
gen, sodium,  potassium,  chloride,  C02,  cal- 
cium, phosphorus,  uric  acid,  cholesterol,  serum 
proteins,  liver  function  studies,  creatinine  and 
Schilling  test.  Urinalysis  showed  microhema- 
turia, but  an  intravenous  pyelogram  was  nor- 
mal. Chest  x-ray  revealed  a “coin”  lesion  in 
the  right  lower  lobe  and  at  surgery,  this  proved 
to  be  a poorly-differentiated  squamous  carci- 
noma with  metastases  to  the  subcarinal  lymph 
nodes. 

A diagnosis  of  carcinomatous  neuropathy 
was  entertained  until  one  of  us  noted  that  the 
patient’s  housekeeper,  who  was  extremely 
solicitous  and  catered  to  the  patient’s  needs  in 
the  hospital  to  an  unusual  degree,  was  none 
other  than  the  dark-haired  attractive,  middle- 
aged  companion  of  our  first  polyneuritis  pa- 
tient and  the  widow  of  the  second-described 
patient,  both  of  whom  contained  large  quan- 
tities of  arsenic.  Forthwith,  our  third  patient 
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was  regarded  as  a suspected  victim  of  arsenic 
poisoning  and  again,  though  his  urine  heavy 
metal  screen  was  negative,  large  quantities  of 
arsenic  were  found  in  samples  of  his  hair  by 
neutron  activation  spectrographic  analysis. 

Discussion 

All  three  patients  had  several  features  in 
common.  These  included  a history  of  several 
weeks  of  severe,  recurrent,  gastrointestinal  dis- 
turbances with  vomiting.  Two  of  the  patients 
developed  a progressive,  painful,  profound, 
sensory  peripheral  neuritis.  All  three  patients 
shared  an  acquaintance  with  a rather  attrac- 
tive dark-haired,  middle-aged  female  compan- 
ion. It  was  the  recognition  of  the  latter  that 


led  to  the  third  patient  becoming  an  arsenic 
poisoning  suspect. 

It  is  conceivable  that  the  source  of  intoxi- 
cation will  never  be  determined  “beyond  rea- 
sonable doubt”  and  it  is  for  this  reason  that 
the  above  series  of  “coincidences”  is  reported 
as  a syndrome  to  help  other  physicians,  who 
may  happen  upon  it  in  this  geographic  region, 
arrive  at  an  etiologic  definition. 

Acknowledgement:  Thanks  are  due  to  Pro- 
fessor T.  G.  Williamson,  Department  of  Nu- 
clear Engineering,  for  determining  the  pres- 
ence of  arsenic. 

Department  of  Neurology 
University  of  Virginia 
Charlottesville , Virginia  22901 


AMA-ERF  Gives  $100,000  for  Diabetes  Research 


A grant  of  $100,000  has  been  given  to  the 
kidney  transplant  laboratory  at  Peter  Bent 
Brigham  Hospital,  Boston,  by  the  American 
Medical  Association’s  Education  and  Research 
Foundation  (AMA-ERF). 

The  Board  of  Directors  of  AMA-ERF  ap- 
proved the  grant  to  enable  Dr.  John  P.  Mer- 
rill to  pursue  his  research  effort  in  renal  trans- 
plants in  children,  in  particular,  the  transplant- 
ing of  kidneys  from  normal  donors  to  diabetic 
children. 

Dr.  Merrill’s  group  was  the  first  to  do  a 
successful  kidney  transplantation  and  the  first 
in  the  United  States  to  successfully  run  an 
artificial  kidney.  His  research  team  has  re- 


cently begun  transplanting  kidneys  in  children 
in  cooperation  with  the  Children’s  Hospital. 

The  funds  given  by  the  AMA-ERF  are 
from  a bequest  by  Miss  C.  Doreen  Youngs, 
a retired  Endicott,  N.  Y.  English  teacher  who 
taught  most  of  her  adult  life  in  the  local  school 
system.  She  was  65  and  a diabetic.  Miss 
Youngs  stipulated  that  the  money  be  utilized 
for  research  in  diabetic  diseases  of  children. 

Dr.  William  R.  Barclay,  AMA  assistant  ex- 
ecutive vice  president,  in  recommending  the 
grant  said,  “The  funds  will  be  supporting  an 
excellent  group  of  clinicians  and  research 
scientists  in  a fashion  that  will  make  the  grant 
a meaningful  one  over  many  years.” 
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Clinicopathological  Conference 


• • • • 


Impaired  Renal  Function  in  a Patient  with  Rheumatoid  Arthritis 


Edited  by 

RICHARD  C.  HARD,  JR,  M.D. 

Medical  College  of  Virginia 

Protocol  Prepared  by 

CHARLES  O.  WATLINGTON,  M.D,  Ph.D. 
Discussants: 

Duncan  S.  Owen,  Jr,  M.D,  Associate  Pro- 
fessor of  Medicine,  Medical  College  of 
Virginia 

Harold  L.  Floyd,  M.D,  Associate  Professor 
of  Radiology,  Medical  College  of  Virginia 
Steven  G.  Silverberg,  M.D,  Associate  Pro- 
fessor of  Pathology,  Medical  College  of 
Virginia 

Clinical  History 

A 61 -year-old  white  female  was  admitted 
to  the  Medical  College  of  Virginia  Hospitals 
on  2/17/71  for  evaluation  of  nausea  and  vom- 
iting. 

She  was  well  until  1963  when  rheumatoid 
arthritis  and  hypertension  were  diagnosed. 
Because  the  arthritis  progressed,  she  was 
started  in  1964  on  injections  of  gold  salts  which 
were  given  monthly  for  several  years.  In  De- 
cember, 1968,  she  was  admitted  to  the  Medi- 
cal College  of  Virginia  because  of  nausea, 
vomiting  and  the  finding  of  an  elevated  BUN. 
She  denied  taking  large  quantities  of  analgesics. 
Blood  pressure  was  180/110  mm  Hg.  There 
were  grade  I hypertensive  retinal  changes. 
Ulnar  deviation  and  subluxation  of  the  meta- 
carpophalangeal joints  were  present  bilaterally. 
The  hemoglobin  level  was  8 gm/100  ml. 
Urinalysis  revealed  1-f-  proteinuria,  15  to  20 
WBC’s  and  RBC’s  per  high  powered  field. 
An  occasional  renal  tubular  cell  and  finely 
granular  cast  were  present.  Serum  calcium 
was  6.7  mg/ 100  ml,  inorganic  phosphorus  7.8 
mg/ 100  ml,  and  BUN  125  mg/ 100  ml.  Serum 


electrolytes  (mEq/L):  Na+  145,  K+  4.1,  CL 
112,  C02  8.0.  The  arterial  pH  on  admission  was 
7.38.  Repeated  urine  cultures  were  negative. 
Results  of  tests  for  rheumatoid  factors  were  as 
follows:  Latex  flocculation  test— positive;  sen- 
sitized human  cell  titer— 320;  sensitized  sheep 
cell  titer— negative.  Lupus  erythematosus  (LE) 
cell  preparations  were  negative.  X-ray  sug- 
gested slight  cardiac  enlargement,  but  the  elec- 
trocardiogram did  not  show  evidence  of  the 
effects  of  hypertension.  Nephrotomograms 
showed  the  kidneys  to  be  normal  in  length. 
She  was  given  NaHCOs  intravenously  and,  at 
the  time  of  discharge,  the  CCL  was  20  mEq/L 
and  the  chloride  98  mEq/L.  After  discharge, 
she  continued  to  take  5.4  gm  NaHC03  and 
1.2  gm  aspirin  per  day.  Over  the  next  two 
years  serum  creatinine  varied  between  5 and 
6 mg/ 100  ml  and  the  BUN  between  40  and 
90  mg  100  ml.  Protein  loss  in  urine  was  al- 
ways less  than  1.5  gm  per  24  hours.  A mod- 
erate amount  of  salt  wasting  occurred.  In 
March,  1969,  during  a severe  exacerbation  of 
joint  symptoms  an  LE  cell  preparation  was 
positive.  She  was  treated  with  “small  doses 
of  steroids".  In  March,  1970,  the  latex  fixation 
test  was  positive;  sensitized  human  cell  titer- 
640;  sensitized  sheep  cell  titer— 80.  In  August, 
1970,  methylprednisolone,  8 mg  per  day,  was 
started. 

Twelve  days  prior  to  her  terminal  admis- 
sion she  fell,  hit  her  shoulder  and  began  to 
have  continuous  vomiting.  Because  of  these 
events,  she  was  admitted.  Blood  pressure  was 
150/90  mm  Hg.  She  had  Cushingoid  facies 
and  appeared  dehydrated.  Purpuric  areas  and 
changes  of  rheumatoid  arthritis  were  readily 
seen  on  examination  of  the  upper  extremities. 

Admission  Laboratory  Work:  Hemoglobin 
10.5  mg/ 100  ml,  total  WBC  count  7, 400 /mm3 
with  normal  differential.  Urinalysis:  specific 
gravity  1.012  g/ml,  protein  1-f.  No  WBC’s 
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or  RBC’s  were  seen  in  the  urinary  sediment. 
Serum  electrolytes  (mEq/L):  Na+  135,  K+ 
3.4,  Cl~  112,  C02  8.  Creatinine  9.3  mg/ 100 
ml;  calcium,  9.9  mg/100  ml,  phosphorus  8.0 
mg/ 100  ml,  total  protein  8.1  gm/100  ml  and 
albumin  3.5  gm/100  ml.  Serum  enzymes 
(mU/ml):  alkaline  phosphatase  115,  lactate 
dehydrogenase  185,  and  glutamic  oxalacetic 
transaminase  7 0.  Arterial  pH  was  7.2  An 
electrocardiogram  was  within  normal  limits. 
She  received  intravenous  fluids  including 
NaHCOg  and  KC1.  The  BUN  fell  to  58  mg/ 
100  ml,  the  creatinine  fell  to  5.6  mg/ 100  ml 
and  the  C02  rose  to  21  mEq/L.  On  2/18  she 
had  an  episode  of  substernal  chest  pain  which 
was  described  as  “like  indigestion”.  A repeat 
electrocardiogram  was  unchanged.  The  serum 
K+  remained  in  the  range  of  3.1  to  3.6  mEq/L. 
Nausea  persisted.  On  2/21/71  the  patient  had 
a cardiac  arrest.  Despite  efforts  at  resuscita- 
tion, she  died.  Permission  for  an  autopsy  was 
requested  and  obtained. 

Clinical  Discussion 

Duncan  S.  Owen , Jr.,  M.D.:  This  is  a fas- 
cinating case!  It  appears  that  we  are  called  on 
to  investigate  the  etiology  of  the  renal  disease 
that  developed  in  a 61  year  old  woman  who 
had  long  standing  arthritis  and  hypertension, 
and  more  recently,  LE  cells.  This  last  finding 
also  challenges  us  to  differentiate  rheumatoid 
arthritis  from  arthritic  manifestations  of  sys- 
temic lupus  erythematosus  (SLE).  I will 
briefly  mention  some  of  the  points  from  the 
protocol  that  I thought  important  in  leading 
me  to  my  final  diagnoses. 

The  diagnoses  of  rheumatoid  arthritis  and 
high  blood  pressure  were  made  in  1963,  ap- 
proximately eight  years  ago.  About  a year 
later,  gold  salt  injections  were  started  and 
continued  monthly  for  several  years.  It  is 
probably  safe  to  assume  that  the  diagnosis  of 
rheumatoid  arthritis  was  well  established  be- 
cause gold  salts  are  not  given  for  anything  else. 
Usually  when  gold  salt  therapy  is  instituted, 
injections  are  made  at  weekly  intervals  until 
the  patient  has  received  about  500  to  1000  mg 
before  their  efficacy  can  be  determined.  If  the 


patient’s  condition  is  observed  to  improve, 
maintenance  therapy  is  given  monthly.  Be- 
cause our  patient  received  gold  salts  for  sev- 
eral years,  we  can  assume  that  she  had  some 
benefit  from  them.  The  toxic  manifestations 
of  gold  salts  are  varied,  and  will  be  discussed 
later. 

The  patient  was  referred  here  three  years 
ago,  in  December  of  1968,  because  of  nausea 
and  vomiting  accompanied  by  an  elevated 
BUN.  The  blood  pressure  was  elevated  to< 
180/110  mm  Hg,  and  retinal  changes  were 
present.  Ulnar  deviation  and  subluxation  of 
the  metacarpophalangeal  joints  were  readily 
apparent  signs  of  the  patient’s  rheumatoid 
arthritis. 

We  are  told  she  was  anemic  but  we  are  not 
given  the  total  WBC  nor  platelet  counts.  Sev- 
eral tests  point  to  impaired  renal  function. 
Examination  of  the  urine  showed  a small 
amount  of  protein  and  white  and  red  cells. 
The  BUN  was  reported  as  125  mg/ 100  ml. 
She  was  hyperchloremic.  A Cl~  of  1 12  mEq/L 
and  a C02  of  8 mEq/L  makes  an  anion  gap 
of  about  25  mEq/L.  The  serum  calcium  was 
low  and  the  phosphorus  was  elevated.  Tests 
for  rheumatoid  factor  were  positive.  LE  cells 
were  not  present  at  that  time.  It  would  be 
quite  helpful  to  know  the  serum  comple- 
ment level  and  results  of  antinuclear  antibody 
determinations.  The  x-ray  film  was  suggestive 
of  cardiomegaly.  The  kidneys  were  reported 
to  be  normal  in  length.  Treatment  with  bi- 
carbonate resulted  in  improved,  but  not  com- 
pletely normal  levels  of  serum  electrolytes. 

After  she  left  the  hospital  her  daily  thera- 
peutic regimen  included  about  60  mEq  of 
NaElCOg  and  small  doses  of  aspirin  (1.2  gm 
is  only  four  of  the  0.3  gm  tablets).  Continued 
impairment  of  renal  function  was  observed 
over  the  next  two  years.  The  serum  creatinine 
varied  between  5 and  6 mg/ 100  ml  and  the 
BUN  continued  at  slightly  to  moderately  ele- 
vated levels.  The  urinary  protein  content  of 
less  than  1.5  gm  per  day  is  certainly  not  in 
the  range  associated  with  nephrotic  syndrome. 
The  notation  that  she  had  a moderate  degree 
of  salt  wasting  is  not  very  helpful  in  defining 
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the  nature  of  the  renal  disease  because  any 
type  of  severe  chronic  renal  disease  can  result 
in  salt  wasting.  Usually  the  prognosis  is  quite 
poor  for  patients  in  this  clinical  condition. 

Two  years  ago,  in  March  of  1969,  a severe 
exacerbation  of  her  joint  symptoms  was  noted. 
An  LE  cell  preparation  was  positive  at  that 
time.  Recently,  Dr.  Franklin  Mullinax  and  his 
colleagues  of  the  Connective  Tissue  Disease 
Division  here  at  the  Medical  College  of  Vir- 
ginia reported  the  inhibition  of  the  LE  cell 
phenomenon  in  uremia  and  showed  that  the 
inhibition  was  attributable  to  a dialyzable 
serum  factor.1  One  wonders  if  the  LE  cell 
formation  could  have  been  masked  during  this 
patient’s  previous  bouts  of  renal  decompensa- 
tion. The  tests  for  rheumatoid  disease  were 
again  positive.  We  will  discuss  later  how  they 
seem  to  go  against  the  diagnosis  of  lupoid 
arthritis. 

About  12  days  prior  to  the  patient’s  ter- 
minal admission  here,  she  hit  her  shoulder 
and  started  vomiting  again.  When  she  was 
admitted  she  had  purpuric  lesions  over  the 
upper  extremities.  We  don’t  have  any  further 
information  about  this  purpura,  but  trauma  or 
steroids  are  both  good  etiologic  suspects.  The 
arthritic  changes  noted  in  the  upper  extremi- 
ties were  probably  in  the  lower  extremities  also 
because  rheumatoid  arthritis  is  a polyarthritis. 
The  apparent  slight  improvement  of  the  he- 
moglobin level  may  have  been  due  to  dehydra- 
tion. There  was  a 1-f-  proteinuria,  but  this 
time  no  cells  were  seen  in  the  sediment.  Since 
the  previous  admission  the  serum  creatinine 
level  had  increased,  the  K+  had  decreased 
slightly,  perhaps  related  to  her  vomiting.  The 
Ck  is  again  elevated  and  there  is  a decrease  in 
the  C02,  resulting  in  an  anion  gap  of  about 
15  mEq/L.  The  blood  pH  of  7.2  was  also 
much  lower  this  time.  Although  serum  cal- 
cium was  in  the  normal  range,  the  increase 
from  previously  low  levels,  and  the  continued 
elevation  of  serum  phosphorus  certainly  forces 
us  to  consider  secondary  hyperparathyroidism. 
Once  again  intravenous  fluid  therapy,  includ- 
ing NaHCOs  and  KC1,  improved  BUN  and 
creatinine  levels,  although  serum  K+  remained 
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somewhat  low.  She  complained  of  chest  pain, 
then  had  a cardiac  arrest. 

There  are  several  points  we  should  discuss. 
First,  I would  like  to  review  the  evidence  that 
the  patient  indeed  had  rheumatoid  arthritis. 
Let  us  look  at  the  radiograph  of  this  patient’s 
hand  (Fig.  1).  The  point  I wish  to  stress  is 


Fig.  1.  Radiograph  of  patient’s  hand  shows  the  classical 
features  of  rheumatoid  arthritis  including  ulnar  devia- 
tion, subluxation  of  the  metacarpophalangeal  joints, 
and  joint  space  narrowing  probably  with  some  fusion 
between  the  carpal  bones. 

that  this  is  the  characteristic  radiographic  pic- 
ture of  a hand  with  rheumatoid  arthritis.  If 
this  were  a case  of  pure  SLE,  it  would  be 
highly  unusual  to  see  erosive  changes.  Some 
investigators  have  emphasized  that  patients 
with  lupus  may  have  deformities  and  synovitis, 
but  they  do  not  get  the  marked  erosive  disease 
that  we  see  here.2  The  radiographic  picture  is 
an  important  piece  of  evidence  buttressing  the 
diagnosis  of  rheumatoid  over  lupoid  arthritis. 

I would  like  to  ask  Dr.  Floyd,  the  radiolo- 
gist, to  show  and  interpret  the  other  Aims  that 
may  be  pertinent  to  this  case. 
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Harold  L.  Floyd , M.D.:  Let  us  first  exam- 
ine a chest  film  taken  during  the  patient’s 
admission  three  years  ago  in  November,  1968. 
This  radiograph  was  originally  interpreted  as 
showing  cardiomegaly  and  panacinar  emphy- 
sema. Those  interpretations  deserve  comment. 
About  30%  of  normal  people  have  a cardio- 
thoracic  ratio  over  50%.  On  the  basis  of  only 
one  film  showing  the  transverse  diameter  of 
the  heart  and  chest,  I cannot  be  certain  that 
the  heart  is  pathologically  enlarged.  As  for 
the  diagnosis  of  panacinar  emphysema  here,  I 
do  not  believe  all  of  the  criteria  are  fulfilled. 
If  this  patient  did  have  panacinar  emphysema, 
it  would  probably  be  of  a very  low  grade, 
type  one  or  two.  Let  us  examine  more  closely 
the  lung  fields.  In  the  right  lung  there  are 
many  parenchymal  densities  which  ought  not 
to  be  there.  They  appear  between  blood  ves- 
sels, and  it  appears  to  me  that  they  are  in  the 
interstices  of  the  lung.  As  to  possible  causes, 
there  are  many.  Rheumatoid  lung  may  give 
this  appearance,  but  may  also  have  many  other 
manifestations.  Certainly,  exposure  to  dusts, 
both  fibrogenic  and  non-fibrogenic,  can  give 
this.  In  most  of  these  cases,  we  never  are  able 
to  establish  the  etiology.  Additionally,  some 
cases  of  carcinomatosis,  eosinophilic  granu- 
loma, and  other  collagen  disorders  may  give 
this  picture. 

The  use  of  tomograms  to  evaluate  the  size 
of  kidneys  is  also  worthy  of  comment.  You 
will  recall  that  this  patient’s  kidneys  were 
shown  to  be  of  normal  length  by  this  tech- 
nique. Although  there  is  a 40%  loss  of  renal 
mass  as  an  individual  ages,  there  is  only  a 
10%  decrease  in  renal  length  in  most  cases. 
It  should  be  clear,  then,  that  merely  measuring 
the  length  of  the  kidneys  is  not  an  adequate 
measure  of  renal  mass.  If  liver  function  studies 
were  normal,  I should  have  suggested  that  an 
intravenous  urogram  be  performed.  Despite 
an  elevated  BUN,  as  this  patient  had,  and 
oliguria,  it  is  possible  to  get  fairly  good  uro- 
grams demonstrating  gross  pathology. 

Dr.  Owen:  Thank  you,  Dr.  Floyd. 

To  continue  our  attempts  to  establish  un- 
equivocally that  the  patient  had  rheumatoid 


arthritis,  I will  now  review  the  serum  tests  for 
this  disease. 

On  her  first  admission  to  the  Medical  Col- 
lege of  Virginia  three  years  ago,  the  patient 
had  a reactive  latex  flocculation  test,  her  sen- 
sitized human  cell  titer  was  1:320,  and  her 
sensitized  sheep  cell  test  was  negative.  When 
seen  about  one  year  prior  to  admission,  the 
latex  flocculation  test  was  positive  again  and 
the  sensitized  human  cell  titer  was  one  tube 
dilution  greater,  or  1:640.  Perhaps  more  im- 
portantly the  sensitized  sheep  cell  test  was  now 
positive  with  a titer  of  1:80,  whereas  it  had 
been  negative  before.  What  is  the  interpreta- 
tion of  these  rheumatoid  factor  studies?  In  any 
critical  review  of  the  abundant  literature 
about  the  occurrence  and  levels  of  rheuma- 
toid factor  in  various  disease  states,  it  is  im- 
portant to  realize  that  there  is  no  standardiza- 
tion among  the  many  laboratories.  It  is  im- 
perative to  note  carefully  each  laboratory’s 
study  of  control  populations. 

We  are  fortunate  here  at  the  Medical  Col- 
lege of  Virginia  that  the  extensive  studies  of 
Dr.  Marion  Waller  have  made  these  tests  highly 
reliable  diagnostic  tools  for  us.  About  20% 
of  the  patients  with  lupus  have  one  or  more 
positive  tests  for  rheumatoid  factor,  but  in  Dr. 
Waller’s  laboratory  it  is  highly  unusual  for 
the  rheumatoid  factor  to  be  present  in  lupus 
patients  in  a titer  above  1:40  in  the  sensitized 
human  cell  test.  In  her  hands  a positive  sheep 
cell  test  almost  never  occurs  in  a true  case  of 
SLE.  In  some  other  centers  you  may  find 
reports  of  positive  sensitized  sheep  cell  tests 
(Rose  test)  in  lupus  patients,  but  this  reflects 
the  way  they  have  the  procedure  standardized 
within  their  laboratories.  Dr.  Waller’s  studies 
of  over  5,000  people  free  of  overt  disease  have 
revealed  that  falsely  positive  latex  flocculation 
tests  occur  in  about  15%  of  the  population 
over  the  age  of  5 0.  In  contrast  to  these  results, 
about  95%  of  patients  with  classical  rheuma- 
toid arthritis  will  have  a positive  latex  floccu- 
lation, about  85%  will  have  positive  sensitized 
human  cell  tests,  and  about  60%  will  have 
positive  sensitized  sheep  cell  tests.  The  inci- 
dence of  falsely  positive  sensitized  sheep  cell 
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test  here  is  less  than  0.1  %.  Therefore,  we  have 
some  strong  additional  evidence  that  this  pa- 
tient had  rheumatoid  arthritis,  rather  than 
arthritic  manifestations  of  SLE. 

Let  us  now  turn  to  the  occurrence  of  renal 
disease  in  patients  with  rheumatoid  arthritis. 
Gold  nephropathy  should  certainly  be  consid- 
ered. About  one  of  three  patients  that  receive 
gold  salt  injections  have  some  type  of  adverse 
reaction.  Reactions  range  from  relatively  mild 
pruritic  eruptions  and  stomatitis,  to  such  se- 
rious problems  as  bone  marrow  suppression, 
aplastic  anemia  and  renal  diseases.  If  the  reac- 
tion to  the  gold  salts  is  mild,  the  clinician  may 
wish  to  stop  therapy,  then  re-institute  the  gold 
salts  at  a later  date,  but  at  smaller  and  less 
frequent  doses.  This  is  a controversial  point. 
Most  patients  that  have  serious  problems  due 
to  gold  salt  toxicity  are  the  ones  who  are  not 
checked  frequently  for  changes  in  blood  and 
urine.  Careful  monitoring  is  particularly  im- 
portant at  the  start  of  therapy.  The  full-blown 
nephrotic  syndrome  with  permanent  renal 
damage  has  been  observed  in  patients  who 
were  not  taken  off  gold  therapy  after  pro- 
teinuria and  hematuria  were  observed.3 

Amyloidosis  may  be  the  cause  of  proteinuria 
in  cases  of  long  standing  rheumatoid  disease 
that  have  been  refractory  to  therapy.  How- 
ever, the  degree  of  renal  dysfunction  is  usu- 
ally not  great.  The  possibility  of  phenacetin 
nephritis  or  analgesic  nephropathy  should  be 
considered  in  any  patients  with  rheumatoid 
arthritis.  It  has  been  shown  that  large  doses 
of  phenacetin  taken  over  a period  of  years 
may  produce  an  interstitial  nephritis  and 
necrotizing  papillitis.  However,  the  patient 
denied  taking  large  quantities  of  analgesics. 
Vasculitis  is  a rare  cause  of  renal  dysfunction, 
but  it  is  usually  noted  in  longstanding,  severe 
rheumatoid  arthritis. 

Infections  are  possible  but  not  likely  causes 
of  renal  dysfunction  in  this  case.  Bacterial 
infections  of  the  kidney  are  no  more  common 
in  patients  with  rheumatoid  arthritis,  than  in 
the  general  population.  The  individual  receiv- 
ing adrenocorticosteroid  therapy  is  more  prone 


to  develop  fungal  infections,  but  this  is  also  a 
rare  complication  of  rheumatoid  disease. 

In  connection  with  the  finding  of  purpura 
at  the  time  of  the  patient’s  last  admission,  an 
interesting  possibility  is  Meltzer-Franklin  dis- 
ease.4 Patients  with  fatal  Meltzer-Franklin  dis- 
ease have  cryoglobulins  usually  of  mixed  IgM 
and  IgG  types  which  are  associated  with 
rheumatoid  factor  activity.  In  addition  to 
purpura,  they  may  have  joint  symptoms,  weak- 
ness, and  renal  failure.  The  serum  complement 
is  usually  low,  and  antinuclear  antibody  com- 
monly is  present.  However,  there  is  arthralgia 
rather  than  true  arthritis  and  we  have  no  evi- 
dence that  supports  the  diagnosis  of  cryo- 
globulinemia. 

Over  50%  of  patients  with  Sjogren’s  syn- 
drome have  rheumatoid  arthritis  or  some  other 
collagen  disease.  Rheumatoid  factor  is  found 
in  about  95%  of  individuals  with  Sjogren’s 
syndrome,  and  antinuclear  antibodies  are  pres- 
ent in  50  to  67%.  Patients  may  also  have 
affected  kidneys.  In  this  condition  there  is 
usually  a tubular  type  defect  with  inadequate 
acidification  of  the  urine,  with  resultant  renal 
tubular  acidosis.  On  occasion  lymphoma  pre- 
sents this  way,  and  on  occasion  thrombotic 
thrombocytopenic  purpura.  Absence  of  kera- 
toconjunctivitis in  this  patient  and  xerostomia 
would  seem  to  rule  out  Sjogren’s  syndrome. 

Now,  what  about  gout?  We  are  not  given 
any  serum  uric  acid  levels  in  this  patient,  but 
I would  assume  with  the  degree  of  azotemia  or 
uremia  that  she  had  that  she  did  have  moderate- 
ly to  markedly  elevated  serum  uric  acid  levels. 
She  is  hypertensive,  which  can  occur  with  gout. 
She  has  renal  disease  which  may  occur  with 
gout,  and  gouty  kidneys  may  be  of  normal  size 
or  small.  Hollingsworth5  in  his  book  on  the 
complications  of  rheumatoid  arthritis  suggests 
that  co-existence  of  gout  in  rheumatoid  arthri- 
tis has  been  reported  so  infrequently  that  spec- 
ulation has  arisen  that  the  two  diseases  are 
negatively  related  in  some  way.  Because  of 
the  effects  of  salicylates  on  serum  uric  acid, 
and  because  asymptomatic  hyperuricemia  is 
common,  a definitive  diagnosis  of  these  two 
diseases  must  rest  on  the  demonstration  of 
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urate  crystals  in  the  joint  fluid  and  synovial 
tissue,  or  tophi,  in  a patient  with  rheumatoid 
arthritis.  The  diagnosis  of  rheumatoid  arthritis 
can  be  made  by  radiographic  evidence  of  clas- 
sical, advanced  joint  lesions  and  high  titers 
of  rheumatoid  factor  in  the  serum.  Histologi- 
cally proven  rheumatoid  nodules  would  pro- 
vide additional  strong  evidence.  One  docu- 
mented case  has  been  reported  by  Owen, 
Toone  and  Irby.6  I am  not  considering  this 
diagnosis  any  further. 

The  syndrome  of  co-existing  rheumatoid 
arthritis  and  systemic  lupus  erythematosus  is 
uncommon  but  should  be  considered  in  this 
patient.  One  of  the  best  articles  on  this  “over- 
lap syndrome”  appeared  about  10  years  ago 
as  a part  of  a review  of  370  cases  of  rheuma- 
toid arthritis  by  Toone,  Irby  and  Pierce,7  here 
at  the  Medical  College  of  Virginia.  Of  these 
cases,  LE  cell  preparations  were  done  on  160 
of  the  patients  and  were  found  to  be  positive 
in  15  cases  (9%).  Four  of  these  15  cases,  or 
2.5%  of  the  160  patients  tested,  were  found  to 
have  co-existing  diseases,  that  is,  rheumatoid 
arthritis  and  SLE.  In  four  other  patients  the 
diagnosis  of  co-existing  diseases  could  not  be 
definitely  substantiated.  The  other  seven  pa- 
tients with  LE  cells  had  no  other  clinical  or 
laboratory  evidence  to  substantiate  the  diag- 
nosis of  SLE.  Kantor  et  al.8  have  confirmed 
these  observations  in  a recent  report. 

The  presence  of  LE  cells  in  patients  with 
arthritis  raises  the  question  of  drug  induced 
SLE.  Did  this  patient  have  treatment  with 
apresoline(R)  (hydralazine)  for  her  hyperten- 
sion? We  do  not  know,  but  this  and  many 
other  drugs  may  induce  LE  cell  formation. 
Patients  with  drug-induced  lupus  may  have 
antinuclear  antibodies  in  high  titers,  but  it  is 
highly  unusual  for  them  to  have  decreased 
serum  complement.  The  serum  complement 
level  might  have  helped  us  here  if  we  knew 
what  it  was.  Against  this  possibility  is  the  fact 
that  it  is  highly  unusual  to  find  renal  disease 
in  drug-induced  lupus. 

Now,  I want  to  talk  about  lupus  nephritis 
and  attempt  to  correlate  the  clinical  picture 
with  histopathology  of  the  renal  lesions.  A 


tissue  diagnosis  of  “focal  proliferative  lupus 
nephritis”  can  usually  be  correlated  clinically 
with  mild  disease.  “Diffuse  proliferative  lupus 
nephritis”  frequently  ends  in  uremia  and  the 
remissions  are  few  and  far  between.  Patients 
with  “membranous  nephritis”  have  infrequent 
remissions,  develop  the  nephrotic  syndrome 
and  may  develop  renal  failure.  This  older  clas- 
sification is  still  useful,  although  we  are  begin- 
ning to  develop  new  correlations  since  the 
great  majority  of  patients  with  systemic  lupus 
nearly  all  show  some  renal  changes  when 
studied  by  the  newer  techniques  of  electron 
microscopy  and  immunofluorescence. 

We  will  speak  about  antinuclear  antibodies 
briefly,  but  just  to  mention  that  the  great  ma- 
jority of  patients  with  lupus  have  them.  It  is 
not  a very  specific  finding  because  about  50% 
of  the  patients  with  progressive  systemic  scle- 
rosis will  have  these  antibodies.  They  are  also 
present  in  cases  of  rheumatoid  arthritis  and 
juvenile  rheumatoid  arthritis,  and  polymyo- 
sitis, although  much  less  frequently. 

As  I mentioned  before,  the  serum  comple- 
ment level  could  have  been  helpful  in  differen- 
tiating rheumatoid  from  lupoid  arthritis.  In 
rheumatoid  patients  the  serum  complement 
is  usually  normal.  Occasionally,  a patient  with 
so-called  malignant  rheumatoid  arthritis  will 
have  low  serum  complement  levels,  but  in 
lupus,  particularly  with  renal  disease,  it  is 
usually  low.  Synovial  fluid  complement  is  low 
in  both  these  diseases. 

We  are  dealing  with  a patient  who  has  clas- 
sical rheumatoid  arthritis.  After  the  BUN  and 
creatinine  came  down,  LE  cells  appeared.  We 
know  that  she  had  diseased  kidneys.  With  the 
possible  exception  of  the  gold  salts,  there  was 
probably  nothing  related  to  her  rheumatoid 
arthritis  that  caused  this.  I do  not  think  gold 
salts  caused  her  nephropathy. 

My  diagnosis  is  rheumatoid  arthritis  with 
systemic  lupus  erythematosus.  I think  she  has 
a diffuse  proliferative  lupus  nephritis  with  ure- 
mia, hypertension  and  secondary  hyperpara- 
thyroidism. I predict  the  cause  of  her  death 
will  prove  to  be  myocardial  infarction  due  to 
vasculitis  of  either  lupoid  or  rheumatoid  eti- 
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ology,  or  possibly  from  arteriosclerotic  disease. 
Pulmonary  embolus  is  another  possibility. 

Dr.  W atlington:  Thank  you,  Dr.  Owen. 

The  pathology  will  be  presented  by  Dr. 
Silverberg. 

Discussion  of  Pathology 

Steven  G.  Silverberg , M.D.:  Let  us  start 
with  a microphotograph  demonstrating  the 
histopathology  of  the  hand  shown  to  be  se- 
verely arthritic  on  clinical  and  radiographic 
examination.  We  will  try  to  demonstrate  the 
progression  of  changes  that  preceded  this 
terminal  crippling  change  with  some  addi- 
tional pictures  from  a teaching  collection. 

In  the  typical  picture  of  a severe,  very  ad- 
vanced case  of  rheumatoid  arthritis,  we  see 
marked  pannus  formation  obliterating  the  joint 
space  and  spreading  out  over  the  cartilaginous 
surface  of  both  bones.  The  original  inflamma- 
tory process  begins  in  the  synovium  and  grad- 
ually extends  out  as  pannus.  The  obliteration 
of  the  joint  space  is  actually  a result  of  heal- 
ing with  a great  deal  of  fibrosis  and  granulation 
tissue. 

At  an  earlier  stage  of  the  disease,  one  can 
see  a rather  marked  polypoid  synovitis  char- 
acterized by  a great  deal  of  inflammation.  Pro- 
liferation of  the  synovial  cells  distorts  the 
synovial  membrane  into  papillary  or  pseudo- 
papillary  folds.  Lymphoid  nodules  may  be 
seen,  some  with  germinal  centers.  LTsually  at 
this  early  stage  of  the  disease,  the  characteristic 
necrobiosis  is  not  present.  The  proliferative 
activity  of  the  synovial  cells  may  be  accom- 
panied by  multinucleated  giant  cell  formation 
and  somewhat  atypical  nuclear  changes.  The 
inflammatory  reaction  is  quite  non-specific  at 
this  stage,  consisting  predominantly  of  lym- 
phocytes, plasma  cells  and  histiocytes,  none 
of  which  would  be  in  any  way  pathognomonic 
of  rheumatoid  arthritis. 

In  a later,  more  typical  lesion  from  a joint 
space,  one  could  see  the  characteristic  fibrinoid 
necrosis  on  the  surface,  surrounded  by  a layer 
of  palisaded  histiocytes.  This  lining  up  or 
palisading  of  the  histiocytes  immediately  ad- 


jacent to  a focus  of  necrosis  is  characteristic  of 
this  disease. 

The  typical  histologic  feature  of  rheumatoid 
arthritis  is,  of  course,  the  rheumatoid  nodule, 
but  only  a small  percentage  of  patients  with 
rheumatoid  arthritis  ever  develop  these.  Sub- 
cutaneous lesions  also  show  central  necrobiosis, 
palisading  of  surrounding  histiocytes,  and  an 
outer  ring  of  non-specific  mononuclear  inflam- 
matory reaction  and  fibrosis.  It  is  this  zonal 
type  appearance  that  characterizes  the  rheu- 
matoid nodule.  We  have  just  demonstrated 
nodules  in  a joint  and  in  subcutaneous  tissue, 
and  in  cases  of  systemic  rheumatoid  arthritis 
(if  I may  use  that  term),  one  may  see  the  typi- 
cal  nodules  in  the  myocardium,  lungs,  and 
many  other  organs  as  well.  When  you  do  see 
them,  these  are  characteristic  of  rheumatoid 
arthritis.  The  case  today  is  one  of  many  in 
which  they  were  not  seen. 

Dr.  Owen’s  discussion  pointed  up  the  dif- 
ficulty of  clinical  differentiation  between  SLE 
and  rheumatoid  disease.  This  is  often  very 
difficult  for  the  pathologist  as  well.  The  spe- 
cific lesion  for  lupus  is  the  hematoxylin  body, 
composed  of  naked  nuclear  material,  which 
one  often  sees  in  the  tissues.  The  specific  lesion 
for  rheumatoid  disease  or  rheumatoid  athritis  is 
the  rheumatoid  granuloma  we  have  been  dis- 
cussing. Without  one  or  the  other  of  these, 
one  really  has  a hard  time  differentiating  be- 
tween these  two  diseases.  The  same  systemic 
lesions  can  occur  in  both  diseases  although 
differences  in  the  frequency  of  occurrence 
may  be  helpful  in  arriving  at  a final  diagnosis. 
Pericarditis,  for  example,  is  fairly  common  in 
lupus,  much  less  so  in  rheumatoid  arthritis; 
arteritis  is  much  more  common  in  lupus  than 
in  rheumatoid  arthritis;  “wire  loop"  changes 
are  found  far  more  often  in  the  glomerular 
capillaries  of  lupus  patients;  and  lymphade- 
nopathy  is  somewhat  more  frequent  in  rheu- 
matoid disease  than  in  lupus.  Certainly,  there 
is  no  one  pattern  of  organ  involvement  which 
is  pathognomonic  of  one  versus  the  other. 

Histopathologic  examination  of  the  tissues 
of  this  patient  failed  to  reveal  the  nuclear 
(hematoxylin)  bodies  pathognomonic  for 
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lupus,  nor  any  changes  suggestive  of  SLE  in- 
cluding pericarditis,  arteritis  and  glomerular 
lesions.  We,  therefore,  prefer  to  consider  this 
a case  of  rheumatoid  disease  rather  than  of 
lupus. 

Of  particular  interest  in  the  case  that  we  are 
talking  about  today  were  the  kidneys  and  the 
lungs.  At  95  gm  each,  the  kidneys  were  con- 
tracted to  about  67%  of  normal  size.  Because 
the  peripelvic  fat  actually  contributed  a fairly 
large  portion  of  the  weight  of  these  kidneys, 
in  reality  they  were  even  more  contracted  than 
their  weight  would  indicate.  The  cortical  sur- 
faces were  somewhat  scarred,  with  both  a fine 
and  a coarse  type  of  granularity.  Hemisection 
revealed  the  most  interesting  thing  about  the 
kidneys  in  this  case  (Fig.  2).  There  was  grossly 
obvious  papillary  necrosis. 


Fig.  2.  Gross  photograph  of  a portion  of  the  contracted 
kidneys.  The  reddish-brown  discoloration  of  the  ne- 
crotic papilla  is  rather  sharply  demarcated  from  the 
tan  color  of  adjacent  medullary  tissue.  There  is  an 
increased  amount  of  peri  pelvic  fat  present. 


Examination  of  a section  through  one  of  the 
necrotic  papillae  (Fig.  3)  shows  the  typical 
loss  of  structure,  but  a very  unusual  lack  of 
inflammatory  cells  at  the  junction  of  the  ne- 
crotic papilla  and  the  underlying  viable  renal 
medulla.  This  will  be  of  some  significance 
when  we  go  on  to  later  discussion. 

The  cortical  surfaces  of  these  kidneys  dem- 
onstrate a bit  of  capsular  fibrosis,  and  through- 
out most  of  both  kidneys  the  glomeruli  are 
quite  sclerotic.  Three  points  demonstrated  in 


Figure  4 led  me  to  the  conclusion  that  the 
underlying  renal  disease  of  this  patient  was 
chronic  pyelonephritis.  The  periglomerular 
fibrosis  is  an  indication  that  the  disease  process 
first  took  place  outside,  rather  than  inside  the 
glomeruli. 


Fig.  3.  Photomicrograph  of  kidney  selected  to 
show  the  thin,  incomplete  line  of  inflamma- 
tory cells  separating  the  necrotic,  fragmented 
papilla  from  the  viable  medulla  below.  There 
is  nearly  total  loss  of  tubular  structures  in 
the  dead  tissue.  The  increased  amount  of 
interstitial  fibrous  tissue  and  tubular  atrophy 
of  the  still  viable  medullary  tissue  correlate 
with  the  long  standing  nephropathy  of  the 
patient.  (H  & E x 40) 

Of  the  renal  changes  that  one  sees  in  rheu- 
matoid arthritis,  papillary  necrosis  tops  the 
list.  In  a series  from  Denmark,9  papillary  ne- 
crosis was  seen  in  well  over  33%  of  all 
autopsied  patients  who  had  rheumatoid  arth- 
ritis. The  authors  postulated  that  analgesic 
abuse  was  the  cause  of  most  of  these.  Amy- 
loidosis occurs  in  about  20%  of  patients  with 
rheumatoid  arthritis.  The  arteritis  and  the 
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questionable  glomerular  hypercellularity  or 
crlomerulitis  (which  is  the  overlap  syndrome 
with  lupus  that  Dr.  Owen  mentioned)  are 
much  less  common,  as  are  the  other  syndromes 
that  were  mentioned. 

Another  report,  also  from  the  Scandanavian 
literature,  by  Schourup10  is  very  pertinent  to 


Fig.  4.  Photomicrograph  of  kid- 
ney showing  the  morphologic 
features  on  which  the  diag- 
nosis of  chronic  pyelonephri- 
tis was  based:  the  “thyroid- 
ized”  appearance  caused  by 
dilatation  of  the  tubules  con- 
taining eosinophilic  proteina- 
ceous material;  a mononu- 
clear inflammatory  cellular 
response  which  includes  plas- 
ma cells;  a relatively  normal 
glomerulus  with  periglomeru- 
lar  fibrosis.  (H  & E x 100) 

this  case.  He  divided  a series  of  46  autopsied 
cases  of  rheumatoid  arthritis  with  renal  papil- 
ilary  necrosis  into  two  types  which  he  felt 
were  fairly  distinctive  both  clinically  and  pa- 
thologically. The  more  common  Type  I 


papillary  necrosis  comprised  cases  with  acute 
pyelonephritis  and  total  papillary  necrosis  with 
a very  prominent  infiltration  of  polymorpho- 
nuclear leukocytes  between  the  necrotic  zone 
and  the  more  normal  renal  parenchyma.  Addi- 
tional findings  most  likely  to  be  found  in 
Type  I cases  included  normal  or  enlarged  kid- 
neys, and  urinary  obstruction  and  infection 
with  pyuria.  Diabetes  was  present  in  33%  of 
these  cases.  Signs  of  uremia  were  present  in 
3 3%  of  cases. 

In  contrast,  papillary  necrosis  designated 
Type  II  was  found  in  cases  with  chronic 
interstitial  and  glomerular  changes  in  the  kid- 
neys, but  no  acute  inflammatory  changes. 
Necrosis  of  the  papillae  was  often  subtotal,  and 
there  was  not  much  of  a demarcation  zone  of 
leukocytes.  The  kidneys  in  the  Type  II  series 
were  usually  reduced  in  size,  and  urinary  tract 
obstruction  and  infection  rarely  occurred. 
Diabetes  was  comparatively  rare,  occurring  in 
only  7%  of  these  cases.  Uremia  was  present 
in  70%  of  Type  II  patients.  Hypertension  and 
cardiac  hypertrophy  were  much  more  com- 
monly found.  In  the  Type  II  cases,  the  usual 
cause  of  death  was  uremia.  Schourup  con- 
cluded that  Type  II  renal  papillary  necrosis 
occurred  commonly  in  non-diabetic,  non- 
obstructed  patients  with  chronic  renal  disease. 
This  insult  superimposed  upon  the  chronic 
renal  disease  in  patients  already  uremic  was 
often  the  terminal  event. 

The  clinical  findings  taken  together  with 
the  gross  and  microscopic  pathology  of  the 
present  case  fit  very  well  the  criteria  for  Type 
II  renal  papillary  necrosis. 

Other  interesting  pathology  was  in  the 
lungs,  which  were  quite  heavy,  weighing  1200 
gm  combined.  There  were  bilateral  pleural 
effusions,  but  no  adhesions.  The  lungs  were 
congested  and  showed  diffuse  interstitial  fibro- 
sis. There  was  proliferation  of  alveolar  lining 
cells  in  some  alveoli,  with  desquamation  into 
the  lumina.  Many  of  these  cells  showed  nuclear 
enlargement  and  atypia. 

Pulmonary  nodules  were  prominent  in  the 
lower  lobes,  but  these  were  anthracotic  nod- 
ules. There  was,  however,  no  necrosis  within 
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these  nodules  such  as  one  would  like  to  see 
to  make  a specific  diagnosis  of  rheumatoid 
nodule  of  the  lung. 

There  was  also  evidence  of  pulmonary  hy- 
pertension, with  angiomatoid  lesions  such  as 
have  been  described  in  both  primary  and 
secondary  pulmonary  hypertension.  These 
consist  of  convoluted  vessels  which  are  sec- 
tioned many  times  in  the  same  plane  because 
of  their  convolution,  secondary  to  the  great 
hypertrophy  of  their  walls,  both  intimal  and 
medial. 

The  weight  of  the  heart  provides  supportive 
evidence  of  pulmonary  hypertension  in  that 
it  weighed  400  gm,  and  there  were  both  right 
and  left  ventricular  dilatation  and  hyper- 
trophy. Sections  from  the  right  side  of  the 
heart  showed  large,  hypertrophied  fibers  with 
a great  deal  of  interstitial  fibrosis.  Despite  the 
widespread  scarring,  there  was  no  evidence 
of  acute  myocardial  infarction. 

What  are  the  pulmonary  changes  seen  in 
rheumatoid  arthritis?  First  are  pleural  lesions. 
There  were  bilateral  thoracic  effusions  which, 
of  course,  are  non-specific,  but  there  were  no 
adhesions  and  no  rheumatoid  nodules.  Rheu- 
matoid pleural  nodules  are  certainly  the  least 
common  of  these  complications.  There  was 
interstitial  fibrosis  which  we  think  was  sec- 
ondary to  the  rheumatoid  disease.  As  I men- 
tioned previously,  the  only  way  one  can  make 
this  diagnosis  definitively  is  to  find  necrobiosis 
with  typical  rheumatoid  lesions  in  the  walls  of 
bronchi.  These,  however,  were  absent  in  this 
particular  case.  The  final  type  of  rheumatoid 
pulmonary  disease  is  the  so-called  pneumo- 
coniotic  nodules.  These  occur  predominantly 
in  coal  miners  and  consist  of  silico-anthracotic 
nodules  in  which  the  typical  necrobiosis  and 
granulomatous  change  is  present.  Of  course, 
one  would  not  expect  this  in  this  woman,  and 
they  were  not  present. 

It  is  a minor  but  interesting  finding  that  the 
adrenals  weighed  8 gm,  well  within  normal 
limits,  and  were  entirely  normal  in  appearance 
despite  the  history  of  steroid  therapy.  This  is 
not  particularly  unusual,  because  many  pa- 
tients treated  with  this  sort  of  dose  of  steroids 


over  a prolonged  period  have  normal-appear- 
ing adrenals.  There  were  no  other  significant 
pathologic  findings.  There  were  no  pul- 
monary emboli.  There  was  no  specific  mor- 
phologic explanation  of  her  acute  demise,  as 
is  often  the  case.  I think  that  the  best  thing 
that  we  could  do  would  be  to  attribute  this 
to  the  chronic  renal  disease  complicated  by 
the  papillary  necrosis. 

Dr.  W atlingt on:  Are  there  any  questions  or 
comments? 

Elam  Toone , M.D.:  The  clinicians  treating 
this  patient  followed  a similar  diagnostic  path 
as  Dr.  Owen.  They  felt  this  was  rheumatoid 
arthritis  with  a chronic  gold  nephropathy. 
When  the  LE  cell  came,  they  were  greatly 
impressed,  and  thought  that  this  was  a combina- 
tion of  the  two  diseases,  and  that  the  lupus  was 
the  more  important  factor  in  the  renal  disease. 
Papillary  necrosis  was  not  considered.  This  has 
been  a very  instructive  case  presentation.  From 
now  on  renal  disease  will  occupy  a much 
higher  place  on  our  list  of  complications  of 
rheumatoid  arthritis. 

I would  like  to  add  one  more  comment.  It 
was  mentioned  that  the  pleural  effusion  in 
rheumatoid  disease  was  not  specific.  It  does 
have  one  distinguishing  characteristic,  a very 
low  sugar  content  which  often  serves  to  dis- 
tinguish it  from  chronic  infectious  processes 
or  other  lesions. 

Dr.  W atlington : Any  other  comments?  Do 
you  wish  to  add  something,  Dr.  Silverberg? 

Dr.  Silverberg:  Yes.  I think  perhaps  the 
main  point  of  this  case  is  that  the  Type  II 
papillary  necrosis  which  occurs  in  uremic  pa- 
tients is  not  usually  accompanied  by  pyuria, 
hematuria,  and  the  things  that  one  thinks  of 
as  classical  for  papillary  necrosis. 

Robert  Irby , M.D.:  Is  there  a causal  or  tem- 
poral relationship  between  rheumatoid  disease 
and  papillary  necrosis? 

Dr.  Silverberg:  I don’t  know.  Of  the  two 
things  that  have  been  postulated,  one  is  the 
phenacetin  abuse  that  one  sometimes  sees  in 
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patients  with  rheumatoid  arthritis,  but  there 
was  no  history  of  this  in  this  patient.  The 
other  possibility  that  has  been  postulated  is 
that  in  kidneys  with  chronic  renal  disease,  in- 
terstitial sclerosis,  such  as  we  saw  in  this  case, 
somehow  compromises  the  blood  supply  to  the 
papillae. 

Dr.  Watlington:  Dr.  Owen,  do  you  see 
renal  tubular  acidosis  in  LE  disease? 

Dr.  Owen:  It  is  an  extremely  rare  event. 

Dr.  Watlington:  That  conludes  our  discus- 
sion of  the  case  for  today. 
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Air  Pollution 
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back  streets.  Jogging  along  a busy  highway 
may  be  bad  for  your  health. 
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Bad  for  Joggers 

whether  a breeze  is  blowing  away  the  exhaust 

O J 

pipe  pollutants.  He  cited  a study  which  found 
that  the  heaviest  pollution  extended  about  65 
feet  to  either  side  of  the  highway. 

The  concentration  of  carbon  monoxide 
fumes  along  a commuter  route  between  Pasa- 
dena and  Los  Angeles  during  peak  traffic  hours 
is  severe  enough  to  be  a possible  health  danger 
both  to  joggers  and  to  the  driving  abilities  of 
the  commuter. 

Carbon  monoxide  levels  also  rise  sharply 
at  busy  intersections  where  stop  signals  pe- 
riodically halt  the  vehicles  to  sit  for  a minute 
or  more  with  engines  running. 
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Diagnostic  Laboratory  Medicine  . . . . 


Melioidosis,  Pseudomonas  Pseudomallei 

and  the  Clinical  Laboratory 

For  most  clinical  laboratory  workers,  the 
term  “melioidosis”  stirs  only  a vague  memory 
of  a rare  tropical  glanders-like  illness.  How- 
ever, the  discovery  of  over  150  cases  of  this 
disease  among  Americans  in  or  recently  re- 
turned from  Southeast  Asia  since  1966  makes 
it  imperative  that  we  become  more  aware  of 
this  unusual  disease.1,2  Melioidosis,  a disease 
of  humans  and  animals,  varies  greatly  in  its 
manifestations.  It  may  strike  as  an  overwhelm- 
ing, swiftly  fatal  illness,  smoulder  as  a chronic 
suppurative  process,  or  blend  without  clinical 
symptoms  into  an  asymptomatic  state  mani- 
fested only  by  positive  serologic  tests.  The 
capacity  of  the  etiologic  agent,  P.  pseudomal- 
lei, to  involve  one  or  many  organs  makes 
melioidosis  a remarkable  imitator  of  other 
infectious  processes;  and  the  disease  has  been 
confused  with  pneumonia,  tuberculosis,  chol- 
era, plague,  scrub  typhus,  and  even  smallpox. 

P.  pseudomallei  (formerly  known  as  Bacil- 
lus pseudomallei , B.  whitmori,  Malleomyces 
pseudomallei , Loefflerella  pseudomallei , Pfeif- 
ferella  pseudomallei,  and  Actinomyces  pseudo- 
mallei) has  been  found  in  soil  and  water 
throughout  many  of  the  rice  growing  areas 
of  Southeast  Asia.  Several  epizootics  have 
occurred  among  domestic  animals  in  these 
countries  and  serologic  evidence  indicates  that 
subclinical  infection  is  common  among  certain 
population  groups  in  Thailand  and  Vietnam. 
P.  pseudomallei  is  a natural  soil  and  water 
saprophyte  and  man  acquires  the  infection 
through  percutaneous  or  respiratory  portals. 
No  documentation  of  man-to-man  transmis- 
sion exists. 
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P.  pseudomallei  currently  shares  partnership 
with  P.  mallei  to  constitute  the  taxonomic 
“pseudomallei  group”.  P.  pseudomallei  is  an 
aerobic  pseudomonad  capable  of  oxidizing 
carbohydrates,  characteristic  of  members  of 
the  genus  Pseudomonas.  It  is  gram-negative, 
non-acidfast  and  a non-spore  bearing  rod  that 
shows  characteristic  bipolar  staining.  True 
capsules  have  not  been  demonstrated.  During 
growth  in  broth,  P.  pseudomallei  produces  a 
soluble  substance  with  species  specific  anti- 
genic characteristics.3  Chains  of  varying  length 
are  also  seen  and  the  organism  is  occasionally 
arranged  in  palisading  conformation.  Grown 
on  solid  media,  the  organism  has  the  charac- 
teristically musty,  slightly  aromatic  odor  as- 
sociated with  pseudomonads.  P.  pseudomallei 
is  not  regularly  hemolytic,4  and  it  cannot  be 
induced  to  produce  soluble  pigment.  The  or- 
ganism is  capable  of  producing  an  insoluble 
pigment  that  imparts  a brown  color  to  the 
colonies.5 

The  most  important  pseudomonad  from 
which  P.  pseudomallei  must  be  distinguished 
is  P.  aeruginosa,  characterized  by  its  produc- 
tion of  blue-green  pigment  and  often  by 
hemolysis  on  blood  agar.  Since  all  pseudo- 
monads are  oxidase  positive,  this  characteristic 
helps  to  recognize  those  like  P.  pseudomallei 
which  do  not  produce  a soluble  pigment  on 
nutrient  agar,  tripticase-soy  agar  and  Sabou- 
raud  dextrose  agar.  P.  pseudomallei  grows 
initially  in  characteristic  round,  smooth  col- 
onies but  slowly  take  on  a wrinkled,  heaped- 
up  appearance  that  becomes  pronounced  in 
three  to  five  days.  Dissociation  into  different 
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colony  types  has  been  documented  by  many 
workers,  yet  no  particular  configuration  has 
been  associated  with  virulence.6  In  broth,  P. 
pseudomallei  produces  a smooth  growth  over- 
laid with  a pellicle,  as  is  occasionally  observed 
with  P.  aeruginosa , P.  pseudomallei , like  most 
of  the  other  pseudomonads,  is  actively  motile 
by  means  of  polar  flagella.7  Motility  is  the 
best  characteristic  on  which  to  differentiate 
P.  pseudomallei  from  P.  mallei .8  P.  pseudo- 
mallei shares  other  characteristics  limited  to 
P.  aeruginosa  and  P.  stutzeri  in  the  genus 
Pseudomonas.  All  three  species  grow  at  42 °C 
and  reduce  nitrates  to  nitrites  with  the  latter 
being  converted  to  nitrogen  gas. 

The  most  critical  diagnostic  tool  for  the 
clinical  laboratory  today  is  fluorescent  anti- 
body, which  can  be  used  by  both  direct  and 
indirect  techniques  on  cultures  and  contam- 
inated specimens.9,10  P.  pseudoinallei  and  P. 
mallei  cross-react,  but  are  distinguished  from 
other  pseudomonads  by  the  fluorescent  anti- 
body method. 

P.  pseudo?nallei  and  P.  mallei  are  found  to 
be  biologically  disassociated  from  the  other 
pseudomonads  in  their  DNA  content.  The 
molar  percentage  of  guanine  + cytosine 
(G+C)  for  P.  pseudomallei  and  P.  mallei  is 
68%  with  all  the  other  pseudomonads  falling 
below.11  Bacteriophages  from  lysogenic  strains 
of  P.  pseudomallei , that  selectively  infect  P. 
pseudomallei  and  P.  mallei  but  not  other  pseu- 
domonads, were  recently  isolated  at  the 
Clinical  Laboratories  of  the  Medical  College  of 
Virginia,  thus  adding  to  the  evidence  of  gene- 
tic homology  between  P.  pseudomallei  and 
P.  mallei. 

In  summary,  melioidosis  is  a disease  caused 
by  a gram-negative  bacterium,  P.  pseudomal- 
lei, which  leads  a saprophytic  existence  in  the 
soil  and  water  of  certain  geographic  locals. 
In  man  the  infection  is  most  likely  incurred 
by  inhalation  of  dust  containing  the  organism, 
or  percutaneously  through  contamination  of 
abrasions,  burns,  or  penetrating  wounds.  Early 


recognition  and  diagnosis  by  the  clinical  lab- 
oratory is  essential  if  the  physician  is  to  pre- 
scribe appropriate  antimicrobial  therapy  and 
successfully  manage  the  disease. 
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Comprehensive  Health  Planning  in 

Virginia 

The  concept  of  comprehensive  health  plan- 
ning is  catching  up  with  broader  ideas  in 
health  care  stemming  from  successes  in  pre- 
venting both  the  occurrence  and  the  progres- 
sion of  disease.  “Partnership  in  Health”  legis- 
lation is  bringing  together  around  the  plan- 
ning table  both  the  consumers  and  the  pro- 
viders of  health  services.  Federal  and  State 
governments  are  helping  to  support  the  efforts 
of  areawide  district  planning  councils  which 
are  planning  at  the  local  level  where  the  serv- 
ices and  the  people  who  need  them  get  to- 
gether. 

Virginia  has  by  no  means  lagged  behind  in 
establishing  comprehensive  health  planning  for 
the  Commonwealth.  The  Governor  in  1968 
appointed  his  Health  Planning  Advisory  Coun- 
cil, of  which  Dr.  William  Grossmann  has  been 
Chairman  from  its  formation.  The  Office  of 
Comprehensive  Health  Planning  (OCHP)  was 
set  up  in  the  State  Health  Department  at  the 
same  time.  At  all  levels  members  of  the  medi- 
cal profession  are  taking  leading  roles  in  the 
planning  process. 

This  is  a good  time  to  take  stock  of  what 
has  been  accomplished,  and  to  look  at  plans  for 
the  future. 

Progress  Report* 

Areawide  Health  Planning 

From  the  very  beginning  major  emphasis 
has  been  placed  on  developing  areawide  plan- 
ning councils,  organized  on  the  geographic 
basis  of  State  planning  districts.  By  the  end 
of  1972  about  80  percent  of  the  Common- 
wealth’s population  should  be  served.  Semi- 
annual status  reports  of  each  area  are  made  to 
the  State-level  Council;  bi-monthly  meetings 
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of  the  area  executives  are  held  on  a rotation 
basis;  and  frequent  visits  are  made  to  each  area 
from  the  State-level  office.  The  areas  already 
operating  are:  Roanoke  Valley,  Tidewater, 
the  Capital  Area,  Lynchburg,  Appalachia,  and 
Hampton  Roads.  Applications  have  been  ap- 
proved from  New  River  Valley,  Mt.  Rogers, 
and  Northern  Virginia.  Proposals  are  being 
drawn  up  in  most  of  the  other  areas  of  the 
State. 

Statewide  Study  of  Clinical  Laboratories 

An  outside  consulting  firm  has  surveyed  the 
clinical  laboratory  situation  throughout  Vir- 
ginia. Some  of  the  recommendations  have  been 
adopted;  others  are  being  studied. 

Study  of  Children  with  Multiple  Handicaps 

With  the  very  considerable  cooperation  of 
public  health  nurses  of  Virginia’s  unique  local- 
State  health  departments,  an  important  study 
was  made  of  children  suspected  of  having 
more  than  one  handicapping  condition.  It  was 
estimated  that  Virginia  has  over  six  thousand 
multi-handicapped  children,  and  that  less  than 
44  percent  of  them  are  receiving  any  special 
educational,  social,  or  psychological  services. 

Drug  Abuse  as  Seen  by  Practicing  Physicians 

A questionnaire  study  was  made  of  drug 
abuse  as  seen  by  physicians  in  practice,  in  co- 
operation with  The  Medical  Society  of  Vir- 
ginia, and  recommendations  for  dealing  with 
the  problem  were  sought.  Findings  were  re- 
ported to  the  Governor’s  Council  on  Drug 
Abuse,  and  published  in  the  Virginia  Medical 
Monthly. 

Study  of  Morbidity  in  Medicaid  Patients 

In  collaboration  with  Blue  Cross/Blue  Shield 
some  preliminary  studies  were  undertaken  to 
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determine  the  extent  to  which  existing  records 
might  be  useful  in  studying  the  course  of 
selected  diseases  among  Medicaid  cases,  the  use 
of  hospitals,  nursing  homes,  etc.  Some  diag- 
nostic and  computer  problems  are  not  yet 
solved. 

Health  Data  Book 

The  OCHP,  working  in  close  collaboration 
with  Regional  Medical  Programs,  has  pro- 
duced and  distributed  a compilation  of  data 
about  health  problems  and  health  resources  in 
the  State  as  a whole,  and  separately  for  each 
of  the  twenty-two  planning  districts.  A unique 
feature  of  this  Data  Book  is  its  publication 
in  loose-leaf  format,  which  greatly  increases 
its  flexibility  along  with  decreasing  the  cost 
of  maintaining  it  on  a current  basis. 

“ Health  Manpower' 

As  something  of  a “companion  piece"  to 
the  Data  Book,  this  study  of  human  resources 
of  health  manpower  in  Virginia  is  the  joint 
product  of  the  Virginia  Council  on  Health 
and  Medical  Care,  the  Regional  Medical  Pro- 
grams and  the  OCHP.  It  does  not  deal  with 
the  supply  of  physicians,  which  is  covered  in 
the  next  item  below. 

Physician  Time  Study 

This  is  another  example  of  cooperation  be- 
tween The  Medical  Society  of  Virginia  and 
the  OCHP.  It  is  basically  a questionnaire 
study  of  how  Virginian  physicians  spend  their 
professional  time.  In  addition,  opinions  were 
sought  about  the  extent  to  which  it  might  be 
feasible  to  train  and  to  use  under  proper  super- 
vision, various  types  of  physician’s  assistants, 
including  the  kinds  of  procedures  and  respon- 
sibilities that  might  be  delegated  to  them. 

Several  panels  made  up  of  nurses,  medical 
students,  and  physicians  in  practice  were  as- 
sembled to  discuss  the  problems  under  study, 
and  to  report  on  their  experience  with  as- 
sistants of  different  types.  This  study  was 
directed  by  a medical  sociologist. 


Health  Care  for  Rural  Virginians 

The  Rural  Affairs  Study  Commission, 
created  by  the  General  Assembly,  asked  the 
State  Health  Department  to  propose  a plan 
for  up-grading  health  care  in  rural  areas  to  aid 
in  curbing  population  movement  to  the  cities. 
The  Governor’s  Health  Planning  Advisory 
Council  and  the  OCHP  were  asked  to  “con- 
sult with  the  medical  profession  and  other  in- 
terested groups  to  develop  a State  health  serv- 
ices plan  using  the  planning  districts  as  the 
basic  health  regions."  The  medical  and  dental 
societies  appointed  ad  hoc  committees,  both 
of  which  were  very  helpful  in  arriving  at  the 
final  recommendations.  A number  of  sugges- 
tions were  made,  including  a major  one  that 
the  nascent  planning  activities  in  Virginia  be 
strengthened  and  extended.  Three  other  im- 
portant recommendations  are  discussed  briefly 
below. 

Regionalization  of  Health  Services 

The  Rural  Affairs  Study  Commission  itself 
realized  that  every  community  in  Virginia 
cannot  support  a hospital  or  a complete  team 
of  medical  specialists  equipped  to  diagnose  and 
direct  treatment  for  all  illnesses.  As  the  Com- 
mission pointed  out,  the  problem  requires: 

“health  resource  management,  including 
use  of  health  manpower,  organization  of  fa- 
cilities, and  financing  of  the  health  delivery 
system." 

A pattern  of  regionalization  of  health  care 
was  proposed  as  probably  the  best  and  most 
equitable  way  to  distribute  Virginia’s  health 
resources  in  such  a manner  that  both  rural  and 
urban  citizens  would  have  access  to  the  various 
levels  of  care.  Different  patients  require  dif- 
ferent kinds  of  care  at  different  points  and 
times  in  the  natural  history  of  the  diseases  or 
disabilities  from  which  they  might  suffer.  The 
regionalization  concept  provides  for  a network 
of  health  facilities  and  services  which  differ 
in  gradation  of  specialization.  The  more  dif- 
ficult the  diagnosis  or  complex  the  disease,  the 
further  up  the  ladder  of  specialization  the  par- 
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ticular  patient  would  need  to  “climb”  to  obtain 
the  care  required. 

The  Commission’s  brief  description  of  the 
regionalization  concept  is  so  clear  and  concise 
that  it  may  be  quoted  (slightly  edited): 

“The  Commission  desires  to  see  the  health 
care  delivery  system— the  complex  of  private 
and  public  health  and  medical  services  and 
personnel  within  Virginia— developed  co- 
operatively with  local  and  areawide  support, 
until  an  effective  system  of  facilities  and 
services  is  created.  Such  a system  would  be 
expected  to  have  four  levels  of  services.  At 
the  community  level  would  be  a health  cen- 
ter, often  called  a Health  Outreach  Clinic 
or  HOC,  staffed  by  general  practitioners  or 
physicians  engaged  in  family  practice,  to- 
gether with  qualified  assistants.  At  the  area 
level  would  be  hospitals  for  less  complicated 
cases.  At  the  regional  (intermediate)  level 
would  be  hospitals  located  in  the  major 
municipalities,  usually  places  with  over  1 00,- 
000  population.  At  the  State  level,  (there 
might  ultimately  be  about  five  regionaliza- 
tion systems,  each  associated  with  a medical 
school,  or  a large  hospital  such  as  would  be 
found  in  a medical  school  complex). 
Through  this  four  level  system,  the  Com- 
mission believes  that  rural  areas  of  Virginia 
will  achieve  equality  of  access  to  a reason- 
able and  acceptable  quality  of  health  care 
services.  These  services  should  be  supplied 
by  private  effort,  if  possible,  by  private  and 
public  effort  when  necessary,  or  by  public 
effort  alone  when  other  means  are  not  prac- 
tical.” 

Experimental  Field  Laboratory 

Field  testing  of  new  ideas  in  health  delivery 
and  in  health  administration  on  a pilot-study 
basis  before  such  ideas  were  adopted  generally, 
was  another  important  recommendation  to  the 
Rural  Affairs  Study  Commission.  A research- 
study  team,  though  headquartered  in  one  of 
the  State  planning  districts,  might  undertake 
studies  in  various  areas  of  the  State  as  needed. 
Much  waste  could  undoubtedly  be  saved  by 
action  research,  which  would  not  in  any  way 


duplicate  bench  type  or  clinical  studies.  It 
could  go  a long  way  toward  solving  adminis- 
trative questions  out  in  the  community  rather 
than  leaving  administrative  decisions  to  depend 
on  conference  table  discussions. 

Health  Aspects  of  Environmental  Problems 

The  OCHP  participates  with  the  many  oth- 
er State  agencies  represented  on  the  Gover- 
nor’s Council  on  the  Environment  in  working 
to  coordinate  the  numerous  approaches  to 
environmental  improvement,  and  in  helping 
finance  this  Council’s  activities.  The  OCHP 
suggested  to  the  Rural  Affairs  Study  Commis- 
sion the  following  position  on  the  relationship 
of  health  agencies  to  control  of  the  environ- 
ment: 

“Whenever  environmental  decisions  that 
have  an  impact  on  the  health  of  people  are 
to  be  made,  an  environmentalist  with  train- 
ing in  health  should  be  consulted  before  the 
decision  is  made,  whether  or  not  a health 
agency  may  be  responsible  for  implementa- 
tion.” 


Estimated  Allocation  of  Resources 
in  the  Future 

It  is  clearly  difficult  and  perhaps  unwise  to 
attempt  any  rigid  allocation  of  resources  of 
the  OCHP  during  the  next  year  or  so.  How- 
ever, it  helps  to  sharpen  thinking  about  priori- 
ties! One  estimated  distribution  follows: 


Subject 

A.  Implementation  of  study 

findings 

Physician  Time  Study 
Health  for  Rural 
Virginians 
Transportation  of 
rural  poor  to  health 
services 

B.  Health  Resources 

Financing 

Manpower 

Facilities 

Services 

C.  Health  Information 

Drug  Abuse 
Morbidity  Data 
Planning  Data 


Time  for  Percent  of 
Completion  Budget 

Dependent  on  action 

of  legislation  5% 


50%  during  1972  10% 


10% 
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Time  for  Percent  of 
Subject  Completion  Budget 

D.  Consultative  services  to 

Areawide  agencies  Continuing  15% 

E.  Organization,  Liaison, 

Coordination  and 

Education  Continuing  10% 

F.  Development  of  New 

Areawide  Councils  1-2  years  20% 

G.  Experimental  Field 

Laboratory  Continuing  15% 

H.  Liaison  with  Governor’s 

Council  on  the 

Environment  15% 


100% 
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New  Programs — New  Progress  at 
Lynchburg 

A great  awareness  of  the  needs  of  the  men- 
tally retarded  has  taken  hold,  and  as  a result 
great  strides  have  been  made.  Below  is  a sum- 
mary of  the  new  programs  in  progress  at 
Lynchburg  Training  School  and  Hospital, 
which  have  been  most  beneficial  to  our 
patients. 

The  Constructive  Activity  Program  was 
begun  about  five  years  ago  by  the  Nursing 
Service  for  the  purpose  of  providing  struc- 
tured recreational  activities  and  to  motivate  the 
severely  and  profoundly  retarded  patients. 
Each  program  surpassed  the  previous  in  its 
success,  until  the  latest  presentation  which  fea- 
tured songs,  solo  performances  and  even  a tap 
dance  number  was  so  well  received  that  seg- 
ments were  filmed  by  a local  news  reporter 
and  in  turn  narrated  and  showed  on  a Tele- 
vision Newscast. 


Dancers  in  “Constructive  Activity” 


The  Work  Activity  Center  provides  mean- 
ingful work  for  the  Long  Term  Institution- 
alized Retardate.  This  operation  primarily  is 

Byrum,  Catherine,  Coordinator , and  Secre- 
tary to  Assistant  Superintendent , Administrative , 
Lynchburg  Training  School  and  Hospital. 
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one  of  packaging  and  heat-sealing  plastic  sil- 
verware. This  was  started  the  end  of  October 
1970  and  in  its  first  year  they  shipped  over 
3,000,000  plastic  silverware  kits.  The  money 
received  as  a result  of  these  contracts  is  given 
to  the  patient-employees  enabling  them  to  pur- 
chase items  they  would  never  have  been  able 
to  afford  otherwise.  We  are  now  expanding 
and  have  established  classes  of  so-called  un- 
trainable  patients. 

Our  Food  Service  Department  established 
a program  to  train  the  mentally  retarded  in 
jobs  in  the  food  service  industry.  This  pro- 
gram has  been  so  successful  that  many  patients 
who  were  wards  of  the  State  have  been  dis- 
charged as  wage  earners  and  taxpayers.  Our 
Food  Service  Director  also  solved  a major 
problem  in  feeding  hyperactive  patients 
through  the  development  of  nutritious  liquid 
foods  that  these  patients  could  ingest.  Through 
his  efforts  a complete  high  caloric  diet  is  now 
in  use  here  and  at  many  other  hospitals 
throughout  the  country. 

Camp  Virginia  Jaycees  was  opened  for  the 
first  time  in  1971  for  the  mentally  retarded 
under  the  sponsorship  of  Virginia  Jaycees  and 
the  Virginia  Association  for  Retarded  Chil- 
dren, and  our  Social  Service  Department  has 
handled  the  participation  of  our  patients  in 
this  program.  They  coordinated  the  selection 
of  the  boys  and  girls,  prepared  application 
forms,  made  sure  the  required  physical  exam- 
inations were  made  and  that  the  necessary 
clothing  was  available  for  the  camping  trips, 
which  provided  3 6 of  our  patients  with  a week 
at  camp.  In  addition,  some  of  our  children 
were  involved  in  day  camp  activities  at  Kum- 
ba-Yah  sponsored  by  the  Lynchburg  Christian 
Fellowship,  in  which  case  each  one  attended 
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for  a three  week  period.  They  commuted 
daily  and  the  transportation  was  provided  by 
our  Recreation  Department. 

Another  first  was  the  invitation  received  for 
our  students  from  the  H.  Minor  Davis  School 
to  participate  in  the  1971  track  and  field  events 
at  the  Virginia  Special  Olympics  for  the  Men- 
tally Retarded  which  took  place  at  Foreman 
Field  in  Norfolk.  Our  Physical  Education 
teachers  started  the  training  program  in  their 
regular  classes  beginning  with  85  boys  and  75 
girls.  The  training  consisted  of  warm-up  exer- 
cises (running  in  place,  windmills,  etc),  mus- 
cle builders  (sit-ups,  push-ups,  etc.)  and  skill 
builders  in  actual  track  and  field  events.  As 
the  sessions  continued  the  trainees  were  nar- 
rowed down  until  final  elimination  resulted  in 
six  boys  and  five  girls  qualifying  to  participate. 
Olympic  Day  was  a memorable  occasion  cli- 
maxed by  a parade  of  the  athletes  around  the 
field  and  the  presentation  of  “Participation 
Medals’".  Four  blue  ribbons  were  won  by  two 
of  our  1 6 year  old  girls  who  took  first  place  in 
the  Softball  Throw  and  the  300  Yard  Dash, 
a 17  year  old  girl  got  a red  ribbon  for  2nd 
place  in  the  Standing  Broad  Jump,  and  a 14 
year  old  boy  received  a yellow  ribbon  for  3rd 
place  in  the  50  Yard  Dash. 

More  and  more  interested  citizens  are  be- 
coming involved.  The  biggest  event  to  show 
that  our  Community  Cares  is  the  Carnival 


Carnival— Old  Car  Parade 


which  is  held  on  the  LTS&H  campus  annually 
and  to  which  the  patients  look  forward  as  they 


do  to  Christmas.  The  Volunteer  Services  Coun- 
cil operates  independently  and  functions  as  the 
center  of  the  carnival  planning  and  coordina- 
tion for  all  the  leading  civic,  church,  fraternal 
and  business  organizations  that  become  in- 
volved, and  who  are  more  than  eager  to  lend 
of  their  time  and  services.  They  donate  ice 
cream,  drinks  and  cookies,  and  they  man  the 
booths.  There  are  games  such  as  Bingo,  Milk 
Bottle  Toss,  Fish  Pond,  Ring  Toss,  Chip  Toss 
and  Sponge  Throw,  and  prizes  are  given  to  all 
the  patients  who  play,  win  or  lose.  There  are 
also  cotton  candy  and  popcorn  machines  to 
make  the  day  complete. 

Our  Psychology  Department  had  the  addi- 
tional help  of  seven  college  students  this  win- 
ter. Sweet  Briar  College  which  is  located  just 
ten  miles  away,  set  aside  the  month  of  January 
for  its  students  to  work  on  special  projects. 
Two  sophomores,  a junior  and  four  seniors, 
most  of  whom  are  psychology  majors,  elected 
to  do  the  winter  term  project  at  LTS&H.  As 
part  of  their  orientation  those  in  charge  of 
activities  which  could  use  their  special  help, 
spoke  to  these  students  about  the  activity  and 
acquainted  them  with  ways  in  which  they 
could  be  of  assistance.  Our  patients  received 
special  attention  from  these  volunteers.  Our 
Food  Service  Director  expressed  interest  in 
having  special  tutoring  for  the  patients  in  the 
Waitress  Training  Program  and  three  girls 
devoted  themselves  to  teaching  the  skills  of 
telling-  time,  writing  orders,  making  change, 
etc.  Two  girls  helped  in  the  Physical  Therapy 
Unit.  Two  helped  in  Nursing  Service,  one  in 
Remotivation  Activity,  one  in  Constructive 
Activity,  and  still  another  became  a teacher’s 
aide  in  an  academic  classroom.  These  students 
had  the  opportunity  to  attend  professional 
meetings  such  as  Classification  Staff,  Habita- 
tion Committee,  and  they  also  observed  the 
giving  of  several  psychologic  evaluations.  The 
Supervisors  were  very  impressed  with  the  help 
they  received,  and  the  students  expressed  the 
desire  to  come  back  next  January. 

Our  Chaplain’s  Department  has  also  begun 
a new  program  involving  students  from  nearby 
Lynchburg  College.  Lour  students  who  are 
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juniors  and  seniors  in  Religion  are  taking  a 
course  offered  by  our  Chaplain  directed  to- 
ward helping  them  become  acquainted  with 
mental  retardation  and  the  role  of  a mental 
health  chaplain.  The  come  to  the  campus, 
work  on  various  wards,  participate  in  tours, 
lectures  and  seminars.  We  are  also  continuing 
our  affiliation  with  Virginia  Baptist  Hospital; 
one  Chaplain-Intern  spends  one  day  a week 


here  training  and  working  with  our  patients, 
and  two  student  chaplains  from  the  Church 
Army  of  the  Episcopal  Church  are  working 
here  daily  for  about  six  weeks.  This  program 
serves  as  an  excellent  means  of  public  relations 
since  the  experience  these  students  receive  will 
hopefully  be  shared  with  others  in  the  com- 
munity who  are  not  aware  of  the  services 
provided  for  our  patients. 


c. 

r 
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Nearly  6,000  Kidney  Transplants  on  Record 


There  is  nearly  a 90  per  cent  chance  of 
celebrating  the  first  anniversary  of  a kidney 
transplant,  if  the  new  kidney  comes  from  a 
close  blood  relative,  announces  the  ninth  re- 
port of  the  human  renal  (kidney)  transplant 
registry  in  the  April  10th  issue  of  the  Journal 
of  the  American  Medical  Association. 

The  report  was  prepared  by  the  Advisory 
Committee  to  the  Renal  Transplant  Registry 
of  the  American  College  of  Surgeons— Na- 
tional Institutes  of  Health  Organ  Transplant 
Registry.  It  is  based  on  an  extensive  sample 
of  world-wide  renal  transplantation  activity. 

The  report  summarized  data  from  5,952 
kidney  transplants  in  5,432  patients  reported 
to  the  registry  from  1951  to  April  15,  1971.  A 
total  of  3,661  such  operations  were  performed 
in  the  United  States  in  91  institutions;  2,291 
were  reported  from  99  centers  elsewhere.  At 
this  time,  5,432  cases  are  first  transplants;  469 
are  second;  44  are  third,  and  seven  represent 
four  or  more  transplant  operations  in  the  same 
patient. 


The  summary  noted  the  following  develop- 
ments: 

The  current  patient  survival  in  recipients 
receiving  a familial  graft  approaches  90  per 
cent  at  one  year  and  7 5 per  cent  at  two  years. 
Comparable  figures  for  patients  receiving  a 
cadaver  graft  are  70  per  cent  at  one  year  and 
60  per  cent  at  two  years. 

Kidney  transplant  results  as  a whole  appear 
to  have  reached  a plateau  of  success.  There 
was  very  little  change  in  patient  survival  dur- 
ing the  last  four  years. 

Donor  and  recipient  age  have  little  apparent 
influence  on  the  ultimate  results  of  grafts, 
clearing  the  way  for  greater  utilization  of  aged 
or  infant  donors. 

One  transplant— from  an  identical  twin— is 
now  functioning  in  its  1 6th  year.  The  young- 
est patient  with  a still-functioning  graft  (age 
three  at  time  of  transplant)  is  10  years  old, 
while  the  oldest  is  63.  Ten  patients  under  age 
three  have  received  grafts.  Two  patients  over 
80  received  renal  grafts,  but  neither  survived. 
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Medicare— Part  B . . 


CURTIS  J.  KELLY,  JD 
Richmond,  Virginia 


Physician  Input  into  the  Medicare 
Claims  Process 

Part  B of  Medicare  in  Virginia  utilizes  the 
services  of  actively  practicing  physician  con- 
sultants in  its  claims  process.  Currently  The 
Travelers  Medicare  is  soliciting  additional 
physician  input  into  this  process. 

As  claims  are  received  Medicare  assigns  each 
a control  number  and  from  that  point  on  the 
progress  of  the  claim  is  followed  by  use  of  its 
individual  number.  Many  claims,  as  received, 
are  obviously  defective  due  to  lack  of  neces- 
sary beneficiary  identification  or  medical  in- 
formation. Such  claims  are  screened  out  to  a 
telephone  unit  and  information  is  solicited 
from  physicians,  suppliers,  or  the  medicare 
beneficiary.  Telephone  inquiries  amount  to 
several  thousand  each  month  and  are  expensive 
to  Medicare  and  physicians  whose  office  as- 
sistants receive  and  reply  to  various  inquires. 

Claims  that  appear  to  be  in  order  are  for- 
warded to  the  Input  Section  where  experi- 
enced processors  code  the  claims  from  the 
information  provided  by  the  physician  on 
either  the  SSA  1490  (Request  for  Medicare 
Payment  form)  or  the  physician’s  bill.  Each 
individual  procedure  is  required  to  be  iden- 
tified by  a numeric  code  and  regularly  it  is 
found  that  all  services  have  not  been  ade- 
quately identified  or  priced.  In  such  a case 
the  individual  claim  is  then  forwarded  to  the 
telephone  unit  so  that  necessary  information 


can  be  obtained  from  the  physician  or  supplier. 
In  the  normal  flow  of  claims  processing  ques- 
tions arise  on  the  necessity  of  the  services 
rendered,  the  duration  of  the  treatment  of  the 
beneficiary,  or  other  questions  involving  medi- 
cal matters.  These  claims  are  screened  out 
and  forwarded  for  review  to  the  Utilization 
Review  Unit.  This  unit  consists  of  trained 
paramedical  personnel  who  in  turn  make  fur- 
ther investigation,  where  indicated. 

At  this  point,  if  the  matter  cannot  be  re- 
solved, the  services  of  the  physician  consul- 
tant are  solicited.  Our  nurse  consultant  re- 
views the  claim  in  detail  to  assure  that  all 
required  information  is  present  and  presents 
the  file  to  the  physician  consultant  for  review 
and  advice  based  on  the  information  contained 
in  the  file. 

Through  The  Medical  Society  of  Virginia 
The  Travelers  Medicare  is  soliciting  additional 
physician  input  into  its  claims  review  process 
and  we  are  particularly  interested  in  obtaining 
the  services  of  an  interested  internal  medicine 
specialist.  Such  physician  could  expect  to  spend 
about  two  to  three  hours  every  other  week 
in  our  Richmond  Office  reviewing  claims.  We 
would  expect  to  enter  into  a mutually  agree- 
able financial  arrangement.  If  you  are  inter- 
ested in  rendering  this  service  to  the  medical 
community  and  the  elderly  public,  please  con- 
tact Mr.  Robert  I.  Howard  at  The  Medical 
Society  of  Virginia. 
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Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  at  Society  headquar- 
ters on  Wednesday,  April  26. 

Members  Present:  Dr.  William  S.  Hotchkiss, 
Dr.  Carl  E.  Stark,  Dr.  James  M.  Moss,  Dr.  W. 
Leonard  Weyl,  Dr.  Mack  I.  Shanholtz,  Dr.  Harry 
J.  Warthen,  Dr.  Thomas  S.  Edwards,  Dr.  Ray- 
mond S.  Brown,  Dr.  Arthur  A.  Kirk,  Dr.  Car- 
rington Williams,  Jr.,  Dr.  George  J.  Carroll,  Dr. 
Baxter  H.  Byerly,  Dr.  John  A.  Martin,  Dr.  James 
C.  Respess,  Dr.  Alvin  E.  Conner,  Dr.  James  Hal 
Smith  and  Dr.  Thomas  L.  Lucas. 

Others  Present:  Dr.  Anthony  J.  Munoz,  Sec- 
ond Vice-President;  Dr.  William  J.  Hagood, 
Vice-Speaker,  Dr.  W.  Callier  Salley,  Dr.  Alex- 
ander McCausland  and  Dr.  William  R.  Hill,  AMA 
Delegates;  Dr.  F.  Ashton  Carmines  and  Dr. 
Michael  A.  Puzak,  AMA  Alternate  Delegates; 
Dr.  Warren  H.  Pearse,  Dean,  Medical  College  of 
Virginia;  and  Mr.  William  R.  Miller,  Attorney. 

Optometry 

Dr.  John  F.  Nowell,  Annandale,  advised  Coun- 
cil that  Virginia  ophthalmologists  are  quite  con- 
cerned over  legislation  enacted  by  the  General 
Assembly  of  Rhode  Island  in  1971.  This  particu- 
lar legislation,  which  defined  the  actions  of  op- 
tometrists, permits  “.  . . the  topical  application  of 
drugs  to  the  eye,  to  wit,  mydriatics,  miotics,  and 
the  use  of  topical  anesthetics  . . . .” 

This  legislation  is  considered  something  of  a 
landmark  since  it  makes  legal  the  use  of  drugs 
by  individuals  who  have  had  very  little,  if  any, 
medical  training.  It  therefore  opens  the  door  for 
intrusion  into  the  practice  of  medicine  not  only 
by  optometrists  but  other  health  workers. 

Dr.  Nowell  pointed  out  that  medicine  has  a 
responsibility  to  protect  the  patient  and  that  every 
effort  should  be  made  to  strengthen  our  Vir- 
ginia statutes.  He  stated  that  ophthalmologists 
receive  very  few  referrals  from  optometrists  and 
there  is  good  reason  to  believe  that  the  latter 
group  will  soon  wish  to  use  drugs  for  therapeutic 
purposes. 

Dr.  Nowell  expressed  concern  over  the  lack  of 
reference  to  drugs  in  the  Virginia  statutes  gov- 
erning optometry.  He  suggested  several  alterna- 
tives, including  an  amendment  to  the  Drug  Con- 
trol Act,  an  amendment  to  the  State  Optometric 


Act,  and  the  possible  elimination  of  a specific  dis- 
claimer in  the  Medical  Practice  Act. 

A question  was  raised  as  to  whether  medicine 
should  seek  to  solve  the  problem  by  endeavor- 
ing to  upgrade  the  practice  of  optometry  and 
thereby  convert  optometrists  into  more  useful 
members  of  the  overall  health  care  team.  Al- 
though it  was  agreed  that  such  a goal  has  much 
to  recommend  it,  some  doubt  was  expressed  con- 
cerning the  cooperation  of  the  optometrists. 

Dr.  Carroll  pointed  out  that  any  proposed 
amendments  to  the  Medical  Practice  Act  must  be 
finalized  by  June  in  order  that  the  Board  could 
have  them  ready  for  Council  review  in  Septem- 
ber. 

It  was  then  moved  by  Dr.  Kirk  that  Virginia 
ophthalmologists  confer  with  Mr.  Miller  and  ap- 
propriate members  of  the  Board  of  Medical  Ex- 
aminers for  the  purpose  of  preparing  a recom- 
mended plan  of  action.  The  motion  was  seconded 
and  adopted. 

VAMIS 

Council  was  pleased  to  learn  that  the  well 
known  VAMIS  project  of  the  Virginia  Regional 
Medical  Program  will  be  continued  with  the  as- 
sistance of  the  State’s  medical  schools  and  other 
interested  groups.  Although  the  Regional  Medi- 
cal Program  has  requested  continued  support  of 
the  project  by  the  Society,  no  funds  for  its  main- 
tenance are  being  requested  at  this  time. 

It  was  then  moved  by  Dr.  Stark  that  the  So- 
ciety continue  to  endorse  and  support  the  VAMIS 
project,  but  without  financial  assistance.  The  mo- 
tion was  seconded  and  carried. 

Medical  Education 

Dr.  Carroll  reported  that  the  Committee  on 
Medical  Education  was  moving  ahead  in  its  con- 
sideration of  a continuing  education  institute  for 
Virginia.  An  ad  hoc  committee,  headed  by  Dr. 
Pinson  Neal,  is  now  hard  at  work  studying  the 
matter  from  all  angles. 

Dr.  Perez  commented  on  the  Massachusetts 
continuing  education  institute  and  stated  that  its 
sizeable  budget  of  over  $200,000  a year  has  come 
about  over  a long  period  of  time.  He  reaffirmed 
the  fact  that  the  Regional  Medical  Program  is 
anxious  to  help  the  Society  with  such  a project 
and  stands  ready  to  assist  in  every  possible  man- 
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ner.  He  went  on  to  say  that  the  Massachusetts 
institute  has  established  coordinated  hospital  based 
programs  which,  among  other  things,  serve  as 
means  of  communication  between  staff  members. 
The  programs  also  make  full  use  of  the  talents 
of  all  staff  members  and  insure  maximum  partici- 
pation. 

Dr.  Perez  then  discussed  a proposal  for  the  Re- 
gional Medical  Program  to  establish  regional  of- 
fices—each  with  its  own  coordinator.  Each  office 
would  work  with  a special  committee  in  plan- 
ning and  carrying  out  various  continuing  educa- 
tion activities.  He  stressed  the  fact  that  all  fund- 
ing applications  from  RMP  must  be  submitted  by 
May  30. 

It  was  agreed  that  the  matter  of  a continuing 
education  institute  would  require  at  least  a year 
of  detailed  study.  Dr.  Weyl  then  moved  that 
further  discussion  be  tabled  and  that  the  ad  hoc 
committee  be  encouraged  to  proceed  as  it  be- 
lieves advisable.  The  motion  was  seconded  and 
carried. 

Chiropractic 

Dr.  Hotchkiss  reported  the  events  which  led 
to  a meeting  of  the  Executive  Committee  on 
March  19  and  explained  why  the  Board  of  Direc- 
tors of  Blue  Shield  of  Virginia  had  been  urged 
to  withdraw  its  bid  for  the  State  emplovee  health 
insurance  program.  The  Committee  had  recom- 
mended that,  should  the  Blue  Shield  Board  in  its 
judgment  decide  not  to  withdraw  its  bid,  the 
Society  must  sever  with  deepest  regret  all  official 
relationship  with  Blue  Shield  of  Virginia— includ- 
ing the  appointment  of  a specific  number  of  Board 
members. 

The  Blue  Shield  Board  has  given  a great  amount 
of  thought  to  the  problem  in  the  last  two  weeks 
and  has  suggested  the  possibility  of  subcontract- 
ing with  Health  Insurance,  Inc.,  of  Chicago  for 
the  payment  of  chiropractic  services. 

It  was  brought  out  that  a Richmond  based  in- 
surance company  has  also  offered  to  help  solve 
the  problem  by  subcontracting  with  Blue  Shield 
for  the  payment  of  chiropractic  services.  The 
question  was  raised  as  to  what  will  happen  next 
year  when  bids  are  once  more  requested  on  the 
State  employee  program.  Will,  for  example.  Blue 
Shield  find  itself  in  a position  to  bid  on  a pro- 
gram which,  under  law,  requires  coverage  for 
chiropractic  services? 

All  members  of  Council  were  provided  an  op- 
portunity to  express  their  thoughts  on  the  prob- 
lem and  comments  were  many  and  varied.  There 


were  a goodly  number  who  believed  strongly 
that  the  Society  should  stand  firm  on  principle 
and  refuse  to  go  along  with  any  program  which 
would,  in  some  manner,  pay  for  chiropractic 
services.  Others  expressed  the  feeling  that  the 
Society  should  take  a more  moderate  approach 
and  thereby  make  it  possible  for  Blue  Cross-Blue 
Shield  to  obtain  a contract  which  it  seemingly 
would  like  to  have  very  much.  It  was  brought 
out  that  a number  of  component  societies  have 
expressed  firm  support  of  the  Society’s  stand  thus 
far  and  that  this  should  be  taken  into  considera- 
tion. 

A motion  by  Dr.  Moss  which  would  support 
the  proposal  of  the  Blue  Shield  Board  with  refer- 
ence to  subcontracting  with  Health  Services,  Inc., 
was  seconded  but  lost. 

It  was  then  moved  by  Dr.  Williams  that  The 
Medical  Society  of  Virginia  approve  the  action 
of  Blue  Cross-Blue  Shield  of  Virginia  in  seeking 
to  provide  health  insurance  coverage  for  State 
employees— provided,  however,  that  chiropractic 
services  be  financed  by  the  State  in  some  manner 
other  than  through  Blue  Cross-Blue  Shield.  The 
motion  was  seconded. 

After  being  assured  that  the  resolution,  as 
worded,  would  withhold  Society  approval  if 
chiropractic  services  were  subcontracted  in  anv 
manner  by  or  through  Blue  Cross-Blue  Shield, 
Council  adopted  the  motion. 

A motion  to  declare  an  Executive  Session  was 
then  seconded  and  adopted. 

Immediately  following  the  Executive  Session, 
Council  recessed  for  lunch. 

Student  Component  Societies 

Dr.  Harry  C.  Bates,  Chairman  of  the  special 
Committee  Studying  the  Future  Mission  of  the 
Society,  reported  that  little  interest  has  been 
shown  by  students  in  student  component  socie- 
ties. Letters  confirming  this  fact  have  been  re- 
ceived from  both  the  University  of  Virginia  and 
Medical  College  of  Virginia.  As  of  this  time.  The 
Medical  Society  of  Virginia  has  no  student  mem- 
bers. 

Because  of  this  obvious  lack  of  interest,  it  was 
the  Committee’s  recommendation  that  no  further 
effort  be  made  to  enlist  student  membership.  A 
motion  to  approve  the  recommendation  was  sec- 
onded and  carried. 

Staff  Retirement  Program 

Dr.  Bates  indicated  that  his  Committee  had 
spent  a great  deal  of  time  studying  the  Society’s 
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retirement  program  for  staff  members.  It  believed 
that  serious  consideration  should  be  given  to 
changing  the  maximum  allowable  wage  base  from 
that  earned  at  age  55  to  that  earned  at  age  60.  This 
would  prevent  inflation  from  taking  as  great  a 
toll  as  it  would  otherwise.  It  was  pointed  out  that 
such  change  would  mean  an  additional  $7,000 
outlay  immediately  and  an  increased  annual  pre- 
mium. 

It  was  the  consensus  that  such  a change  would 
be  entirely  justified  and  a motion  by  Dr.  Weyl 
to  adopt  the  Committee' s recommendation  was 
seconded  and  carried. 

Physician  Retirement 

The  Future  Mission  Committee  believes  that 
the  Society  should  be  concerned  about  those  Vir- 
ginia physicians  who  continue  to  practice  after 
their  health  or  mental  acuity  make  their  effec- 
tiveness questionable  or  hazardous  to  the  patient— 
purely  aside  from  medical  knowledge.  It  was  the 
Committee’s  recommendation  that  Council  re- 
view any  proposed  revision  of  the  Medical  Prac- 
tice Act  and  offer  its  assistance  in  furthering  the 
public  safety  in  this  regard. 

Dr.  Carroll  reported  that  the  Board  has  studied 
the  Florida  “Sick  Doctor  Law”  very  carefully 
and  might  well  seek  to  incorporate  its  more  ac- 
ceptable features  into  the  Medical  Practice  Act. 

A motion  by  Dr.  Stark  to  adopt  the  Commit- 
tee's recommendation  was  seconded  and  carried. 

House  of  Delegates 

Dr.  Bates  stated  that  his  Committee  had  spent 
a good  part  of  its  meetings  discussing  the  dis- 
parity which  exists  where  representation  in  the 
House  of  Delegates  is  concerned.  Although  it 
knows  of  no  better  way  to  geographically  struc- 
ture the  Society,  it  does  feel  that  it  would  be  best 
to  change  the  formula  for  delegates  from  com- 
ponent societies  to  one  delegate  and  one  alternate 
for  each  20  members  or  major  fraction  thereof. 

At  the  present  time,  one  delegate  is  permitted 
for  each  35  members  or  major  fraction  thereof. 
It  was  the  Committee’s  feeling  that  such  a change 
would  give  larger  societies  fairer  representation 
and  would  not  take  any  delegates  away  from  the 
smaller  components.  It  would  also  bring  addi- 
tional members  into  active  participation  in  So- 
ciety affairs. 

Discussion  revealed  some  very  definite  opposi- 
tion to  making  a change  of  any  kind  and  a motion 
by  Dr.  Stark  to  table  was  seconded  and  adopted. 


The  Committee  was  requested,  however,  not  to 
drop  the  matter  entirely  and  to  continue  to  give 
the  problem  some  thought. 

Component'  Society  Charters 

Council  was  then  advised  that  the  Future  Mis- 
sion Committee  believes  that  some  method  should 
be  found  whereby  the  Society  can  revoke  a com- 
ponent’s charter  when  membership  drops  to  zero 
or  inactivity  actually  negates  the  existence  of  the 
component.  The  Committee  feels  strongly  that 
every  component  society  should  be  represented 
in  the  House  of  Delegates  and  that  those  with 
fewer  than  five  members  should  be  encouraged 
to  combine  with  larger  components. 

It  was  agreed  that  something  should  be  done 
along  the  lines  suggested  by  the  Committee  and 
that  an  amendment  to  the  By-Laws  would  un- 
doubtedly be  necessary.  A motion  by  Dr.  Stark 
to  endorse  the  Committee's  recommendations  and 
refer  them  to  the  Judicial  Committee  for  imple- 
mentation was  seconded  and  adopted. 

Council  Meetings 

Dr.  Bates  next  reported  that  his  Committee,  by 
request,  had  given  considerable  thought  to  ways 
and  means  of  expediting  the  business  of  Council. 
Council  meetings  have,  in  recent  years,  become 
quite  lengthy  and  it  is  considered  most  important 
to  develop  reasonable  methods  of  reducing  their 
length. 

It  was  the  Committee’s  recommendation  that 
the  privilege  of  the  floor  be  restricted  to  elected 
members  of  Council— unless  others  in  attendance 
are  specifically  called  upon.  After  some  discus- 
sion concerning  whether  the  word  “elected” 
should  be  replaced  by  the  word  “voting”,  a mo- 
tion to  take  no  action  was  adopted. 

Nominating  Procedure 

Dr.  Bates  reported  that  the  Committee  has 
given  much  thought  to  the  procedure  for  nomi- 
nating officers,  etc.,  during  the  Annual  Meeting 
and  expects  to  have  a final  report  and  recommen- 
dation when  the  House  meets  again  in  Novem- 
ber. 

Right  of  Discovery 

Dr.  Weyl  called  Council’s  attention  to  the  fact 
that  physicians’  records  can  be  subpoenaed  under 
Virginia’s  “Right  of  Discovery”  statute.  As  a re- 
sult of  this  law,  a patient’s  records  can  become 
an  open  book  to  the  attorney  who  exercises  the 
subpoena  power.  It  was  emphasized  that  corn- 
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plete  records  can  be  subpoenaed— not  just  those 
bearing  on  a particular  incident  or  period  of  time. 

Mr.  Miller  pointed  out  that  the  so-called  “privi- 
lege” belongs  to  the  patient  rather  than  the  phy- 
sician and  the  patient’s  lawyer  should  be  advised 
when  a subpoena  is  received.  This  would  permit 
the  patient  to  contest  the  matter  should  he/she 
so  wish.  Mr.  Miller  went  on  to  state  that  he 
would  research  the  statute  very  carefully  and  seek 
to  determine  just  what  action  the  Society  might 
take  in  solving  what  has  become  a problem  of 
considerable  concern  to  the  physician  in  private 
practice. 

A motion  by  Dr.  Weyl  calling  for  Mr.  Miller 
to  explore  possible  protective  measures  for  those 
physicians  subpoenaed  to  produce  records  under 
the  “ Right  of  Discovery ” statute  was  seconded 

and  adopted. 

Peer  Review 

Council  was  pleased  to  learn  that  the  special 
Committee  on  Peer  Review  had  pushed  forward 
with  its  study  of  the  foundation  approach.  The 
Secretary  presented  a report  from  Dr.  Robert 
Maddock,  Chairman  of  the  Committee,  which  ex- 
pressed the  belief  that  the  time  has  arrived  for  a 
definite  decision  to  be  made  as  to  whether  a 
foundation  should  or  should  not  be  established 
for  peer  review  purposes.  Consequently,  it  was 
Dr.  Maddock’s  recommendation  that  a two-day 
workshop  be  arranged  for  the  purpose  of  making 
a final  determination  as  to  when,  where  and  how 
such  a foundation  should  be  established. 

Dr.  Maddock  also  recommended  that  all  mem- 
bers of  Council  and  all  members  of  the  Peer  Re- 
view Committee  be  asked  to  attend  and  partici- 
pate in  the  workshop.  Those  attending  would  be 
divided  into  three  groups— each  with  a specific  re- 
sponsibility. 

Dr.  Hotchkiss  mentioned  the  possibility  that  a 
special  session  of  the  House  of  Delegates  might 
be  necessary  if  Council  decided  to  move  ahead 

J 

and  establish  a foundation  before  the  November 
Annual  Meeting.  There  was  some  question  as  to 
the  urgency  of  the  matter. 

Dr.  Respess  assured  Council  that  the  EMCRO 
project  currently  operating  in  Albemarle  County 
wants  to  help  the  Society  in  every  possible  man- 
ner and  has,  in  fact,  been  encouraged  to  do  so  by 
HEW  officials.  Such  assistance  could  well  in- 
clude financial  support. 

The  advisability  of  holding  a workshop  was 
discussed  at  some  length  and  it  was  the  consensus 


that  it  might  be  best  for  the  Committee  to  go 
ahead  and  prepare  a definitive  plan  for  Council’s 
consideration.  A motion  was  then  introduced  by 
Dr.  Moss  which  rejected  the  proposed  workshop 
but  requested  the  Committee  to  prepare  and  sub- 
mit to  Council  a definitive  plan  with  the  founda- 
tion approach.  The  motion  was  seconded  and 
adopted. 

It  was  then  agreed  that  a special  one-day  joint 
meeting  of  Council  and  the  Peer  Review  Com- 
mittee should  be  arranged  at  the  appropriate  time. 

Medical  Examiner 

Because  of  the  considerable  publicity  which 
has  surrounded  the  recent  resignation  of  Vir- 
ginia’s Chief  Medical  Examiner,  some  concern 
has  been  expressed  over  the  future  of  the  State’s 
medical  examiner  system.  Dr.  Shanholtz  reported 
that  Dr.  David  K.  Wiecking,  an  extremely  well 
qualified  physician,  had  just  been  appointed  as 
Virginia’s  new  Chief  Medical  Examiner.  He  stated 
that  a number  of  highly  qualified  candidates  had 
been  considered  and  that  Virginia  was  very  for- 
tunate. 

Dr.  Stark  reminded  Council  that  the  next  ses- 
sion of  the  General  Assembly  would  quite  likely 
again  consider  a bill  which  would  place  the  Of- 
fice of  the  Chief  Medical  Examiner  under  a new 
Department  of  Criminology.  There  is  also  a move- 
ment to  establish  a Department  of  Forensic  Medi- 
cine. 

Dr.  Stark  then  moved  that  The  Medical  So- 
ciety of  Virginia  be  placed  on  record  as  sup- 
porting Virginia’s  present  excellent  medical  ex- 
aminer system.  The  motion  was  seconded  and 
carried. 

Smallpox 

It  was  recalled  that  Council,  on  October  14, 
1971,  endorsed  compulsory  smallpox  vaccina- 
tions. This  action  was  taken  as  a result  of  a move 
by  the  U.  S.  Public  Health  Sendee  to  abolish  com- 
pulsory vaccinations. 

Since  that  time,  it  has  become  quite  obvious 
that  there  does  exist  a very  definite  difference  of 
opinion  on  the  subject.  It  was  reported  that  local 
health  departments  are  encountering  some  diffi- 
culty where  their  various  clinics  are  concerned. 
Some  physicians  administer  the  vaccination  while 
others  do  not.  Discussion  brought  out  that  al- 
though reaction  to  the  vaccine  is  sometimes  fairly 
severe,  there  have  been  no  vaccination  deaths  in 
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Virginia  for  at  least  ten  years.  The  vaccination 
has  been  improved  in  recent  years  and  any  risk 
is  considered  minimal. 

It  was  then  moved  by  Dr.  Weyl  that  The 
Medical  Society  of  Virginia  reaffirm  its  previous 
action  in  recommending  the  continuation  of 
smallpox  vaccinations.  The  motion  was  seconded 
and  carried. 

Arlington  County  Resolution 

Careful  consideration  was  given  a resolution 
calling  upon  AMA  to  establish  a study  commis- 
sion for  the  purpose  of  determining  the  most  ef- 
fective legal  way  to  bring  about  collective  bar- 
gaining and  institute  class  action  on  behalf  of  the 
medical  profession  in  the  United  States.  The  reso- 
lution had  been  referred  to  The  Medical  Society 
of  Virginia  because  of  the  many  pressures  and 
discriminatory  actions  directed  against  the  pro- 
fession in  recent  years. 

Following  considerable  discussion,  it  was  moved 
by  Dr.  Stark  that  the  resolution  be  approved  and 
referred  to  the  Society’s  AMA  delegates  for  in- 
troduction in  that  body’s  House  of  Delegates. 
The  motion  was  seconded  and  adopted. 

South  Pacific  Adventure 

The  four  travel  seminars  arranged  thus  far  for 
the  membership  have  proven  to  be  quite  success- 
ful and  Council  was  requested  to  consider  a pro- 
posal for  early  1973.  This  trip  would  visit  Ta- 
hiti, New  Zealand  and  Australia  and  date  of  de- 
parture would  be  some  time  the  latter  part  of 
February.  The  time  factor  is  such  that  a decision 
must  necessarily  be  made  immediately. 

Everyone  agreed  that  the  trips  have  been  un- 
usually well  received  and  a motion  by  Dr.  Moss 
to  approve  the  South  Pacific  Adventure  was  sec- 
onded and  adopted. 

Health  Spas 

The  State  Office  recently  received  an  inquiry 
concerning  weight  reducing  and  weight  gaining 
programs  advertised  and  carried  on  by  numerous 
health  spas  operating  in  the  State.  A question  was 
raised  as  to  whether  the  Society  should  look  into 
these  claims  and  perhaps  alert  the  public  to  the 
importance  of  having  any  weight  programs  pre- 
scribed and  supervised  by  physicians. 

After  careful  consideration  it  was  decided  that 
it  would  be  best  to  take  no  action  at  this  time  and 


a motion  by  Dr.  Moss  to  this  effect  was  seconded 
and  adopted. 

Membership  Records 

The  American  Medical  Association  would  like 
very  much  for  the  Society  to  join  with  five  other 
states  in  pioneering  a more  efficient  membership 
record  and  billing  system.  The  system  would 
involve  use  of  a well  known  computer  service 
and  the  expense  borne  almost  entirely  by  AMA. 

Mr.  Adoore  stated  that  our  present  billing  sys- 
tem requires  many  man  hours  and  definitely  re- 
stricts the  potential  of  the  staff.  He  reported  on 
a visit  with  the  Maryland  Society— currently  par- 
ticipating in  the  AAdA  sponsored  program— and 
he  had  been  quite  impressed  with  its  operation. 

A motion  by  Dr.  Moss  to  approve  participation 
in  the  new  AMA  sponsored  program  was  sec- 
onded and  adopted. 

Discriminatory  Regulation 

The  Texas  Medical  Association  recently  di- 
rected a letter  to  its  Congressional  delegation  con- 
cerning a regulation  of  the  Social  and  Rehabili- 
tation Service  of  the  Social  Security  Administra- 
tion requiring  providers  of  services  under  the 
Adedical  Assistance  Act  to  certify  on  the  claims 
payment  check  and  claims  form  that  they  are  not 
acting  fraudulently  in  requesting  payment  for 
their  services. 

It  was  moved  by  Dr.  Stark  that  the  Society 
support  the  Texas  action  and  advise  our  AMA 
delegates  accordingly.  The  motion  also  directed 
that  similar  letters  be  sent  to  members  of  Vir- 
ginia’s Congressional  delegation. 

The  motion  was  seconded  and  adopted. 

Annual  Meeting  Promotion 

Some  concern  was  expressed  over  the  failure 
of  our  Annual  Meetings  to  attract  a better  at- 
tendance. Less  than  20%  of  the  membership  now 
attends  the  meetings.  It  was  agreed  that,  although 
the  Society  is  apparently  caught  up  in  a national 
trend,  every  effort  should  be  made  to  improve 
the  situation. 

Dr.  Martin  expressed  the  thought  that  we 
should  make  better  use  of  photography  and  in 
that  way  arouse  the  membership  with  special  is- 
sues of  News  & Views,  etc.  These  special  mail- 
ings could  feature  such  events  as  the  golf  and 
tennis  tournaments,  alumni  get-togethers,  phy- 
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sician  of  the  year  award,  meetings  of  the  House 
and  Reference  Committees,  etc. 

A motion  to  follow  through  on  the  various  sug- 
gestions was  seconded  and  adopted. 

Treating  Members  of  Family 

Council  was  requested  to  consider  whether  a 
physician  who  treats  members  of  his  own  family 
should  bill  the  carrier  for  such  services.  It  was 
pointed  out  that  the  AMA  Judicial  Council  has 
stated  that,  as  a general  rule,  “.  . . . a physician 
should  not  attempt  to  treat  members  of  his  family 
or  himself.  Consequently,  the  physician  should 
cheerfully  and  without  recompense  give  his  pro- 
fessional services  to  physicians  or  their  depen- 
dents if  they  are  in  his  vicinity.” 

A motion  by  Dr.  Moss  to  support  the  position 
advocated  by  AMA  Judicial  Council  was  sec- 
onded. It  was  the  consensus  that  the  Judicial 
Council’s  statement  must  be  interpreted  as  being 
in  opposition  to  the  submission  of  any  statement 
for  the  treatment  of  one’s  immediate  family. 

Dr.  Weyl  then  moved  that  the  matter  be  re- 
ferred to  an  appropriate  committee.  The  motion 
was  seconded  and  adopted. 

Nutrition  Seminars 

The  AMA  Council  on  Foods  and  Nutrition 
will  again  sponsor  a program  of  seminars  and  lec- 
tures on  Virginia  College  campuses  this  fall.  The 
purpose  of  such  programs  is  to  inform  students 
and  faculty  of  recent  developments  and  stimulate 
interest  in  the  medical  sciences.  Thirteen  Vir- 
ginia colleges  will  have  such  programs  in  1972 
and  The  Medical  Society  of  Virginia  has  been  in- 
vited to  serve  as  co-sponsor. 

A motion  by  Dr.  Moss  to  co-sponsor  the  semi- 
nars was  seconded  and  adopted. 

Economics 

The  Virginia  Council  on  Economic  Education 
has  as  its  goal  the  introduction  of  common  sense 
economics  into  Virginia’s  local  school  systems. 
In  order  to  accomplish  this  objective,  the  Council 
plans  this  summer  to  train  90  teachers  in  eco- 
nomics through  the  medium  of  tuition-free  work- 
shops. The  Medical  Society  of  Virginia,  along 
with  other  interested  professional  associations,  has 
been  invited  to  make  a financial  contribution. 

It  was  generally  agreed  that  the  Virginia  Coun- 
cil on  Economic  Education  is  embarking  on  a 
very  worthwhile  project.  It  was  recognized,  how- 
ever, that  there  have  been  many  unforeseen  finan- 


cial demands  on  the  Society  this  year  and  a con- 
tribution at  this  time  might  not  be  possible. 

After  rejecting  a motion  calling  for  nonpar- 
ticipation, Council  recommended  that  a letter  be 
directed  to  the  Virginia  Council  on  Economic 
Education  indicating  support  of  its  project  in 
principle. 

Control  of  Patient 

It  has  recently  been  brought  to  the  Society’s 
attention  that  physicians  in  private  practice  might 
well  be  losing  control  of  their  patients  when  hos- 
pitalization is  required.  This  has  become  quite 
evident  in  certain  Northern  Virginia  hospitals 
and  physicians  in  that  area  are  quite  concerned. 

Some  of  the  reasons  for  this  development  have 
to  do  with  the  needs  of  teaching  hospitals  and  the 
fact  that  all  patients,  insofar  as  possible,  should 
be  treated  the  same. 

It  was  brought  out  that  the  American  Medical 
Association  has  given  the  matter  considerable  at- 
tention and  still  has  it  under  consideration.  The 
AMA  House  of  Delegates  has  placed  itself  on 
record  as  opposing  any  regulations  that  prevent 
the  physician  on  the  staff  from  controlling  de- 
cisions concerning  the  care  of  his  own  patients. 

It  was  then  moved  by  Dr.  Weyl  that  the  So- 
ciety support  the  AMA  resolution  bearing  on  the 
subject  and  that  copies  be  sent  all  medical  direc- 
tors and  administrators  of  Virginia  hospitals.  The 
motion  was  seconded  and  carried. 

The  Secretary  was  requested  to  obtain  from 
Mr.  Miller  his  opinion  concerning  the  responsi- 
bility of  attending  physicians. 

Regional  Meetings  on  Medicare 

Council  learned  that  Medicare  officials  are  most 
anxious  to  eliminate  many  of  the  problems  which 
have  caused  confusion  of  medical  assistants,  de- 
lays in  payment,  etc.  They  have,  as  a result, 
sought  the  assistance  of  the  Society  in  develop- 
ing ways  and  means  of  solving  the  problem. 

It  has  been  proposed  that  the  Society,  in  con- 
junction with  Medicare,  sponsor  several  regional 
meetings  for  medical  assistants.  These  would  be 
one-day  affairs  and  the  cost  of  the  luncheons 
would  be  borne  by  the  sponsors.  The  hope  was 
expressed  that  each  conference  would  attract  a 
minimum  of  100-150  participants.  Possible  con- 
ference locations  would  be  Williamsburg,  Rich- 
mond, Roanoke  and  Arlington. 

It  was  agreed  that  the  idea  was  a good  one  but 
that  the  Society  must  conserve  its  finances  to  the 
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maximum  extent  possible.  A motion  to  make  no 
financial  contribution  was  amended  to  permit  co- 
operation with  Medicare  as  long  as  finances  are 
not  involved.  The  motion  was  then  adopted  as 
amended. 

AMA  Delegates 

Dr.  Moss  discussed  the  need  for  more  young 
physicians  in  the  AMA  House  of  Delegates  and 
pointed  out  that  the  long  terms  served  by  many 
of  the  delegates  cause  a very  slow  turnover.  He 
moved  that  Council  approve  and  refer  to  Vir- 
ginia’s AMA  delegates  a resolution  which  would 
limit  terms  of  AMA  delegates  and  alternates  to 
not  more  than  10  years  in  each  office— or  14 
years  in  both.  The  motion  was  seconded  but  lost. 

Physicians'  Assistants 

Dr.  Hotchkiss  reported  that  he  had  recently 
received  a letter  from  the  Virginia  Chapter  of  the 
American  Academy  of  Physicians’  Associates  con- 
cerning the  possibility  of  establishing  an  affilia- 
tion with  the  Society.  The  letter  also  requested 
the  Society’s  position  on  use  of  the  term  “Asso- 
ciate”. 

During  the  discussion  it  was  brought  out  that 
the  American  Medical  Association  is  opposed  to 
the  use  of  the  word  “Associate”  and  that  The 
Medical  Society  of  Virginia  would  do  well  to  fol- 
low its  lead.  A motion  by  Dr.  Lucas  to  oppose 
use  of  the  term  “ Associate ” was  seconded  and 
carried. 

It  was  agreed  that  the  Society  should  cooper- 
ate with  the  new  organization  to  the  maximum 
extent  possible.  Consequently,  Dr.  Respess  moved 
that  the  Society  indicate  its  support  for  the  Vir- 
ginia Chapter  of  American  Academy  of  Physi- 
cians’ Associates  and  convey  to  that  organization 
its  interest  in  an  exchange  of  delegates  and  other 
forms  of  mutual  cooperation.  The  motion  was 
seconded  and  carried. 

Blue  Shield  Sponsored  Article 

The  Danville-Pittsylvania  Academy  of  Medi- 
cine has  expressed  concern  over  a recent  article 
entitled  “Where  Do  We  Go  From  Here?”  which 
appeared  in  the  February,  1972  issue  of  The  Com- 
monwealth magazine.  There  was  some  question 
as  to  whether  certain  portions  of  the  article— 
particularly  the  first  paragraph— are  in  good  taste. 


Although  it  was  agreed  that  some  aspects  of 
the  article  were  most  unfortunate,  it  was  believed 
best  to  take  no  further  action  at  this  time. 

Nurse  Practitioners 

Dr.  Carroll  discussed  a Health  Department  re- 
quest for  a grant  with  which  to  train  four  nurse 
practitioners.  These  nurses  would  be  trained  to 
go  out  in  their  communities  and  handle  certain 
health  problems  on  their  own.  It  was  brought 
out  that  Council  has  considered  similar  proposals 
and  that  this  does  not  represent  a completely  new 
concept  in  the  use  of  paramedical  personnel. 

AMA  Membership 

Dr.  Moss  discussed  efforts  being  made  by  both 
AMA  and  The  Medical  Society  of  Virginia  to 
boost  AMA  membership  in  the  State.  He  stressed 
the  importance  of  having  officers  of  the  Society 
and/or  AMA  delegates  visit  the  various  com- 
ponents in  this  regard.  He  also  stated  that  offi- 
cers of  AMA  and  members  of  the  Board  of  Trus- 
tees are  anxious  to  attend  as  many  State  Society 
Annual  Meetings  as  possible. 

Council  was  pleased  to  learn  that  Dr.  Hotch- 
kiss has  visited  a good  many  component  societies 
thus  far  and  results  have  been  encouraging.  Ap- 
proximately 180  new  AMA  members  have  been 
obtained  so  far  this  year. 

Health  Service  Corps  Project 

Dr.  Carmines  acquainted  Council  with  an  ap- 
plication being  made  by  the  Newport  News  De- 
partment of  Public  Health  for  additional  health 
manpower  through  the  National  Health  Service 
Corps.  The  Medical  Society  of  Virginia  had  been 
requested  to  review  and  comment  on  the  appli- 
cation as  soon  as  possible. 

Everyone  agreed  that  projects  of  this  type 
should  properly  be  considered  by  appropriate 
component  medical  societies  and  that  this  par- 
ticular one  should  be  referred  to  the  Newport 
News  Medical  Society  for  final  disposition.  A 
motion  to  this  effect  was  seconded  and  carried. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

William  S.  Hotchkiss,  M.D.,  President 
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Woman  s Auxiliary 


• • 


• • 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President  . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary . . . Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 

The  Big  "M"  Challenge 

Knowledge  of  the  challenges  of  the  '70’s 
requires  every  Auxiliary  member  to  consider 
herself  a committee  of  one  to  supplement  the 
component  medical  societies’  total  recruit- 
ment effort.  Membership  in  the  Auxiliary  ben- 
efits everyone! 

Why?  Membership  = Manpower— absolute- 
ly essential. 

Membership  = Source  of  funds  to  fi- 
nance all  activities. 

Membership  = Source  of  ideas,  plans 
and  effort. 

Membership  = Provides  the  linkage 
between  knowledge  and  action 
through  structures  of  national, 
state  and  local  Auxiliaries. 

Nothing  surpasses  individual  communica- 
tion between  promoter  and  prospect,  and 
over-all  success  requires  close  working  rela- 
tionships between  national,  state  and  local 
Auxiliary  members.  In  the  drive  for  member- 
ship, it  is  imperative  that  our  combined  efforts 
rescue  the  dropout,  reinterest  the  indifferent 
and  crusade  for  the  new  members.  The  suc- 
cess of  the  membership  drive  will  determine 


the  very  future  of  all  Auxiliary  programs  and 
projects.  An  Auxiliary’s  best  resource  is  its 
interested,  informed  and  involved  member. 

Consider  membership  as  a personal  chal- 
lenge. When  recruiting  a new  member,  po- 
litely refuse  to  take  “no”  for  an  answer.  Be 
knowledgeable  and  resourceful  to  provide 
constructive  solutions  for  membership  prob- 
lems. Form  an  active  Membership  Committee 
to  act  as  friendly,  persuasive  salesmen  with 
prospective  new  members.  Develop  a Rescue 
and  Recovery  group  to  investigate  each  drop- 
out in  order  to  learn  her  reason  and  construc- 
tive criticism  with  the  hope  of  correcting  the 
difficulty.  Indoctrinate  your  husband  on  the 
value  of  Auxiliary  membership  and  activity- 
convert  him  into  a salesman. 

Strengthen  the  membership  of  those  already 
committed.  Use  the  resources  of  the  state 
and  national  level  Auxiliaries  to  enhance  the 
activities  of  the  local  Auxiliary.  Recognize 
the  members  who  are  “doers”  and  utilize  their 
productivity  while,  at  the  same  time,  encour- 
age other  members  to  realize  their  potential 
for  performance.  Plan  programs  which  are 
varied,  embracing  serious  matters  with  suitable 
sprinkling  of  entertaining,  humorous  and  cur- 
rent subjects.  Try  staggering  meeting  times 
to  suit  the  young  mothers,  the  employed  wives 
and  others  with  special  personal  commitments. 
Occasional  dinner  meetings  with  husbands 
might  be  fun.  The  National  Membership 
Committee  is  ready  and  willing  to  assist  with 
problems  or  to  supply  ideas  to  your  Auxiliary. 

The  idea  of  success  is  not  obsolete.  The  Big 
“M”  is  still  priority  number  one  for  our  Aux- 
iliaries. Now  is  the  time! 

Karen  Painter  (Mrs.  William  E.) 


Volume  99,  July,  1972 


785 


Editorial  . . . . 


Pre-Columbian  American  Visitors  and  Their  Influence  on 
American  Medicine 

EVIDENCE  IS  AT  HAND,  and  continues  to  accumulate  rather  rapidly, 
™ which  proves  that  intrepid  adventurers  have  crossed  not  only  the  Atlantic 
Ocean  from  Europe  and  elsewhere  many  many  years  before  Columbus  made 
his  epic  voyage,  but  also  that  we  have  had  visitors  from  the  far  reaches  of 
the  Pacific  Ocean  areas,  to  land  in  North  and  South  America.  The  knowl- 
edge brought  by  these  peoples  must  have  included  their  current  medical  skills 
among  other  information.  How  else  can  one  postulate  the  high  degree  of 
medical  knowledge  for  the  times  of  certain  remote  tribes  in  present  day  Peru 
and  Chile,  as  well  as  other  notable  examples  in  the  New  World.  For  example, 
the  art  of  trephining  was  well  known  to  these  peoples,  as  were  other 
rather  ingenious  medical  techniques  and  procedures.  With  the  distillation 
and  crystallization  of  centuries  of  medical  progress  (as  glossed  over  below), 
the  miracle  would  be  if  these  adventurers  did  not  bring  their  medical  knowl- 
edge with  them. 

The  marvels  of  Egyptian  Medicine  (beginning  3400  B.C.)  with  its  docu- 
mentation through  the  great  medical  papyri,  plus  the  earliest  known  pictures 
of  surgical  operations  (Memphis,  2500  B.C.),  involving  head  and  neck  and 
extremity  surgery  but  not  opening  the  body,  the  art  of  embalming,  rudimen- 
tary anatomy,  pharmacology,  physiology,  obstetrics  and  gynecology,  and 
pediatrics  were  known  to  these  trans-ocean  travellers. 

The  Sumerian  and  Oriental  Medicine  (Assyro-Babylonian)  periods,  with 
emphasis  on  astronomy,  astrology,  and,  eventual  (rather  vague)  classification 
of  diseases  came  next,  and  with  it,  surgical  advances  were  made,  while  inter- 
nal medicine  men  continued  to  be  concerned  with  casting  out  the  “demons 
of  disease”. 

Next  came  Persian  Medicine  (as  part  of  the  cult  of  Zoroaster,  1000  B.C.) 
which  emphasized  cult  cleanliness.  Jewish  Medicine,  as  noted  in  the  Bible  and 
Talmud,  again  emphasized  cult  cleanliness  and  medical  jurisprudence,  plus 
one  day  per  week  of  rest.  They  were,  in  fact,  the  founders  of  prophylaxis. 

The  Ancient  Hindus  were  the  leaders  in  operative  surgery  of  their  time. 
They  built  hospitals  and  composed  the  greatest  compendium  of  Aryan  sur- 
gery (Susruta),  and  probably  influenced  Aristotle. 

Chinese  Medicine,  influenced  by  its  fascination  for  number-lore,  moxa, 
acupuncture,  which  exist  to  this  day,  plus  remarkable,  but  often  excessive, 
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detail  in  pathology,  osteopathy  (massage),  personal  hygiene,  many  drugs 
and  meditation  have  been  passed  down  to  us. 

Greek  Medicine  and  later  Graeco-Roman  Medicine , perhaps  better  known 
to  us,  included  such  stalwarts  as  Hippocrates,  Aristotle,  Theophrastus,  Menon, 
Herophilus,  Erasistratus,  Crateuas,  Asclepiades,  Celsus,  Heliodorus,  Archi- 
genes,  Antyllus,  Dioscorides,  Aretaeus,  Rufus,  Soramus,  Pliny  the  Elder,  and 
Galen.  Their  contributions  were  of  such  known  magnitude,  it  is  felt  best  to 
list  these  giants  by  name  only. 

Mohammedan  and  Jewish  Periods  (732-1096  A.D.)  preserved  Greek  cul- 
ture, and  further,  originated  algebra,  chemistry,  and  geology.  Galen’s  poly- 
pharmacy appealed  to  these  people,  and  was  applied  by  them.  Among  their 
great  are  Mesue  the  Elder,  Johannitius,  Rhazes,  Haly  ben  Abbas,  Avicenna, 
Useibia,  Avenzoar,  Averroes,  Moses  Maimonides,  and  Abu  Mansur. 

The  Middle  Ages  (1096  1438)  was  a period  of  formal  and  deductive  rea- 
soning. Until  the  Renaissance,  there  was  no  true  experimentation.  Non- 
sensical reasoning  was  accepted  as  doctrine.  The  Dark  Ages  (476-1000) 
followed  the  downfall  of  Rome,  followed  in  turn  by  Monastic  Medicine  with 
its  cult  of  faith-healing,  and  few,  if  any,  outstanding  medical  figures,  with 
possible  exceptions  of  deChauliac  (surgeon  and  medical  historian),  Albertus 
Magnus,  and  Roger  Bacon.  Throughout  the  Middle  Ages,  the  principles  of 
medical  jurisprudence  were  being  formulated,  including  medical  ethics  and 
etiquette,  and  plans  for  organization  of  hospitals  and  sick-nursing  were  begun. 
The  great  epidemic  diseases  appeared  at  this  time  including  Black  Death 
(killing  approximately  one-fourth  of  the  earth’s  population)  and  syphilis. 

The  Reformation  or  Renaissance  Medicine  (1453-1600)  included  the  dis- 
covery of  printing  which  allowed  greater  dissemination  of  medical  knowl- 
edge, and  listed  such  greats  as  Leonicenus,  Linacre,  Champier,  DuBois,  da 
Vinci,  and  Rabelais,  among  others,  all  antedating  Columbus.  Many  medical 
texts  of  remarkable  accuracy  appeared  which  were  certainly  known  to  pre- 
Columbian  medical  travellers  and  scholars,  all  of  this  being  transportable  to 
the  New  World. 

Marked  similarities  between  Egyptian  and  Semitic  medical  cultures,  and 
those  practiced  by  the  Incas  are  well  known. 

Cyrus  Gordon  of  Brandeis  University  has  made  many  scholarly  contribu- 
tions to  the  evidence  that  the  Americas  have  been  the  terminus  for  many 
thousands  of  years  for  visitors  from  both  the  Atlantic  and  Pacific  Ocean 
areas,  and  his  findings  suggest  that  these  peoples  mixed  with  early  American 
civilizations,  especially  in  Central  America,  where  Aztec  and  Mayan  cultures 
were  dominant. 

Thor  Heyerdahl,  following  up  the  ill-fated  papyrus  RA  1 with  the  suc- 
cessful RA  II  (Morocco  to  Barbados),  has  certainly  shown  that  these  peoples 
from  the  Middle  East  were  capable  of  making  a trans- Atlantic  journey. 
Heyerdahl’s  Kon-Tiki  expedition  also  rather  conclusively  proved  the  feasi- 
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bility  of  mainland  South  Americans  travelling  to  the  far  reaches  of  the 
Pacific. 

Yale  University  scholars  have  maps  indicating  the  presence  of  the  Vikings 
many  years  antedating  Columbus  in  America.  Ruins  of  Viking  remains  on 
the  coast  of  North  America  show  they  were  there  at  least  1000  A.D.,  and 
possibly  earlier.  There  is  meager  evidence  that  some  others  may  have  arrived 
even  a few  hundred  years  earlier. 

Some  facts  which  intrigue  scholars  and  others  alike  is  the  strong  resem- 
blance of  ancient  sculptures  in  both  worlds.  Carbon-dating  methods  have 
established  the  date  of  Japanese  pottery  found  in  Ecuador  to  be  around 
3000  B.C. 

Minoans,  from  Crete,  are  thought  to  have  reached  American  2000  years 
before  Christ,  judging  from  a stone  inscription  discovered  in  our  State  of 
Georgia. 

Several  Tennessee  and  Kentucky  locations  have  yielded  up  coins  of  Jewish 
and  Roman  origins  from  the  period  200  A.D. 

There  have  been  noted  also  certain  definite  linguistic  parallels  between 
early  American  and  ancient  Middle  Eastern  lands. 

A map,  originating  from  Turkey,  has  been  found  which,  quite  correctly, 
depicts  the  eastern  edge  of  South  America.  To  record  this  accurately  must 
have  required  a fantastic  skill  in  the  navigational  arts,  which  we  were  not 
to  achieve  for  many  years  to  come. 

The  “melting  pot”  theory  of  the  United  States  would  seem  to  have  been 
preconceived  eons  before  our  founding  fathers  were  born.  Although  this  is 
to  make  no  attempt  to  take  away  any  claim  to  fame  from  the  amazing  voy- 
age of  Columbus,  he  was  indeed  a late  comer  in  trans-Atlantic  travels. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 

Population  Problems  and  By  - Products 

“Give  me  your  tired,  your  poor, 

Your  huddled  masses  yearning  to  breathe  free, 

The  wretched  refuse  of  your  teeming  shore. 

Send  these,  the  homeless,  tempest-tost  to  me: 

I lift  my  lamp  beside  the  golden  door.” 

(From  the  Sonnet  “The  New  Colossus”,  by  Emma  Lazarus  (1849-1887). 

Inscribed  on  the  Statue  of  Liberty) 

THE  BLANKET  INVITATION  quoted  above  and  extended  to  the  un- 
derprivileged of  the  world  in  1886  got  an  immediate  response,  and  the 
population  of  the  United  States  rose  from  50  million  in  1880  to  over  200 
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million  in  1970.  Never  has  a nation  been  called  upon  to  absorb  so  many  new 
arrivals  as  was  this  country  during  the  half  century  between  1880  and  1930. 
Many  came  from  lands  in  which  they  had  been  subjected  to  iron  rule  and 
had  no  conception  of  what  self-government  meant. 

We  still  feel  the  growing  pains  of  this  influx  of  immigrants  who  were 
largely  unfamiliar  with  the  responsibilities  as  well  as  the  privileges  of  a 
democracy.  The  politicians  in  Boston,  New  York  and  Chicago,  as  well  as 
lesser  centers,  greeted  these  newcomers  with  open  arms  and  exploited  them 
to  the  utmost.  The  practice  of  block  voting,  city  political  bossism  and  the 
art  of  demagoguery  reached  new  heights  in  the  last  of  the  19th  and  the  early 
20th  centuries  thanks  to  these  incompletely  assimilated  groups. 

Transplanted  organized  crime  found  fertile  soil  on  these  shores  and  con- 
tinues as  one  of  the  major  problems  of  this  country.  Fortunately  for  Amer- 
ica, most  of  these  new  citizens  adapted  themselves  to  their  new  country  and 
helped  to  press  the  boundaries  westward  until  the  Pacific  was  reached.  Their 
sons  fought  in  all  wars  of  the  present  century. 

The  sheer  number  of  inhabitants  within  our  borders  carries  with  it  an 
increasing  number  of  cranks  and  psychopaths.  Our  recent  rash  of  assassina- 
tions and  attempted  assassinations  are  a by-product  of  our  burgeoning  pop- 
ulation. Most  of  these  assassins  were  American  born.  Only  five  would-be 
murderers  during  the  past  half  century  appear  to  have  been  foreign  born. 
In  recent  years  these  misfits  have  been  attracted  by  prominent  politicians 
campaigning  for  office  and  especially  by  the  more  emotional  and  vocal  ones. 
When  the  opportunity  offers,  they  vent  their  frustrations  on  these  unsuspect- 
ing and  vulnerable  victims.  Some  of  these  psychopaths  doubtless  equate 
notoriety  with  fame  and  look  forward  to  having  their  names  and  pictures 
on  the  front  page  of  newspapers  throughout  the  world.  The  only  remark 
attributed  to  Bremer  after  his  arrest  was  a query  as  to  how  much  he  could 
realize  from  the  sale  of  the  autobiography  he  planned  to  write. 

We  doubtless  will  be  told  by  our  foreign  critics  that  we  are  still  a raw 
frontier  country  and  the  movies  and  TV  continue  to  remind  us  daily  of  our 
robust  past.  We  also  will  hear  more  about  firearm  restrictions,  especially 
from  Senator  Bayh  of  Indiana  and  the  Hero  of  Chappaquiddick.  Senator 
Kennedy’s  highly  developed  sense  of  self-preservation  will  no  doubt  con- 
tinue to  make  him  aware  of  the  increasing  hazards  of  campaigning  for  the 
presidency.  At  least  we  can  hope  so. 

The  fact  remains  there  are  too  many  unbalanced  characters  loose  in  the 
land  today  and  our  courts  have  done  little  to  remedy  the  situation.  But  in  the 
final  analysis  the  Lady  on  Bedloe’s  Island  was  entirely  too  hospitable  and  we 
are  reaping  the  harvest  of  her  generosity. 

H.  J.W . 
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"Bring  Out  Both  Sides'' 

AT  THE  APRIL  26  MEETING  of  the  Council  of  The  Medical  Society 
of  Virginia  a report  from  The  Committee  Studying  The  Future  Mission 
of  The  Society  was  received.  One  suggestion  was  made  that  “It  is  hoped 
that  the  Virginia  Medical  Monthly  will  develop  more  medical  socio-economic 
articles  with  both  sides  being  brought  out.”  It  also  stated  “We  believe  this 
will  stimulate  interest  in  the  magazine  and  help  educate  the  membership.” 

A review  of  the  titles  of  guest  and  regular  editorials  that  have  appeared 
since  1967  indicate  that  seven  of  the  33  editorials  in  1968  dealt  with  socio- 
economic matters;  in  1969  and  1970  eleven  articles  were  published  in  each 
of  these  two  years;  and  in  1971  we  zeroed  in  on  15  dealing  with  this  general 
topic.  Thus  far  in  1972  (May)  eight  items  of  this  type  have  appeared.  Your 
editor  had  become  uneasy  that  too  many  editorials  of  this  nature  had  been 
printed  in  the  journal  recently  and  it  was  reassuring  that  the  Committee 
desired  more  socio-economic  articles.  He  may  even  become  emboldened  to 
write  again  about  British  medicine. 

The  second  suggestion  (“with  both  sides  being  brought  out”)  is  doubtless 
desirable  and  the  journal  has  welcomed  editorials  with  a liberal  slant.  Only 
one  article  of  this  type  has  been  returned  during  the  past  17  years  to  the 
knowledge  of  the  writer,  and  this  was  due  to  a question  of  good  taste  rather 
than  the  content.  In  view  of  the  changing  mores  of  today  it  now  would 
doubtless  be  published  if  it  were  resubmitted. 

The  chief  problem,  and  it  is  one  beyond  the  control  of  the  journal,  is  that 
we  receive  relatively  few  guest  editorials,  letters  to  the  editor,  or  general 
articles  dealing  with  the  advantages  of  socialized  medicine  or  the  liberal  aspects 
of  present  day  medicine.  The  dearth  of  items  of  this  sort  no  doubt  reflects 
the  general  conservative  attitude  of  the  majority  of  practicing  physicians  in 
Virginia.  The  fact  remains  our  liberal  contemporaries  must  be  engaged  in 
other  activities  for  they  do  not  submit  their  writings  to  the  journal.  The 
purpose  of  this  article  is  to  encourage  every  member  of  The  Medical  Society 
of  Virginia,  with  thoughts  pertaining  to  socio-economic  matters,  to  take  pen 
in  hand  and  write  to  the  journal.  There  is  every  reason  to  believe  their 
contributions  will  be  published. 

H.  J.  W. 
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News 


Calendar  of  Events 

Congress  on  Occupational  Health— Sponsored  by  AMA— The  Drake— Chicago 
—September  11-12,  1972. 

Walter  L.  Thomas  Symposium  on  Gynecological  Malignancy  and  Surgery 
—Sponsored  by  the  Department  of  Obstetrics  and  Gynecology,  Duke  Uni- 
versity Medical  Center— Durham,  North  Carolina— September  15-16,  1972. 

American  Cancer  Society,  Virginia  Division — Annual  Meeting— Hotel  Jeffer- 
son—Richmond— October  19-20,  1972. 

National  Conference  of  State  Medical  Association  Representatives  on  Con- 
tinuing Medical  Education— Ambassador  Hotel— Chicago— October  24-26, 
1972. 

The  Medical  Society  of  the  District  of  Columbia— Annual  Scientific  Assembly 
—The  Greenbrier— White  Sulphur  Springs,  West  Virginia— October  27-29, 
1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 

Virginia  Rehabilitation  Association— Annual  Meeting — Old  Point  Comfort, 
Virginia— November  12-14,  1972. 

Interstate  Postgraduate  Medical  Association— Scientific  Assembly— Washing- 
ton-Hilton  Hotel— Washington,  D.  C.— November  13-16,  1972. 

Virginia  Hospital  Association— Annual  Meeting— The  Homestead— Hot  Springs 
—November  15-18,  1972. 

Children  With  Learning  Disabilities— Conference  Sponsored  by  Virginia  Coun- 
cil on  Health  and  Medical  Care— Sheraton  Inn— Fredericksburg — November 
19-21,  1972. 

American  Medical  Association— Clinical  Meeting— Cincinnati,  Ohio— November 
26-29,  1972. 

# # * # # 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid  con- 
flicts but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  doctors  were  received  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  May: 

Lillie  Porter  Bennett,  M.D.,  Ashland 
William  David  Clarkson,  M.D.,  Roanoke 
Frederick  Ellison  Conrad,  M.D.,  Abingdon 
Samuel  L.  Cooke,  M.D.,  Richmond 
James  Foster  Crosby,  M.D.,  Richmond 
Henry  Lawrence  Danaceau,  M.D., 
Arlington 

Francesco  DePaola,  M.D.,  Vienna 
James  Arthur  Eden,  M.D.,  Blacksburg 
H.  Stephen  Fletcher,  M.D.,  Fairfax 
Michael  H.  Friedman,  M.D.,  Alexandria 
Alvin  I.  Goldstone,  M.D.,  Richmond 
Charles  J.  Gueriera,  M.D.,  Manassas 
Irvin  Eugene  Hess,  M.D.,  Harrisonburg 
Louis  Robert  Jordan,  M.D.,  Norfolk 
James  Gibboney  Kavanaugh,  Jr.,  M.D., 
Charlottesville 

Kathryn  Leslie  Renders,  M.D., 
Washington,  D.C. 

Barbara  Breden  Kenney,  M.D.,  Lexington 
Louis  T.  Kenney,  M.D.,  Lexington 
Edward  David  Maley,  M.D.,  Portsmouth 
Eugene  Russell  McDannald,  Jr.,  Roanoke 
Young  Ho  Moon,  M.D.,  Alexandria 
Ralph  Moschella,  M.D.,  Alexandria 
Robert  E.  Petres,  M.D.,  Richmond 
William  Edward  Sheely,  M.D.,  Alexandria 
Philip  Thompson  Shiner,  M.D.,  Roanoke 
Philip  Dutcher  Sloan,  Jr.,  M.D., 

Virginia  Beach 

Valerie  Stallings,  M.D.,  Chesapeake 
Ariadne  Mayrkis  Toczek,  M.D.,  Arlington 
Stanislaw  K.  Toczek,  M.D.,  Arlington 
Heriberto  Vazques,  M.D.,  Williamsburg 
Richard  Dearborn  Whiting,  M.D., 
Charlottesville 

Dr.  Nelson  Honored. 

The  new  clinical  center  of  the  Medical  Cen- 
ter of  Virginia,  Virginia  Commonwealth  Uni- 
versity, will  be  named  for  Dr.  Kinloch  Nelson, 
who  retired  last  year  as  Dean  of  the  School 
of  Medicine.  He  spent  42  years  as  a faculty 
member,  the  last  eight  of  them  as  Dean. 


Dr.  William  H.  Muller, 

University  of  Virginia  School  of  Medicine, 
has  been  selected  by  President  Nixon  to  serve 
on  a panel  of  experts  probing  the  nature  and 
treatment  of  heart  disease.  He  is  one  of  three 
surgeons  named  to  the  1 8-member  panel. 

Dr.  John  R.  Saunders, 

Richmond,  was  recently  elected  a member 
of  the  Board  of  Trustees  of  the  American 
Psychiatric  Association  for  a term  of  three 
years.  He  was  installed  at  the  annual  meeting 
of  the  Association  held  in  Dallas,  Texas.  Dr. 
Saunders  is  associated  with  Westbrook  Psychi- 

_ J 

atric  Hospital. 

Errata. 

In  the  May  issue  of  the  Virginia  Medical 
Monthly,  in  an  article  on  Pheochromocytoma 
by  Dr.  Nuzhet  O.  Atuk,  Charlottesville,  Fig- 
ure 1 (page  519)  has  been  printed  in  reverse— 
the  caption  is  correct. 

Dr.  Stanton  P.  Nolan, 

Charlottesville,  has  been  granted  Fellowship 
in  the  American  College  of  Cardiology. 

Virginia  Heart  Association. 

Dr.  Donald  R.  Holsinger,  Martinsville,  has 
succeeded  to  the  presidency  of  this  Associa- 
tion and  Dr.  Monte  L.  Binder,  Newport  News, 
has  been  named  president-elect. 

Dr.  George  H.  Agate 

Has  been  appointed  as  the  new  director  of 
public  health  of  Henrico  County.  He  was 
recently  employed  by  the  Michigan  Public 
Health  Department. 

Pediatric  Post-Graduate  Course. 

The  Department  of  Pediatrics,  University 
of  Virginia  School  of  Medicine,  will  offer  a 
Pediatric  Post-Graduate  Course  on  Present 
Problems  in  Pediatric  Hematology  at  the  LTni- 
versity  on  November  3rd  and  4th.  Visiting 
faculty  will  include  Dr.  Bloom,  Umversity  of 
Florida;  Dr.  Fernbach,  Baylor  LTniversity,  and 
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Dr.  Gilchrist,  Mayo  Clinic.  Details  may  be 
obtained  from  Dr.  Diane  Komp,  Box  201, 
University  of  Virginia  Hospital,  Charlottes- 
ville, Virginia  22901. 

For  Rent  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  flu- 
oroscope  room,  supply  rooms,  and  oil  heat 
furnace  in  the  basement.  Plenty  of  parking 
space.  Suitable  for  doctors,  lawyers,  etc.  Pres- 
ent doctor  tenant  has  moved  into  his  new 
building.  Lucrative  area  and  considerate  pa- 
tients. 

For  information  contact  R.  P.  Beckwith, 
Jr.,  M.D.,  2801  Hey  Road,  Richmond,  Vir- 
ginia 23224.  Phone  276-5830.  ( Adv .) 

For  Sale. 

Active  general  practice  in  Richmond  West 
End.  Established  35  years.  Fully  equipped  and 
furnished.  Air  conditioned.  Hospitals  near  by. 


Obituary 

Dr.  Isaac  Harry  Goldman, 

Richmond,  died  June  2,  at  the  age  of  eighty- 
four.  He  received  his  medical  degree  from  the 
Medical  College  of  Virginia  in  1913.  Dr. 
Goldman  had  been  chief  anesthesiologist  at 
Johnston- Willis  Hospital  for  half  a century. 
He  was  a member  of  The  Medical  Society  of 
Virginia,  having  joined  in  1936. 

His  wife  and  two  sisters  survive  him. 


Will  introduce.  Apply  to  # 30,  care  Virginia 
Medical  Monthly,  4205  Dover  Road,  Richmond, 
Virginia  23221.  (Adv.) 

, ) ; J 

26-Year  Established  Family  Practice, 

Grossing  $60,000  or  more  per  year  on  a four 
and  a half  day  week.  Office  building  has  ample 
space,  is  well  equipped  with  electrocardiogram 
and  biodynamic  unimeter  and  other  laboratory 
facilities. 

Gross  can  be  doubled  with  a little  extra  effort 
and  adding  other  services  as  minor  surgery, 
obstetrics,  etc. 

Will  dispose  of  practice,  equipment  and  rec- 
ords for  price  of  building  alone.  Will  also  make 
financing  as  easy  and  painless  as  possible.  About 
five  minutes  away  from  a 600-bed  open  staff 
beautiful  full  service  teaching  community  hos- 
pital. Located  in  desirable  area  of  Newport 
News,  Virginia.  A great  opportunity  for  one  or 
two  new  men. 

Write  to  # 20,  care  Virginia  Medical  Month- 
ly, 4205  Dover  Road,  Richmond,  Virginia,  23221. 
(Adv.) 


Dr.  Leo  F.  Timp, 

Wise,  died  April  29,  following  a heart  at- 
tack. He  was  forty-six  years  of  age  and  re- 
ceived his  medical  degree  from  Marquette 
University  in  Milwaukee  in  1953.  Dr.  Timp 
came  to  Wise  in  1969  and  joined  the  Dicken- 
son-Wise Medical  Group  in  the  practice  of 
pediatrics.  He  was  a member  of  The  Medical 
Society  of  Virginia. 

Dr.  Timp  is  survived  by  his  wife,  a son  and 
five  daughters. 
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Guest  Editorial 


The  Lynchburg  Academy  of  Medicine,  Incorporated 

ON  FEBRUARY  14,  1893,  a group  of  seventeen  local  physicians  met  at 
the  Y.M.C.A.  and  organized  the  Lynchburg  Academy  of  Medicine.  All 
were  general  practitioners  and  family  physicians.  They  were  joined  by  five 
additional  local  physicians,  forming  the  group  of  original  charter  members. 

The  Academy  met  regularly,  at  first  twice  monthly,  and  presented  pro- 
grams on  subjects  assigned  by  the  Board  of  Censors.  Later  more  physicians 
were  included  from  the  surrounding  area  and  given  the  rather  peculiar  desig- 
nation of  honorary  members.  Several  of  these  honorary  members  later  be- 
came active  members.  One,  outstanding,  Dr.  Rawley  Alartin,  moved  from 
Chatham  to  Lynchburg,  became  active  in  local  and  state  medical  affairs  and 
served  a term  as  president  of  The  Medical  Society  of  Virginia. 

There  were  four  general  hospitals  in  Lynchburg  at  that  time.  None  were 
adequately  equipped  or  staffed,  accredited  by  any  accrediting  agency,  and 
privately  operated  with  closed  staffs,  except  one,  The  Marshall  Lodge. 

The  Academy  grew  as  more  physicians  moved  into  the  community,  and 
in  1972  there  are  144  active  members,  representing  practically  all  recognized 
medical  specialties.  Twenty-nine  members  in  1972  are  family  physicians,  16 
of  them  from  surrounding  towns.  The  hospitals  serving  the  community  are 
two,  the  Lynchburg  General  and  the  Virginia  Baptist.  Both  are  open-staffed, 
on  the  accredited  list  of  all  accrediting  agencies,  and  well  equipped. 

Several  notable  characteristics  of  the  Academy  may  be  mentioned.  One, 
the  acceptance  of  public  health  efforts,  including  immunization  measures, 
when  many  medical  groups  actively  resisted  such  efforts.  None  of  that 
rather  marked  resentment  to  public  health  measures  can  be  noted  in  minutes 
of  the  period.  Another  is  the  pattern,  so  obvious  over  the  country,  of  the 
disappearance  of  rural  physicians.  In  the  early  days  practically  every  hamlet 
had  one  or  more  physicians  serving  the  medical  needs  of  the  people.  Now 
only  a very  few  remain  and  those  are  located  in  the  larger  nearby  towns. 
Another  is  the  slow  and  gradual  acceptance  of  the  changed  pattern  of  medi- 
cal practice.  Resentment  and  resistance  to  the  changes  is  evident,  but  the 


inevitable  has  been  accepted  without  disruption.  One  other  fact  is  obvious: 
there  has  been  developed  a strong  and  well  reasoned  public  relations  program 
led  by  members  of  high  dedication  and  wide  vision.  While  many  medical 
communities  were  rent  by  the  development  of  rigid  cliques  among  the 
physicians,  Lynchburg  maintained  a communication  between  groups,  and 
that  grouping  has  never  been  a handicap  to  the  giving  of  good  service. 

Another,  and  I believe  unique,  action  was  the  adoption  of  an  amendment 
to  the  by-laws  requiring  every  able-bodied  member  to  serve  in  the  care  of 
the  indigent  in  a form  approved  by  the  Board  of  Directors.  Failure  to  serve 
was  subject  to  suspension  or  expulsion  from  membership  at  the  discretion 
of  the  Board  of  Directors  and  approval  by  Academy  vote.  This  was  adopted 
in  1970  and  implemented  in  early  1971. 

Even  though  changes  in  the  pattern  of  medical  practice  have  occurred  and 
the  future  cannot  be  foretold  with  any  degree  of  assurance,  there  is  present 
a strong  and  rigid  adherence  to  the  concept  of  medical  services  to  people  in 
need,  and  that  tradition  is  a guarantee  for  the  future. 

John  T.  T.  Hundley,  M.D. 


44-12  Gladivood  Place 
Lynchburg , Virginia  24503 
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A Massive  Institutional  Outbreak  of  Infectious  Hepatitis 


An  epidemic  of  infectious  hepa- 
titis has  become  the  most  thor- 
oughly investigated  outbreak  of 
its  size  both  in  intensity  and  du- 
ration of  study. 

IN  THE  SUMMER  OF  1970,  the  Lynch- 
burg Training  School  and  Hospital  ex- 
perienced an  epidemic  of  infectious  hepatitis. 
Because  of  the  advantageous  combination  of 
an  institution  with  a large  static  population 
(over  3,500  patients)  and  close  collaboration 
of  its  clinical  laboratory  staff  with  research 
teams  from  the  National  Institute  of  Health, 
this  has  become  the  most  thoroughly  investi- 
gated outbreak  of  its  size  both  as  to  intensity 
and  duration  of  study. 

The  total  number  of  cases  of  hepatitis  from 
April  to  September,  1970,  was  565;  375  of 
these  clinically  obvious  (the  remainder  recog- 
nized primarily  by  transient  but  significant 
elevations  of  transaminases,  as  well  as  by  the 
presence  of  bilirubin  in  the  urine).  None  of 
these  patients  revealed  nevoly  acquired  HA 
antigen  immediately  following  their  disease, 
and  to  date,  almost  two  years  later,  there  is 
still  no  evidence  of  HA  antigen  in  their  sera 
relating  to  the  1970  outbreak. 

On  the  other  hand,  almost  3 00  patients  were 
known  to  have  carried  HAA  for  at  least  three 
years  prior  to  1970,  and  all  are  still  positive 
with  essentially  unchanged  titers  after  the  hepa- 
titis outbreak.  Of  this  latter  group,  63%  con- 

Presented  at  the  Annual  Conference  of  the 
Virginia  Society  for  Pathology,  Richmond,  De- 
cember 10,  1971. 


S.  MILES  BOUTON,  M.D. 

Lynchburg,  Virginia 

tracted  the  disease;  of  the  HA-negative  patient 
population,  62%  (i.e.,  no  difference  in  sus- 
ceptibility to  this  infection).  This  also  con- 
forms to  previous  experience  elsewhere,  and 
points  not  only  to  a difference  in  etio- 
logic  agents  between  so-called  infectious  hepa- 
titis and  serum,  or  post-transfusion  hepatitis, 
but  even  indicates  a difference  in  type  of 
agent  sufficient  to  prevent  any  clinically  pro- 
tective cross  immunity . 

In  keeping  with  all  major  statistical  experi- 
ence elsewhere  to  date,  the  mongoloids 
(Dovcrfs  Syndrome ) showed  a considerably 
higher  proportion  of  HA  carriers  than  all 
other  mentally  retarded  patients.  The  DS 
group  also  showed  a considerably  higher  in- 
cidence of  infection  in  1970  (in  a total  DS 
population  at  the  Training  School  of  about 
325)  than  all  other  patients.  This  reflects  their 
well  known  lack  of  adequate  immune  mech- 
anisms. 

Extensive  clinical  experience  has  demon- 
strated that  gamma  globulin  is  ineffective  in 
attenuating  post-transfusions  (or  HAA-re- 
lated)  hepatitis , while  it  will  modify  and  even 
prevent  infectious  hepatitis , if  given  at  the 
proper  time.  This  is  of  great  practical  sig- 
nificance, as  rather  carelessly  worded  infor- 
mation to  clinicians  generally  has  on  occasion 
caused  great  waste  of  gamma  globulin  and 
money  in  everyday  practice.  This  situation 
will  probably  be  improved,  hopefully  in  the 
near  future,  by  the  already  established  dis- 
covery of  specific  antibodies  as  a first  step  in 
preparing  more  concentrated  and  specific 
gamma  globulin  fractions  for  prophylactic 
treatment. 

Mass  statistics  outside  the  Training  School 
also  reveal  a marked  and  consistent  difference 
between  the  two  forms  of  viral  hepatitis  in 
length  of  incubation,  length  of  convalescence, 
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and  (less  distinctive)  laboratory  findings,  all 
well  documentated  in  available  literature.  The 
short  “ infectious ” form , known  to  be  trans- 
mitted by  the  fecal-oral  route,  has  an  incuba- 
tion period  (in  national  public  health  reports ) 
of  about  32  days  (29  days  average  in  the 
Lynchburg  Training  School  outbreak),  the 
“ post-transfusion ” (or  “serum”)  form  of  from 
two  to  six  months  and  results,  furthermore,  in 
a considerable  proportion  of  such  cases  pre- 
senting chronic  HA  antigenemia. 

This  writer  believed,  and  most  workers  in 
the  field  have  maintained,  that  serum  hepatitis 
could  be  transmitted  only  by  infected  serum, 
in  contrast  to  the  common  food,  water  and 
fecal  transmission  by  mouth  of  “infectious 
hepatitis”.  Recent  cumulative  findings,  how- 
ever, such  as  development  of  HA  antigenemia 
in  a high  proportion  of  institutionalized  indi- 
viduals (as  compared  to  the  very  low  average 
incidence  in  the  United  States  population  gen- 
erally), without  provable  (or  disprovable) 
evidence  of  parenteral  infection,  suggest  that 
the  HA  antigen  form  can  be  transmitted,  given 
“institutional-type”  intimate  and  chronic 
person-to-person  contact  under  conditions  of 
poor  personal  hygiene,  by  other  means  than 
by  infected  serum. 

This  must  be  granted  here,  in  the  light  of 
present  inability  actually  to  identify  the  virus 
or  viruses  by  such  means  as  tissue  culture  or 
complete  biochemical  analysis,  in  order  to 
avoid  beclouding  the  essential  issue  of  the  evi- 
dence of  two  distinct  etiologic  agents  on  the 
basis  of  other  cumulative  epidemiologic  and 
immunologic  findings.  In  view  of  the  impres- 
sive and,  by  present  knowledge,  unequivocal 
nature  of  these  findings,  the  question  of  the 
manner  of  infection  is  of  strictly  secondary 
importance  as  a subject  of  debate  in  this  con- 
nection, except  in  so  far  as  proper  knowledge 
here  plays  a part  in  permitting  better  preven- 
tive measures  in  public  health  practice. 

All  told,  about  6,000  serum  samples  have 
been  obtained  from  well  over  1,000  individ- 
uals, with  on-going  studies  at  both  Lynchburg 
Training  School  and  NIH  Laboratories  work- 
ing in  cooperation,  and  in  anticipation  of  con- 
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tinued  such  studies  for  several  years  to  come. 
There  have  been  very  few  deaths  related, 
either  directly  or  in  part,  to  the  1970  outbreak, 
and  these  were  presented  as  pathologic-ana- 
tomic studies  as  a part  of  this  subject  matter 
during  the  Richmond  meeting.  Selected  find- 
ings are  given  here  only  insofar  as  they  have 
a bearing  on  the  question  of  distinct  viral 
agents.  Joint  papers  with  in  depth  informa- 
tion are  in  press  in  national  journals  or  sub- 
mitted for  publication,  for  those  concerned 
with  and  interested  specifically  in  this  subject. 

Latest  exciting  information  as  of  this  past 
winter,  which,  in  the  opinion  of  this  writer, 
reinforces  the  figures  and  thesis  of  this  report, 
is  the  discovery  of  specific  anti-HAA  anti- 
bodies in  the  serum  of  many  of  our  previously 
positive  patients,  due  to  improved  and  new, 
very  sensitive  serologic  procedures.  This  rep- 
resents a new  breakthrough.  No  HAA  anti- 
bodies have  yet  been  demonstrable  (as  have 
no  viral  antigens ) as  having  developed  in 
relation  to  the  1970  outbreak  of  hepatitis.  The 
HA  antigen  can  now,  incidentally,  even  be 
subtyped , if  present  in  sufficiently  high  titer, 
and  the  antibodies  found  at  NIH  appear  to  be 
divisible  also  in  relation  to  these  “subtypes”, 
although  these  findings  are  in  an  early  stage. 

As  to  the  development  of  immunity  follow- 
ing an  attack  of  infectious  hepatitis,  one  ob- 
servation suggesting  actual  protective  im- 
munity of  this  kind  is  the  increase  of  reported 
cases  of  infectious  hepatitis  throughout  Vir- 
ginia, including  the  city  of  Lynchburg,  in 
1971,  as  compared  to  1970,  with  only  five 
scattered  cases  of  hepatitis  at  the  Training 
School  in  1971  (this  is  the  annual  average  for 
LTS&H  as  compiled  1960-1969). 

This  writer  had  for  many  years  believed 
that  amount  and  portal  of  entry  of  the  infect- 
ing agent  determined  the  clinical  type  of  hep- 
atitis, and  that  only  one  virus  was  involved  in 
this  classic  disease.  I have  been,  as  of  the 
present  state  of  knowledge,  won  over  by  the 
serologists,  with  the  backing  of  impressive  and 
expertly  compiled  and  evaluated  statistical 
material.  (The  numbers  of  patients  in  each 
group  mentioned  in  percentages  herein  are  all 
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statistically  significant,  aside  from  good  cor- 
relation with  overall  percentages  given  in  the 
pertinent  literature  generally  to  date.  The 
actual  figures  are  given  in  successive  detailed 
papers  appearing  under  multiple  authorship. ) 

Addendum : The  voluminous  literature  on 
this  general  subject,  including  comparative 
studies  on  the  incidence  and  course  of  hepa- 
titis in  and  relationship  to  Down’s  Disease, 
cirrhosis  and  other  conditions,  has  been  added 
to  quite  recently  by  a detailed  report  from 
London,10  indicating  a new  breakthrough  in 
identification  of  HAA  and  its  at  least  partial 
identity  with  the  actual  antigen  of  serum 
hepatitis.  This  should  open  the  door  a bit 
further  toward  a final  breakthrough. 
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infectious  Mononucleosis 


Evidence  is  fairly  dear  that  the 
EB  virus  is  the  cause  of  the  dis- 
ease. However,  at  the  present 
time  there  is  no  direct  evidence 
that  the  EB  virus  causes  I M,  and 
this  question  can  only  he  settled 
by  recovering  the  virus  from  pa- 
tients in  the  acute  stage  and 
transmitting  it  to  healthy  volun- 
teers. 

/ 

MEDICAL  PROGRESS  is  made  whenever 
a well-known  disease  is  moved  from  the 
“unknown  etiology”  column  to  the  column 
of  specific  etiology.  This  step  is  now  in  proc- 
ess in  Infectious  Mononucleosis,  or  “mono”, 
or  IM.  The  evidence  is  fairly  clear  that  the 
EB  virus,  named  after  Epstein  and  Barr,  the 
two  discoverers,  a virus  which  belongs  in  the 
herpes  group,  is  the  cause  of  the  disease. 

Originally  called  “glandular  fever”  by  Emil 
Pfeiffer,  who  described  it  in  1889  as  occurring 
as  an  epidemic  in  young  children,  the  disease 
later  acquired  the  name  “Infectious  Mononu- 
cleosis” which  was  given  it  by  Sprunt  and 
Evans  in  1920,  who  described  the  abnormal 
blood  leukocytes.  The  cells  were  later  de- 
scribed in  detail  by  Downey  and  McKinlay 
in  1923.  Many  physicians  use  the  term 
Downey  I and  Downey  II  in  referring  to 
different  stages  of  development  of  the  mono- 
nuclear cells.  In  1932,  Paul  and  Bunnell 
of  Yale  discovered  the  unusual  concentration 
of  sheep  cell  agglutinin  in  the  serum  of  pa- 
tients. This  is  the  basis  of  the  heterophile 
antibody  test  which  bears  their  name. 


EDWIN  A.  HARPER,  M.D. 

Lynchburg,  Virginia 

I was  introduced  to  the  disease  as  glandular 
fever  in  medical  school.  We  placed  it  in  a 
large  and  heterogeneous  group  of  respiratory 
diseases,  probably  of  viral  etiology— for  no 
consistent  bacterial  agent  seemed  to  be  as- 
sociated with  it  although  throat  cultures 
yielded  various  organisms. 

The  disease  is  fairly  common  and  is  seen 
frequently  in  the  practice  of  pediatrics,  in- 
ternal medicine,  and  in  general  practice.  Ex- 
cept in  times  of  epidemic,  the  first  diagnosis 
made  in  a case  is  usually  pharyngitis  or  ton- 
sillitis. When  throat  cultures  yield  no  strep- 
tococcus, and  after  three  to  eight  days  the 
patient  still  has  fever,  a sore  throat,  and  per- 
haps swollen  cervical  glands,  and  shows  no 
sign  of  responding  to  whatever  antibiotic  he 
may  have  been  given,  then  one  looks  about, 
considers  other  diagnoses,  perhaps  takes  blood 
for  a heterophile  test  and  is  enabled  to  make 
a diagnosis  of  IM. 

The  course  of  the  disease  varies  greatly  in 
length;  fever  may  persist  for  from  one  to  three 
weeks.  Some  cases  are  extremely  mild.  Others 
are  severe  with  high  fever  followed  by  a 
period  of  disability  lasting  for  several  months. 
A number  of  college  students  have  lost  a whole 
semester  of  work  from  the  disease.  In  the 
more  severe  cases  many  complications  have 
been  described:  on  occasion,  hepatitis  of  vary- 
ing degree,  many  neurologic  manifestations, 
cranial  and  peripheral  nerve  palsies,  papille- 
dema, ataxia,  toxic  psychoses,  the  Guillain- 
Barre  syndrome  with  ascending  paralysis  in 
some  cases  leading  to  death.  Splenic  enlarge- 
ment has  led  to  rupture  and  death  from  inter- 
nal hemorrhage. 

While  the  disease  was  first  described  by 
Pfeiffer  as  occurring  in  children,  it  is  much 
more  common  in  teenagers  and  young  adults. 
It  has  frequently  been  referred  to  as  the  “kiss- 
ing disease”,  suggesting  transmission  by  this 
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means.  The  disease  is  seen  fairly  commonly 
in  young  newly-weds,  occurring  in  from  30 
to  45  days  after  the  wedding,  which  may  give 
a hint  as  to  the  incubation  period.  Household 
epidemics  and  spread  to  siblings  and  room- 
mates are  uncommon. 

Pathologic  changes  in  the  disease  are  wide- 
spread in  the  body  but  are  limited  to  lymphoid 
tissue.  The  liver  and  spleen  are  enlarged. 
Lymph  follicle  hyperplasia  sometimes  resem- 
bles malignant  lymphoma.  The  abnormal  mo- 
nonuclear cells  that  are  seen  in  the  blood  may 
also  be  seen  in  the  nodal  tissue. 

The  total  white  count  is  usually  from  10,000 
to  20,000.  The  characteristic  “mononucleosis” 
normally  appears  by  the  fourth  or  fifth  day  of 
the  disease  and  may  persist  for  several  weeks. 
Normal  small  lymphocytes  are  present,  but 
more  important  are  the  typical  large  cells 
(Type  I of  Downey)  with  an  oval  or  kidney 
shaped  nucleus  and  vacuolated,  foamy,  and 
usually  nongranular  cytoplasm.  Type  II  of 
Downey  are  larger  with  less  condensation  of 
nuclear  chromatin  and  a non-vacuolated,  more 
homogeneous  cytoplasm. 

Heterophile  antibody  really  means  an  “oth- 
er” antibody,  that  is  one  which  is  not  related 
to  or  derived  from  its  own  antigen.  Diphtheria 
antitoxin,  in  contrast,  is  produced  by  the  use 
of  diphtheria  antigen  or  toxin.  Heterophile 
antibody,  as  we  use  it  in  reference  to  mono- 
nucleosis, was  discovered  purely  by  chance 
and,  so  far  as  we  know,  is  not  related  to  the 
disease.  It  is  interesting  to  read  the  original 
account  by  Paul  and  Bunnell  of  Yale  Medical 
School,  written  in  1932,  in  which  they  tell 
how,  while  looking  for  one  of  these  unusual 
antibodies  in  the  sera  of  patients  with  rheu- 
matic fever,  they  found  quite  high  titres  of 
a Forsmann  or  heterophile  antibody  in  the 
serum  of  a patient  with  mononucleosis.  Fur- 
ther study  of  other  patients  showed  that  this 
antibody  was  consistently  high.  This  test  is 
frequently  called  the  Paul-Bunnell  test.  It  is 
important  to  note  here  that  the  same  hetero- 
phile antibody  is  also  present  in  a number  of 
other  conditions,  in  particular  serum  disease. 

More  recent  work  on  this  antibody  has 


shown  that  it  is  a macroglobulin  and  is  a por- 
tion of  the  IGM  fraction  of  blood  globulin. 

In  more  recent  years  the  Paul-Bunnell  test 
has  been  refined  in  several  ways.  Horse  red 
cells  have  been  found  to  be  more  sensitive  , to 
low  agglutinin  titres  than  the  sheep  cells  in  .the 
original  test.  Also,  differential  absorption  with 
guinea  pig  kidney  and  by  beef  red  cells  has 
made  the  test  more  specific. 

Once  a definite  diagnosis  is  reached,  symp- 
tomatic treatment  is  in  order.  No  specific 
treatment  is  available  at  the  present  time.  Bed 
rest,  aspirin,  a liquid  diet  should  make  the 
patient  more  comfortable.  In  cases  of  long 
duration  it  is  most  important  not  to  return  to 
school  or  work  too  soon,  lest  a relapse  occur. 
Antibiotics  are  of  value  only  when  a proven 
secondary  infection  with  a susceptible  organ- 
ism exists. 

For  several  years  steroids  have  been  used 
in  the  sicker  patients,  especially  in  those  with 
severe  lymphoid  hyperplasia  in  the  throat, 
when  swallowing  or  even  breathing  is  diffi- 
cult. In  these  cases,  relief  is  often  dramatic. 
It  is  my  personal  impression  that  the  course  of 
the  illness  is  often  shortened  by  a steroid,  but 
the  authorities  say  no.  Dr.  Dalyrymple,  di- 
rector of  Student  Health  at  Princeton  says: 
“It  is  clear  that  the  frequency  of  use  of  Cor- 
ticosteroids depends  on  the  awe  the  physician 
holds  of  their  side-effects.” 

The  EB  virus  was  first  detected  by  Epstein 
in  1965  in  lymphoblastic  cell  cultures  derived 
from  a child  with  Burkitt’s  East  African 
lymphoma,  a malignant  tumor  involving  lym- 
phoid tissue.  It  is  a disease  common  in  East 
Africa  and  other  tropical  areas,  including  the 
West  Indies  and  parts  of  South  America.  The 
presence  of  this  virus  was  soon  confirmed  by 
others,  and  it  was  shown  to  have  morphologi- 
cal characteristics  of  the  herpes  group  of 
viruses,  but  was  antigenically  unrelated  to 
other  members  of  the  group.  Later,  all  chil- 
dren with  Burkitt’s  tumor  were  shown  to  have 
antibody  to  this  EB  virus,  often  in  a high: 
titre,  over  160.  A surprising  finding  was  that 
antibody  to  EB  virus  was  found  among  chil- 
dren who  had  never  had  Burkitt’s  lymphoma. 
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The  antibody  is  acquired  at  an  age  similar  to 
that  at  which  antibodies  to  other  common 
childhood  viral  diseases  is  acquired,  e.g., 
measles,  mumps,  etc.  In  Philadelphia,  among 
a low  socio-economic  group,  80%  of  adults 
and  50%  of  children  aged  two  to  four  were 
sero-positive.  Leukocytes  from  patients  with 
Burkitt’s  will  proliferate  to  form  continuous 
lymphoblastic  cell  cultures  and  EB  virus  can 
be  detected  in  them.  Thus  the  EB  virus  was 
shown  to  be  a commonly  encountered  infec- 
tious agent,  but  apart  from  its  link  with 
Burkitt’s,  until  1967  the  virus  was  in  search  of 
a clinical  syndrome  with  which  it  could  be 
related. 

Quoting  J.  E.  Banatvala  of  St.  Thomas’ 
Elospital  in  London: 

“However,  in  1967,  a technician  in  Dr. 
Henle’s  laboratory  in  Philadelphia  developed 
heterophile-antibody— positive  IM.  It  had  pre- 
viously been  shown  that  her  serum  was  devoid 
of  antibodies  to  EB  virus  and,  in  addition, 
attempts  to  culture  her  leukocytes  had  been 
unsuccessful.  Following  her  illness,  not  only 
did  she  develop  EB  virus  antibodies,  but  it 
became  possible  to  culture  her  leukocytes, 
1-3%  of  which  now  contained  EB  virus  anti- 
gen (Henle  et  al.,  1968).  This  chance  ob- 
servation led  to  the  examination  of  sequentially 
collected  sera,  which  had  been  obtained  from 
freshmen  at  Yale  University  and  stored  in  the 
expectation  that  some  of  these  students  would 
develop  IM.  Only  24%  of  Yale  freshmen  had 
antibodies  to  EB  virus,  and  only  those  who 
were  seronegative  subsequently  developed  IM. 
Following  their  illness  all  developed  significant 
rises  in  antibody  titre  to  the  EB  virus,  ranging 
from  40  to  640.  Although  EB  virus  and 
heterophile  antibodies  developed  and  reached 
peak  levels  at  approximately  the  same  time, 
heterophile  antibodies  usually  declined  to  un- 
detectable levels  within  2-3  months,  whereas 
the  EB  virus  antibodies  persisted.  Indeed,  sera 
collected  from  two  physicians  (one  of  whom 
was  amongst  the  original  heterophile-antibody- 
positive  patients  described  by  Drs.  Paul  and 
Bunnell  at  Yale)  20  and  37  yrs.  after  labora- 
tory-confirmed IM  still  had  detectable  levels 


of  EB  virus  antibody.  Adsorption  studies 
showed  that  heterophile  and  EB  antibodies 
were  quite  distinct  from  one  another.  Further 
investigations  at  Yale  showed  that  some  pa- 
tients with  clinical  and  haematological  features 
consistent  with  IM,  but  whose  sera  were  per- 
sistently heterophile-antibody-negative,  show- 
ed rising  or  high  antibody  titres  to  EB  virus, 
suggesting  that  they  were  true  cases  of  IM 
(Evans,  et  al.,  1968)”. 

A great  deal  of  research  has  been  done  in 
the  past  few  years  on  the  lymphocytes  which 
often  appear  in  the  blood  in  IM.  It  is  difficult 
or  impossible  to  establish  cell  cultures  with 
lymphocytes  from  normal  well  persons,  but 
such  in-vitro  cultures  can  be  fairly  easily  es- 
tablished from  the  lymphocytes  of  patients 
with  IM.  These  cultured  cells  do  the  follow- 
ing: 

1.  Yield  EB  Virus. 

2.  Synthesize  several  immunoglobulins,  in- 
cluding some  IGM.  In  culture  they  do 
not  produce  heterophile  antibody. 

3.  They  can  phagocytize. 

4.  Cell-free  preparations  of  these  cultures 
contain  an  anti-viral  agent  or  inhibitor. 

5.  The  cells  are  active  in  reproduction  and 
in  RNA  production. 

The  blood  serum  from  patients  with  IM  has 
at  least  two  unusual  properties: 

1 . Human  red  cells  treated  with  Newcastle 
disease  virus  are  agglutinated  by  such 
serum. 

2.  The  serum  has  a specific  effect  on  mouse 
bone  marrow  cells. 

I mention  these  bizarre  findings  only  to  il- 
lustrate the  fact  that  a great  deal  is  still  to  be 
learned  about  the  immunological  relations  of 
IM. 

An  odd  fact,  entirely  unexplained,  is  that 
some  Asiatics  in  Malaya  can  apparently  have 
IM  without  developing  any  heterophile  anti- 
body. At  a time  when  persons  of  European 
ancestry  were  suffering  in  an  epidemic  of  IM, 
some  400  Asiatics  had  all  the  symptoms  but 
no  heterophile. 

At  the  present  time  we  do  not  have  direct 
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evidence  that  EB  virus  causes  IM.  This  ques- 
tion can  only  be  settled  by  recovering  virus 
from  patients  in  the  acute  stage  of  the  disease 
and  transmitting  it  to  healthy  volunteers  who 
either  develop  the  disease  or  excrete  virus  and 
develop  serological  evidence  of  infection. 

What  evidence  do  we  have  as  to  the  role 
of  EB  in  IMP 

1 . Antibody  to  EB  virus  appears  to  protect 
against  infection  with  IM. 

2.  Almost  all  patients  with  IM  develop  high 
or  rising  titres  to  EB  virus  during  the 
course  of  their  illness. 

3.  EB  virus  so  far  has  been  shown  to  repli- 
cate only  in  cells  of  the  lymphoreticular 
system,  and  EB  virus  stimulates  leuko- 
cytes of  patients  with  IM  to  proliferate 
into  blastoid  cell  cultures  which  harbour 
EB  virus. 

4.  Grace  in  1969  reported  an  IM-like  illness 
in  a patient  with  leukemia  which  fol- 
lowed in  seven  weeks  the  administration 
of  EB  virus.  Before  this  incident  the 
patient’s  serum  showed  no  EB  antibody. 
He  later  developed  both  EB  and  hetero- 
phile  antibodies.  If  this  experience  can 
be  duplicated,  we  may  find  an  answer  to 
our  question. 

To  quote  Banatvala  again:  “How  can  one 
link  EB  virus,  if  it  is  indeed  the  cause  of  IM, 
to  this  syndrome  as  well  as  to  Burkitt’s  lym- 
phoma and  perhaps  other  diseases?  Infection 
with  EB  virus  is  common  in  childhood  and  is 
probably  associated  with  a mild  or  even  inap- 
parent  infection,  but  those  who  escape  infec- 
tion in  childhood,  largely  those  in  higher 
socio-economic  groups,  develop  classical  IM 
when  infected  in  early  adult  life.  Burkitt 
(1969)  has  recently  put  forward  the  hypoth- 
esis that  EB  virus,  when  interacting  with 
lymphoid  tissue  conditioned  by  a chronic 
parasitic  infection  such  as  malaria,  although 
still  nonpathogenic  for  most  such  cases,  occa- 
sionally induces  a malignant  transformation 
resulting  in  the  development  of  a Burkitt’s 
tumor,  indeed  malaria  is  generally  endemic 
in  areas  where  Burkitt’s  tumour  is  common. 


Although  certainly  dissimilar  clinically,  in 
vitro  cell  cultures  of  peripheral  leukocytes 
from  patients  with  IM  and  lymphoma  cells 
from  those  with  Burkitt’s  lymphoma  share 
such  common  characteristics  as  the  presence 
of  EB  virus  antigen , similarities  in  karyotype 
structure  and  the  ability  to  synthesize  immuno- 
globulins. Dameshek  (1969)  took  these  spec- 
ulations even  further;  he  pointed  out  that  IM 
is  a self-limiting  benign  disease  associated  with 
the  production  of  a veritable  farrago  of  anti- 
bodies (e.g.,  EB  antibodies,  heterophile  anti- 
bodies, and  sometimes  autoantibodies  and  cold 
haemagglutins,  which  in  turn  may  perhaps 
make  IM  a reversible  disease  process.)  Could, 
he  postulated,  acute  leukemia  be  a prolifera- 
tive disorder  caused  by  the  same  agent  but  not 
subject  to  normal  control  mechanisms? 

Case  Reports 

1.  R.C.  16  year  old  white  boy.  He  came 
to  the  office  on  April  8,  1970,  complaining  of 
a pain  in  the  neck  which  began  four  days 
before  while  trout  fishing.  He  had  a tem- 
perature of  101  and  his  tonsils  were  enlarged 
and  red.  No  enlarged  glands  could  be  felt, 
nor  was  the  spleen  enlarged.  A throat  culture 
was  taken  and  he  was  given  penicillin.  The 
culture  was  negative  for  hemolytic  strepto- 
cocci. He  returned  to  the  office  on  April  20, 
12  days  after  the  first  visit,  with  fever,  diffi- 
culty in  swallowing  and  large  inflamed  tonsils 
covered  with  exudate.  The  white  count  was 
12,300  and  there  were  many  atypical  lympho- 
cytes. The  mono  screen  was  positive.  Het- 
erophile presumptive  1/896.  He  was  put  on 
prednisone  and  felt  better  in  two  days.  By 
April  28  all  signs  were  much  improved.  Pred- 
nisone in  reduced  dose  was  continued  for 
another  week. 

2.  C.C.  18  year  old  sister  of  R.C.  She  had 
severe  rheumatoid  arthritis  as  a child,  with 
mild  residual,  and  has  been  on  prophylactic 
penicillin  almost  continuously  since.  She  was 
seen  in  the  office  July  20,  1970,  two  days  after 
the  beginning  of  a sore  throat.  She  had  not 
taken  penicillin  for  10  days.  Her  temperature 
was  98.6  and  her  throat  moderately  red  with 
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a few  flecks  of  pus.  No  enlarged  glands  were 
felt,  nor  was  spleen  palpable.  A throat  culture 
was  taken  and  she  was  put  on  tetracycline.  The 
culture  was  negative  for  hemolytic  strepto- 
cocci. The  sore  throat  improved  somewhat, 
but  never  cleared  entirely.  She  was  seen  again 
August  4.  Temperature  was  100  and  her  ton- 
sils were  greatly  swollen  and  red.  The  cervical 
glands  were  enlarged  and  tender.  Spleen  not 
palpable.  Blood  sent  to  the  State  laboratory 
was  reported  “Ox  cell  hemolysin  titration  pos- 
itive 1/5120.” 

She  was  put  on  penicillin  and  prednisone 
5 mg  four  times  a day.  On  August  6,  four 
days  later,  she  was  much  improved.  Predni- 
sone dose  was  reduced  to  2.5  mg  four  times  a 


day.  By  August  17,  she  reported  herself  en- 
tirely well. 
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Last  year  when  I was  on  call  for  pediatrics  at  the  Lynchburg  General 
Hospital,  the  Emergency  Room  Physician  called,  perplexed,  not  knowing 
how  to  handle  a problem.  He  had  a one-year-old,  white,  female  who  had  been 
brought  into  the  Emergency  Room  with  all  the  classical  symptoms,  blood 
work,  etc.,  of  lobar  pneumonia.  Since  the  child  appeared  very  ill,  he  advised 
the  mother  to  admit  the  child  for  treatment.  She  said,  very  emphatically, 
“No!”  He  tried  a different  tack,  describing  the  consequences  if  this  were 
not  done.  Still  the  same  negative  response.  It  was  at  this  point  he  called  me. 

I immediately  went  to  the  Emergency  Room,  concurred  with  all  his  find- 
ings, and  suggested  to  the  mother  that  the  child  be  admitted  for  treatment, 
and  got  the  same  response.  Unable  to  shake  her  resolution,  we  asked  her 
to  sign  a release  and  she  took  the  child  home. 

I was  on  my  way  to  the  pre-school  clinic  at  the  Health  Department,  so  I 
copied  her  name  and  address,  and  discussed  the  problem  with  the  public 
health  nurse  in  that  district.  She  immediately  threw  up  her  hands,  laughed 
heartily,  and  explained  that  the  mother  was  unmarried  and  had  a rather 
low  I.Q.  (although  she  had  not  given  this  appearance  in  the  Emergency 
Room).  It  seems  that  when  this  baby  was  born  out  of  wedlock,  the  grand- 
mother, a rather  domineering  person,  told  her  daughter  that  no  matter  what 
any  man  said  to  her,  or  what  request  was  made,  she  was  always  to  answer, 
“No!”  The  public  health  nurse  said  she  would  attend  to  it  immediately 
and,  being  female,  had  no  trouble  persuading  the  mother  to  allow  the  child 
to  be  admitted.  The  child  from  that  point  on  had  an  uneventful  recovery. 

John  S.  Morris,  Jr.,  M.D. 
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Fifty  Years  of  Orthopaedic  Care  for  Crippled  Children 


Lynchburg,  in  its  fifty  years  of 
care  of  the  crippled  child,  has 
seen  many  firsts — the  first  indi- 
gent clinic  sponsored  by  the  State 
was  for  the  crippled  child  and 
the  Virginia  State  Orthopaedic 
Society  was  founded  there  in 
1933. 

HE  CARE  OF  THE  CRIPPLED  CHILD 
was  the  start  of  orthopaedic  surgery.  In 
1741,  Nicholas  Andre  wrote  a treatise  which 
he  titled  L’Orthopedie  ou  L’art  De  Prevenir 
Et  De  Corriger  Dans  Les  Enfants  Les  Dif- 
fomities  Du  Corps.  The  word  orthopaedic 
comes  to  us  from  the  Greek,  meaning,  freely 
translated,  to  straighten  the  crippled  child.  The 
specialty  did  not  begin  officially  until  1933 
and  is  recorded  as  the  American  Academy  of 
Orthopaedic  Surgeons. 

Lynchburg  has  been  very  fortunate  in  be- 
coming oriented  orthopaedically  as  early  as 
1914  when  Dr.  Bernard  Kyle,  fresh  from  the 
Johns  Hopkins  Hospital  teaching  department, 
came  to  town.  He  was  dynamic,  fiery  at  times, 
but  fair,  and  stressed  the  fundamentals  of  good 
orthopaedic  care.  He  was  preceded  in  Lynch- 
burg by  a well  known  orthopaedic  surgeon, 
Dr.  William  Tate  Graham,  who  visited  from 
Richmond,  Virginia.  Dr.  Graham  lectured  to 
the  W Oman’s  Club  and,  as  a result,  they  agreed 
to  and  did  establish  the  first  free  clinic  in  the 
town  for  the  care  of  Crippled  Children.  Miss 
Ruby  Shaner  was  hired  as  the  nurse  and  was 
trained  in  Richmond.  During  the  six  years 
this  clinic  was  held,  469  children  were  treated 
and  $12,645.68  raised;  however,  Dr.  Kyle  was 
quite  active  and,  in  1927,  led  the  Lynchburg 
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Academy  of  Medicine  to  close  the  Graham 
Clinic  and  open  a State  sponsored  clinic  for 
indigent  children. 

The  Virginia  Orthopaedic  Society  was  or- 
ganized in  Lynchburg  in  October,  193  3.  The 
by-laws,  as  amended  in  October,  1964,  stated 
that:  “The  purpose  of  this  society  is  for  the 
drafting  of  policies  and  matters  related  to 
orthopaedic  surgery  and  the  care  of  the  Crip- 
pled Children  in  the  Commonwealth  of  Vir- 
ginia. The  further  purpose  of  this  society  is 
for  the  general  improvement  of  the  practice 
of  orthopaedic  surgery  in  the  Commonwealth 
of  Virginia.  Associated  members  shall  enjoy 
all  the  rights  and  privileges  of  the  Society 
except  the  right  to  have  charge  of  Crippled 
Children’s  Clinic  as  sponsored  by  the  Bureau 
of  Crippled  Children  of  the  State  Health  De- 
partment of  the  Commonwealth  of  Virginia. 
The  Medical  Advisory  Committee  is  to  be 
appointed  by  the  President.  This  committee 
shall  be  charged  to  investigate,  study  and  rec- 
ommend implementations  by  which  a constant 
and  proper  flow  of  Crippled  Children’s  pa- 
tients shall  be  sent  from  the  Crippled  Chil- 
dren’s Clinic  sponsored  by  the  Bureau  of 
Crippled  Children  for  the  State  Health  De- 
partment to  the  teaching  centers  in  the  Com- 
monwealth of  Virginia.” 

The  war  years  led  to  many  innovations  in 
orthopaedic  surgery  and  the  establishment  of 
many  training  centers.  In  1935,  Dr.  Clarence 
Keefer  came  from  the  University  of  Virginia 
training  program  and  joined  Dr.  Kyle  in  prac- 
tice until  World  War  II.  After  Dr.  Keefer 
returned  from  military  service,  he  decided  to 
open  his  own  office.  In  1940,  Dr.  Kyle  was 
joined  in  practice  by  his  nephew,  Dr.  Kyle 
Mundy,  who  also  trained  at  Johns  Hopkins. 
In  1951,  Dr.  Joseph  L.  Platt,  who  was  trained 
at  the  University  of  Pennsylvania,  opened  an 
office  in  Lynchburg.  Shortly  thereafter,  Dr. 
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Platt  joined  with  Drs.  Kyle  and  Mundy  in 
holding  the  Crippled  Children’s  Clinic. 

In  1953,  the  Lynchburg  Junior  League 
sponsored  and  equipped  a physical  therapy 
room  in  the  basement  of  the  old  Lynchburg 
General  Hospital.  It  also  contributed  money 
to  the  hospital  to  pay  the  salary  of  a physical 
therapist.  The  physical  therapy  clinic  was  the 
first  of  its  kind  in  Lynchburg.  The  facilities 
of  the  clinic  were  available  for  use  of  the 
Crippled  Children’s  Clinic,  and  the  therapist 
attended  the  Clinic. 

In  September,  1954,  Mr.  Michael  Andrusky, 
Orthotist  Prosthetist  was  persuaded  to  locate 
in  Lynchburg.  He  contracted  with  the  Crip- 
pled Children’s  Clinic  Bureau  and  became 
brace  maker  locally  for  the  State  and  attended 
the  Crippled  Children’s  Clinics.  In  1958,  the 
Lynchburg  General  Hospital  Board  agreed  that 
an  orthopaedic  brace  shop  should  be  part  of  the 
medical  complex.  Mr.  Andrusky  purchased 
a lot  on  Thomson  Drive  and  opened  the 
Lynchburg  Orthopaedic  Laboratory  for  sup- 
plying  prescription  braces  and  orthopaedic 
appliances. 

When  the  new  Lynchburg  General  Hos- 
pital was  opened,  all  of  the  indigent  clinics 
were  left  at  the  old  Lynchburg  General  Hos- 
pital. Drs.  Kyle,  Mundy,  Keefer  and  Platt 
were  able  to  persuade  the  Hospital  administra- 
tion to  hold  the  Crippled  Children’s  Clinic  in 
the  new  hospital,  in  order  to  have  the  benefit 
of  x-ray,  physical  therapy  and  the  plaster 
room.  It  seemed  unwise  to  duplicate  these 
facilities. 

The  Clinic  continued  to  grow  and  in  1957, 
Dr.  James  B.  Jones,  who  trained  at  the  New 
York  Orthopaedic  Hospital,  and  Dr.  Platt 
began  practice  together.  In  July,  1961,  Dr. 
Robert  Bowen,  from  the  Medical  College  of 
Virginia,  entered  practice  with  Dr.  Mundy 
and  continued  with  him  until  Dr.  Mundy’s 
untimely  death  in  1971. 

In  1962,  Dr.  Jones  was  appointed  Chief  of 
Orthopaedic  Surgery  at  the  Lynchburg  Train- 
ing School  and  Hospital  (a  3,500  bed  State 
Institution  for  the  mentally  retarded)  where 
in  time  he  established  an  excellent  orthopaedic 


clinic.  He  was  joined  by  Dr.  Lucy  Gibbs, 
physiatrist  from  the  University  of  Virginia, 
who  came  to  town  in  1961,  with  especial  em- 
phasis on  the  rehabilitation  of  the  handicapped 
child  quartered  in  the  Training  School.  This 
offers  an  excellent  teaching  source. 

By  1967,  the  Clinic  had  grown  to  such  a size 
that  quarterly  had  gone  to  bi-monthly  and 
then  to  monthly.  The  hospital  was  crowded. 
Until  the  Marshall  Lodge  Memorial  Hospital 
closed  its  doors  as  an  acute  hospital  in  1968, 
the  Crippled  Children’s  Clinics  were  specially 
quartered  in  the  lower  level  with  excellent 
facilities.  When  the  hospital  closed  completely 
in  1969,  the  Clinics  were  moved  to  the  Vir- 
ginia Baptist  Hospital’s  new  out-patient  de- 
partment. About  this  time,  Dr.  Keefer  re- 
signed his  Lynchburg  Clinic  and  this  was  con- 
solidated with  that  of  Dr.  Platt  and  Dr.  Jones. 

In  May,  1965,  the  annual  spring  meeting  of 
the  Virginia  State  Orthopaedic  Society  was 
held  in  Lynchburg.  Mr.  Russell  Von  Oesen, 
with  the  Bureau  of  Crippled  Children  of  the 
Virginia  State  Department  of  Health,  reported 
on  Crippled  Children’s  work  in  the  State  of 
Virginia  and  the  categories  of  service  avail- 
able. Although  the  major  emphasis  was  on 
Orthopaedic  Clinics  and  Physical  Therapy,  he 
advised  that  there  are  also  excellent  programs 
for  plastic  surgery,  surgery,  pediatric  surgery, 
pediatric  urology,  eye  muscle  imbalance, 
burns,  defective  hearing,  mental  retardation 
and  pediatric  neurosurgery.  He  stated  that  this 
was  a medical  care  program  supported  by  State 
funds,  supplemented  with  Federal  funds  and 
administered  by  the  Virginia  State  Bureau  of 
Crippled  Children. 

Throughout  the  years,  the  principle  of 
clinics  for  the  underprivileged  child  staffed 
with  well  trained  orthopaedic  surgeons,  giving 
freely  and  without  stint  of  their  time  and  in 
close  association  with  the  teaching  centers  of 
the  Medical  College  of  Virginia  and  the  Uni- 
versity of  Virginia,  has  been  a boon  to  thou- 
sands of  underprivileged  crippled  children. 
The  future  in  Lynchburg  holds  a promise  of  a 
comprehensive  health  care  center  to  include 
State  Health  Clinics,  Vocational  Rehabilita- 


842 


Virginia  Medical  Monthly 


don  Services,  and  care  of  Crippled  Children. 
There  might  also  be  a Residency  training  pro- 
gram in  Orthopaedic  surgery  in  connection 
with  the  University  of  Virginia.  These  pros- 
pects are  indeed  encouraging.  Already,  Dr. 
Terry  O.  Miller  and  Dr.  Paul  Fitzgerald, 
trained  in  the  Hospital  for  Special  Surgery, 
one  of  the  foremost  and  most  respected  or- 
thopaedic centers  in  the  world,  have  located 
in  Lynchburg. 

Crippled  children  in  the  Central  Virginia 
area  are  cared  for  in  the  Lynchburg  Crippled 
Children’s  Clinic.  The  clinic  is  held  monthly 
in  the  Virginia  Baptist  Hospital  out-patient 
department  and  is  staffed  by  Drs.  Joseph  L. 
Platt,  James  B.  Jones,  Robert  R.  Bowen, 
James  E.  Blackburn,  Terry  O.  Miller,  and 
Paul  F.  Fitzgerald.  Presently,  thirty- five  to 
forty  patients  are  treated  each  month  at  the 
Lynchburg  Orthopaedic  Crippled  Children’s 
Clinic. 

In  summary,  Lynchburg,  in  its  fifty  years 
of  care  of  the  Crippled  Child  from  1921-1971, 
has  seen  many  firsts— the  first  indigent  clinic 


sponsored  by  the  State  was  for  the  crippled 
child;  the  Virginia  State  Orthopaedic  Society 
was  founded  in  Lynchburg  in  193  3.  The  fu- 
ture is  bright  with  five  leading  teaching  centers 
represented  by  the  attending  staff:  University 
of  Virginia,  University  of  of  Pennsylvania, 
New  York  Orthopaedic  Hospital,  Medical 
College  of  Virginia  and  Hospital  for  Special 
Surgery. 

This  paper  is  based  on  information  collected 
from  many  sources,  a good  deal  of  it  given  orallv. 
References  used  were: 

Minutes  of  the  Woman’s  Club  of  Lvnchburg, 
available  Jones  Memorial  Library. 

The  Daily  Advance,  April,  1921,  available  Jones 
Memorial  Library. 

Minutes  of  the  Lynchburg  Academy  of  Medi- 
cine, available  Academy  office. 

Excerpts  from  Campbell  County  Health  Of- 
fice records. 

Minutes  and  By-Laws  Virginia  State  Orthopae- 
dic Society. 


1914  Thomson  Drive 
Lynchburg,  Virginia  24501 


A clinical  suggestion  as  to  how  to  get  babies  off  bottles  and  on  cups  at  the 
appropriate  time:  For  the  past  twenty-two  years  it  has  been  a constant  and 
often  losing  battle  getting  mothers  and  grandmothers  to  change  babies  from 
bottle  to  cup.  I have  had  children  come  in  still  on  the  bottle  even  up  to  the 
fourth  and  fifth  year.  I have  tried  to  explain  to  these  mothers  the  dangers 
of  anemia,  constipation,  “mild  poisoning”,  etc.,  but  granny  still  sits  with  her 
teeth  clinched,  knowing  that  baby  should  have  all  the  milk  he  would  take. 

However,  recently,  I have  found  almost  complete  success  in  telling  a little 
white  lie.  I quote  a nebulous  study  by  an  unnamed  psychiatrist  involving  142 
middle  aged  men  and  women  with  chronic  alcoholism.  I explain  that  96% 
of  these  patients  were  found  to  have  had  a bottle  until  two,  three  or  four 
years  of  age,  whichever  is  appropriate  to  the  case  at  hand.  I further  explain 
that  these  people  as  children  had  learned  to  use  the  bottle  as  a pacifier  when- 
ever they  were  in  a frustrated  situation.  The  “grannies”  with  eyes  open  wide, 
understand  the  correlation  very  quickly. 

John  S.  Morris,  Jr.,  M.D. 
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Alternatives  to  Abortion  for  the  Unwed  Mother 


For  the  unwed  mother  who  is 
faced  with  making  an  ill-advised 
and  hasty  marriage,  an  abortion, 
often  without  counseling,  or  rais- 
ing a fatherless  unwanted  child, 
there  is  an  alternative  that  is  ther- 
apeutic and  dignified. 

IT  IS  ESTIMATED  that  last  year  there  were 
1,000,000  abortions  in  the  United  States, 
legal  and  illegal.1,2  This  means  that  more 
unborn  Americans  were  killed  by  Americans 
than  have  been  killed  in  all  the  wars  that 
America  has  fought  in  185  years.  Dr.  Richard 
L.  Burt  refers  to  abortions  very  aptly  as  the 
Fifth  Horseman.3 

We  are  all  aware  of  recent  changes  in  Vir- 
ginia’s liberalized  abortion  law,  which  in  ef- 
fect let  each  hospital  set  its  own  policies.  Each 
hospital  has  to  have  an  abortion  committee  of 
three  physicians,  one  of  whom  has  to  be  a 
gynecologist,  and  the  other  two  anyone  the 
chief  of  staff  wishes  to  appoint.4  The  law  is 
set  up  so  that  in  any  hospital,  if  the  chief  of 
staff  so  desired,  he  could  appoint  three  men 
who  believe  in  abortion  on  demand  to  the 
committee,  and  overnight  that  hospital  would 
become  an  abortion  mecca.  Fortunately,  this 
has  not  been  the  case  in  Lynchburg,  as  it  has 
in  one  or  two  other  hospitals  in  the  State. 

At  the  present  time,  the  medical  profession 
of  Lynchburg  has  not  changed  appreciably 
its  attitude  toward  abortions,  except  that  per- 
haps the  definition  of  mental  well  being  of 
the  mother  has  been  stretched  more  than  it  had 
been  in  the  past. 

I personally  feel  that  the  old  law  encom- 
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passed  all  that  was  needed.  Pregnancies  could 
be  terminated  legally  for  rape,  incest,  for  the 
life  of  the  mother,  or  at  the  prospect  of  a 
severely  defective  fetus.  It  seems  that  with  the 
new  law,  we  have  no  law,  since  the  State 
legislature  allows  each  hospital  to  determine 
its  own  course. 

What  has  been  the  effect  of  widespread 
abortions  in  other  countries?  I have  been  un- 
able to  obtain  much  valid  information  on  the 
effect  of  the  50,000,000  abortions  that  have 
been  done  in  Japan  over  the  last  twenty- two 
years.5  I assume  it  is  for  population  control. 
The  literature  from  Sweden  is  misleading  in 
that  their  social  mores  are  different  from  ours, 
and  I don’t  think  a valid  comparison  can  be 
made.  Great  Britain’s  abortion  act  was  passed 
in  1967.  They  have  most  probably  the  most 
accurate  information  on  the  medical  effects 
of  abortion  since  most  of  these  abortions  are 
done  in  National  Service  Hospitals,  and  they 
have  had  more  time  to  evalute  them  than  we 
have  had  in  this  country.  However,  the  Bri- 
tish literature  is  confusing.  Good  studies  have 
argued  both  pro  and  con.  It  is  of  interest  to 
note  that  except  for  one  brief  period  in  the 
16th  century,  Christianity  did  not  concern 
itself  officially  with  abortion,  or  with  preg- 
nancy prevention,  until  some  1800  years  after 
this  religion  had  spread  through  the  Western 
World.6,7  Only  about  one  century  ago  did 
the  Roman  Church  pronounce  officially  that 
the  conceptus  is  as  sacred  as  the  post-natal 
human.1,8 

You  cannot  deal  with  abortion  without  con- 
sidering its  psychosocial  components.  The 
physician  who  confines  his  attention  to  the 
physical  aspects  of  abortion  and  neglects  the 
psychological  and  social  factors  is  doing  his 
patient  a disservice.  Equally  detrimental  to 
the  well  being  of  the  patient  is  the  neglect  of 
the  circumstances  which  lead  a woman  to  seek 
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abortion,  and  the  lack  of  attention  to  the  edu- 
cational process  necessary  to  prevent  further 
unwanted  pregnancies.9 

Every  surgical  operation,  every  inroad  on 
a person’s  body  has  some  capacity  for  psycho- 
logical scarring.10  Abortion  is  but  one  such 
intrusive  assault,  but  a very  special  one,  as 
pregnancy  involves  directly  the  core  of  fem- 
ininity, a woman’s  creativeness,  her  sexuality, 
her  mothering  capacities,  and  her  family.  Un- 
like other  surgery,  the  non-medical  accom- 
paniments of  a legal  abortion  could  not  be 
better  designed  to  produce  conflict,  guilt  and 
shame  considering  the  following: 

1.  To  be  pregnant  and  not  want  to  be  a 
mother  is  contrary  to  Western  ethics. 

2.  Admission  of  the  pregnancy  to  someone 
who  might  help  reinforces  conflict,  guilt  and 
shame. 

3.  In  case  an  abortion  is  sought,  the  second 
situation  must  be  repeated  at  least  three  times 
(obstetrician  and  two  consultants),  not  to 
mention  spouse  or  putative  father. 

4.  It  must  be  admitted  to  innumerable  hos- 
pital personnel,  many  of  whom  often  resent 
this  type  of  patient,  further  enhancing  the 
sense  of  conflict,  guilt  and  shame. 

5.  If  legal  abortion  is  not  available,  its  ille- 
gal performance  clearly  stamps  it  so,  and 
breaking  the  law  causes  guilt  and  shame  on 
the  part  of  otherwise  law-abiding  people. 

6.  Unlike  other  surgical  traumata,  it  can- 
not be  talked  about  or  discussed  freely.11 

The  unwed  pregnant  girl  is  faced  with  im- 
mense emotional  trauma.  All  of  the  foregoing 
is  true  for  her  with  the  additional  stigma  our 
society  still  has  for  the  out-of-wedlock  birth. 
Counseling  for  her,  therefore,  is  not  simple. 
She  will  be  faced  with  guilt  feelings  no  matter 
what  her  decision.  Would  her  feelings  of 
guilt  be  greater  if  she  aborted  the  child,  or  if 
she  had  the  child  and  it  became  to  her  an 
unwanted  child?  To  what  extent  is  the  child 
involved  in  the  decision?  What  does  the 
mother  owe  the  child  she  has  conceived?  What 
will  be  her  feelings  after  an  abortion?  Will 
she  have  unresolved  questions  for  which  she 


needs  further  counseling  after  the  abortion?12 

There  are  many  medical  abortions  being 
performed  today  on  young  women  for  whom 
little  or  no  counseling  has  been  provided.  Post- 
operative follow-up  is  almost  entirely  lacking. 
So  commonplace  are  they  that  several  centers 
are  performing  them  on  an  ambulatory  basis. 
One  such  center  in  New  York  City  had  per- 
formed 26,000  abortions  to  August  1,  1971. 
At  this  center,  the  candidates  for  abortion, 
referred  to  it  by  their  ministers  or  rabbis,  are 
given  one  hour  of  counseling  by  a young 
woman  whose  only  requirements  are  that  she 
be  an  understanding  college  graduate  and  have 
had  a medical  abortion  herself.  The  operation 
takes  fifteen  minutes.  The  patient  is  kept  in 
a recovery  room  for  one  hour  and  in  a lounge 
for  another  two  hours  where  vital  signs  are 
watched,  and  then  discharged.13 

We  have  all  seen  single  girls  fly  up  to  New 
York  for  an  abortion  and  then  be  back  in 
school  two  days  later.  Yet,  one  of  the  under- 
lying causes  of  her  pregnancy,  a poor  self 
image,  has  not  been  touched.  It  would  seem 
that  proper  counseling  is  a primary  ingredient 
in  the  treatment  of  and  care  for  a pregnant 
unwed  girl.  This  counseling  should  properly 
extend  to  the  family  of  the  girl,  for  in  many 
cases  parental  emotional  neglect  is  the  root 
of  this  poor  self  image.  These  girls  are  often 
starved  for  love  and  approval.  At  times  they 
are  subconsciously  acting  out  a way  to  punish 
the  parents  for  their  lack  of  parental  guidance 
and  support.  In  other  words,  abortion  is  a 
cure  of  a symptom,  and  not  a cure  for  the 
disease.  The  disease  is  not  the  pregnancy,  it 
is  the  neglect  and/or  emotional  immaturity  of 
the  girl. 

It  is  true  that  for  the  unwed  mother  and  her 
family,  carrying  the  fetus  to  term  can  be  a 
traumatic  experience,  but  certainly  so  is  an 
abortion.  However,  experience  seems  to  show 
that  the  act  of  carrying  through  with  this 
pregnancy  is  the  healing  factor  both  for  the 
girl  and  her  family  if  proper  counseling  has 
been  obtained.  Families  do  come  together  at 
times  of  stress,  and  often  the  unfortunate  girl 
learns  for  the  first  time  that  her  parents  do 


Volume  99,  August,  1972 


845 


care  for  her,  and  they  in  turn  are  shaken  to 
the  point  that  they  are  able  to  see  their  mis- 
takes and  to  make  an  effort  to  give  their 
daughter  the  support  and  love  she  needs. 

In  her  excellent  book,  The  Psychology  of 
Woman,  Helen  Deutsch,  after  long  study,  felt 
strongly  that  pregnancy  can  become  the  most 
maturing  factor  and  growth  experience  for  a 
young  girl.14 

Florence  Crittenton  Agencies  in  California, 
where  legal  abortion  has  been  permitted  since 
1967,  have  experience  with  girls  who  have 
come  to  the  Agencies  to  carry  a pregnancy  to 
term  after  having  had  one  or  two  previous 
abortions.12 

It  is  not  necessary,  nor  usually  desirable, 
that  the  unwed  mother  serve  her  confinement 
in  her  parents’  home,  or  be  whisked  away  to 
some  aunt  or  uncle.  There  are  residential 
homes  for  unwed  mothers  scattered  all  over 
the  United  States.  Many  of  them  offer  psy- 
chiatric counseling  as  well  as  medical  and  resi- 
dential care,  and,  of  course,  confidentiality. 

In  Lynchburg,  we  have  one  of  the  two 
Florence  Crittenton  Homes  in  the  State  of 
Virginia,  one  of  fifty  in  the  nation,  and  also 


pregnancy,  freed  from  the  need  to  hide  her 
physical  condition,  the  unwed  pregnant  girl 
has  an  opportunity  to  consider  her  own  future, 
and  to  obtain  counseling  to  help  her  work 
out  her  own  personal  and  emotional  problems. 
The  services  also  include  continuing  her  edu- 
cation, medical  services  to  insure  her  and  the 
baby’s  health,  and  information  on  the  options 
open  for  herself  and  her  child’s  future. 

A social  case  worker  is  a permanent  mem- 
ber of  the  staff,  and  the  girls  are  visited  peri- 
odically by  one  of  the  local  psychiatrists. 
Group  therapy,  as  well  as  individual  counsel- 
ing, are  carried  on,  and  whenever  possible,  the 
girl’s  parents  are  counseled. 

Physically,  the  Home  can  care  for  twenty- 
eight  resident  girls.  They  are  housed  in  one, 
two  and  three  girl  rooms.  There  are  lounges 
on  both  the  first  and  second  floors,  a library, 
craft  room,  sewing  room,  chapel  and  class- 
rooms on  the  first  floor.  Accredited  teachers 
from  the  Lynchburg  Public  School  System 
come  to  the  Home  for  classes.  Girls  of  high 
school  age  get  E.  C.  Glass  High  School  credits. 

A clinic  is  maintained  at  the  Home  for  the 
girls.  The  Director  is  a registered  nurse.  An 


Fig.  1.  Florence  Crittenton  Flome,  Lynchburg. 


one  of  the  first  to  be  established.  Here,  free  obstetrician  comes  once  a week  to  examine  the 

from  the  tensions  in  the  family  created  by  the  girls.  When  the  time  for  delivery  comes,  the 
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girls  are  taken  to  one  of  the  local  accredited 
hospitals.  Their  stay  is  usually  two  or  three 
days.  They  are  kept  in  the  Home  for  at  least 
two  weeks  after  delivery. 

Most  of  the  girls  in  the  Home  give  their 
babies  up  for  adoption,  although  the  choice 
is  theirs  entirely.  These  “unwanted”  babies 
then  become  “wanted”  babies.  There  are  not 
enough  of  these  babies  to  satisfy  the  needs  of 
the  many  couples  who  are  aching  to  give  them 
a home  and  love.  These  infants  are  placed 
through  the  Children’s  Home  Society  of 
Virginia. 

In  summation,  for  the  unwed  mother  who 
is  faced  with  making  an  ill-advised  and  hasty 
marriage,  an  abortion,  often  without  counsel- 
ing, or  raising  a fatherless  unwanted  child, 
there  is  an  alternative  that  is  therapeutic  and 
dignified,  resulting  in  a mature  individual  and 
a baby  who  will  be  given  the  warmth  and  love 
he  or  she  deserves  by  adoptive  parents.  We 
are  proud  in  Lynchburg  to  have  this  facility. 
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As  physicians,  we  daily  run  into  problems  as  to  how  to  explain  and  give 
advice  to  our  patients.  Recently  a situation  presented  itself  that  really 
threw  me. 

A very  attractive  mother  in  her  thirties  came  in  stating  that  she  had  a 
problem.  She  had  a seven  year  old  son  who  realized  that  operations  always 
resulted  in  a scar,  and  since  she  had  a midline  incision  from  a former  opera- 
tion, he  thought  she  should  have  another  one  from  a recent  trip  to  the  hos- 
pital. However,  this  operation  had  been  a vaginal  hysterectomy,  and  the 
boy  was  very  curious  as  to  the  absence  of  a new  scar.  I am  still  wondering 
what  would  have  been  a good  reply  for  that  mother  to  give  her  son. 

John  S.  Morris,  Jr.,  M.D. 


Volume  99,  August,  1972 


847 


Thymoma  Associated  with 


A middle-aged  female  developed 
a peculiar  clinical  syndrome,  last- 
ing approximately  three  years 
and  characterized  by  recurrent 
pleural  effusions  and  anasarca. 
Multiple  hospitalizations  and  at- 
tempts to  elucidate  the  nature  of 
her  illness  yielded  no  specific  di- 
agnosis, although  it  was  suspect- 
ed that  she  had  a disease  of  the 
connective  tissue  group.  Ne- 
cropsy revealed  a clinically  un- 
suspected mediastinal  thymoma 
in  association  with  perivasculitis, 
polyserositis,  and  myositis. 

THE  THYMUS  GLAND  plays  an  impor- 
tant role  in  development  of  competent 
immunologic  mechanisms  in  man.1  Some  pa- 
tients developing  neoplasia  of  the  thymus  may 
develop  certain  conditions,  such  as  myasthenia 
gravis  and  aplastic  anemia,  in  which  immuno- 
logic mechanisms  are  altered.2,3  The  connec- 
tive tissue  diseases  are  felt  by  many  to  be 
basically  alterations  in  immune  mechanisms 
with  development  of  autoimmunity.  How- 
ever, the  association  of  thymic  neoplasia  with 
diseases  of  the  connective  tissue  group  has  been 
infrequently  reported  and  is  not  generally 
recognized  by  most  physicians.  A recently 
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encountered  case  prompted  us  to  look  at  the 
association  of  thymoma  and  the  connective 
tissue  diseases.  Clinical  case  reports  have  re- 
lated thymoma  to  patients  with  overt  lupus 
erythematosus,4,5  with  the  occurrence  of  posi- 
tive LE  cell  phenomenon,6  with  polyserositis,5 
with  polymyositis,7,8  and  other  unusual  syn- 
dromes. This  paper  presents  a case  associating 
thymoma  and  an  unusual  clinical  syndrome, 
primarily  manifested  by  anasarca  and  pleural 
effusions.  No  specific  diagnosis  was  made  dur- 
ing life,  despite  multiple  evaluations,  although 
a connective  tissue  disease  was  suspected.  An 
unsuspected  thymoma  was  discovered  at  ne- 
cropsy. A literature  search  revealed  only  one 
similar  case,  reported  by  Lambie.9  Whether 
the  associated  conditions  were  merely  coinci- 
dental findings  in  the  same  patient  or  were 
related  remains  to  be  determined.  This  paper 
is  intended  to  stimulate  others  to  look  for  sim- 
ilar associated  findings. 

Case  Report 

HMC,  a 49  year  old  white  female,  had  a 
peculiar  illness  lasting  approximately  three 
years  and  characterized  by  recurrent  pleural 
effusions  and  anasarca.  She  initially  presented 
in  July,  1967,  because  of  bitter  taste  beginning 
six  weeks  previously.  The  taste  was  described 
as  her  “mouth  tasting  like  garbage  smells”.  She 
had  lost  twelve  pounds  of  weight  because  of 
poor  appetite  attributed  to  the  bitter  taste.  The 
patient  had  no  other  symptoms.  Her  past  his- 
tory was  unremarkable. 

Physical  examination  revealed  normal  vital 
signs.  Examination  of  the  mouth,  ears,  nose 
and  throat  was  negative.  She  was  wearing 
well-fitting  dentures.  General  physical  exam- 
ination, including  neurological  evaluation,  was 
negative. 

Laboratory  studies  revealed  a normal  hemo- 
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globin,  white  count  and  differential,  and  urin- 
alysis. Erythrocyte  sedimentation  rate  5 mm.  / 
hr.  Serum  chemistries  included  normal  blood 
sugar  and  BUN.  Some  liver  function  studies 
were  abnormal,  including  a BSP  retention  of 
19%.  Alkaline  phosphatase  was  elevated  at 
28.0  S-J  units,  and  serum  oxalacetic  transa- 
minase was  310  R-F  units.  Total  bilirubin 
was  0.4  gm/dL,  and  serum  protein  was  5.9 
gm/dL  with  an  albumin  of  4.1  gm/dL.  Pro- 
thrombin time  was  16  seconds,  with  a control 
of  12  seconds.  Chest  x-rays  revealed  some 
linear  interstitial  markings,  most  prominent  in 
the  lower  lobes,  consistent  with  mild  fibrosis. 
A fullness  in  the  anterior  superior  mediastinum 
was  suspected,  but  multiple  studies,  including 
a barium  swallow,  were  normal.  Gallbladder, 
upper  GI  and  colon  x-rays  were  within  normal 
limits.  A liver  biopsy  revealed  generally  nor- 
mal architecture,  but  the  portal  areas  contained 
heavy  inflammatory  cell  infiltration,  predom- 
inantly mononuclear.  Neutrophils  were  pres- 
ent. The  pathological  diagnosis  was  chronic 
hepatitis. 

The  patient  was  placed  on  Prednisone  20 
mg.  daily  in  divided  doses  and  experienced 
immediate  improvement  of  her  symptoms,  and 
she  was  discharged  on  the  above  dosage. 

Following  discharge  the  patient  was  con- 
tinued on  Prednisone  in  decreasing  increments, 
and  finally  Prednisone  was  discontinued  over 
a two-month  period.  Her  taste  never  com- 
pletely returned  to  normal.  Ten  days  follow- 
ing the  discontinuance  of  steroid  therapy  the 
patient  was  seen  complaining  of  edema.  She 
had  gained  twelve  pounds  weight  and  had 
ankle  and  marked  para-orbital  edema,  with 
striking  conjunctival  fluid  collection.  The 
patient  was  begun  on  anti-histamines,  and 
steroid  therapy  was  reinstituted  without  no- 
ticeable improvement.  She  was  re-admitted  to 
the  hospital  in  October,  1967,  and  her  physical 
examination  continued  to  be  essentially  nor- 
mal, with  the  exception  of  the  edema,  dullness 
to  percussion  and  decreased  breath  sounds  over 
the  bases  of  the  lungs. 

Laboratory  studies  revealed  a normal  hemo- 
globin and  urinalysis.  White  blood  count  was 


14,300/cc.  with  65%  polys,  11%  bands,  24% 
lymphs  and  4%  monos.  Erythrocyte  sedimen- 
tation rate  3 mm.  /hr.  Latex  fixation  negative. 
LE  cell  preparations  were  negative  on  four 
occasions.  Determination  of  BUN,  blood 
sugar,  electrolytes,  bilirubin,  calcium,  phos- 
phorus and  cholesterol  were  normal.  Serum 
oxalacetic  transaminase  was  54  R-F  units  and 
alkaline  phosphatase  was  7.1  S-J  units.  Total 
protein  was  5.2  gm./dL.  with  electrophoresis 
showing  3.0  gms.  albumin  and  2.2  gms  globu- 
lin, of  which  0.6  gm.  was  gamma  globulin. 

Chest  x-rays  revealed  large  pleural  effusions 
occupying  the  lower  third  of  the  chest  bi- 
laterally and  obscuring  both  lung  bases  and  the 
cardiac  borders.  The  heart  was  not  enlarged. 
Fluoroscopic  examination  revealed  the  cardiac 
silhouette  to  have  a greatly  reduced  amplitude 
of  pulsation.  Aortic  pulsation  was  also  dimin- 
ished, though  not  proportionately  as  great  as 
the  cardiac  reduction.  The  impression  from 
fluoroscopy  was  either  a myocarditis  or  peri- 
cardial fluid  collection. 

A thoracentesis  was  attempted,  but  after  the 
removal  of  90  cc’s  of  clear  yellow  fluid  the 
patient  became  sweaty  and  hypotensive,  and 
thoracentesis  was  discontinued.  The  chest 
fluid  was  reported  as  having  a specific  gravity 
of  1.013,  a protein  of  2.7  gm/dL.  Papani- 
colaou smear  of  the  chest  fluid  showed  no 
malignant  cells.  She  was  placed  on  diuretics 
with  some  improvement,  including  a ten- 
pound  weight  loss.  The  para-orbital  and  con- 
junctival edema  continued. 

Following  her  second  discharge,  the  patient 
continued  to  have  difficulty  with  pleural  ef- 
fusions and  decreased  exercise  tolerance.  She 
required  three  additional  hospitalizations  in 
January,  February  and  May  of  1968.  Thora- 
centesis usually  controlled  her  symptoms.  Mul- 
tiple studies  on  each  occasion  were  unyielding 
as  to  the  etiology  of  her  problem.  Multiple 
lupus  erythematosus  cell  preparations  were 
negative.  Evaluation  for  occult  malignancy 
was  negative  as  were  lymph  node  biopsies. 
Pleural  biopsy  showed  chronic,  non-specific 
inflammation.  The  patient  was  felt  to  have 
some  type  of  abnormal  vascular  permeability. 
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Pulmonary  function  tests  revealed  evidence  of 
restrictive  lung  disease.  During  her  May, 
1968,  hospitalization,  a left  thoracotomy  with 
decortication  of  the  left  lung  was  performed, 
and  nitrogen  mustard  was  instilled  into  the 
right  pleural  cavity. 

Despite  these  measures,  the  patient  contin- 
ued with  right  pleural  effusions,  which  re- 
quired repeated  thoracentesis  for  control.  She 
was  managed  on  Spironolactone  and  Chlorthi- 
azide,  with  some  improvement  in  dyspnea  and 
exercise  tolerance.  However,  in  July,  1969, 
she  developed  generalized  lichen  planus  with 
severe  oral  involvement.  She  did  not  maintain 
an  adequate  diet,  resulting  in  additional  weight 
loss  and  weakness.  The  thiazide  was  impli- 
cated as  a cause  of  the  lichen  planus,  was  dis- 
continued, and  the  lichen  planus  improved. 

Recurrence  of  pleural  effusion  and  dyspnea 
required  another  hospitalization  for  a two- 
week  period  in  November,  1969.  Another 
workup  revealed  no  etiology.  She  was  dis- 
charged on  Spironolactone,  150  mgm.  daily, 
but  pleural  effusion  and  dyspnea  continued  to 
be  a problem. 

In  January,  1970,  she  suddenly  became 
dyspneic  and  was  hospitalized  with  acute  pul- 
monary edema.  Thoracentesis  yielded  600  cc. 
of  fluid  from  the  right  thorax.  She  was  treated 
with  digitalization,  02,  diuretics,  and  rotating 
tourniquets.  She  did  not  respond,  and  expired 
shortly  after  admission. 

Autopsy  Findings 

The  body  was  emaciated,  with  pitting  edema 
of  the  lower  extremities.  The  left  pleural  cav- 
ity revealed  complete  fibrous  obliteration.  The 
left  fifth  rib  was  surgically  absent.  The  right 
pleural  cavity  had  moderate  fibrous  adhesions. 
The  superior  anterior  mediastinum  contained 
a large  grayish-tan  mass  measuring  8 cm.  in 
greatest  dimension  (Fig.  1).  The  mass  was 
adherent  to  the  superior  vena  cava  and  to  the 
anterior  parietal  pericardium.  The  cut  surface 
of  the  mass  was  focally  necrotic.  Microscopi- 
cally, the  mass  had  lobules  of  lymphocytic  and 
epithelioid  cells  interdicted  by  fibrocollagenous 
septa  (Fig.  2) 


The  heart  weighed  275  grams  and  the  left 
ventricle  was  mildly  dilated.  The  aorta  showed 
mild  atherosclerosis.  The  lungs  revealed  ill- 


Fig.  1.  Gross  photograph  showing  superior  mediastinal 
tumor  (arrow)  in-situ. 


defined  nodularity  in  both  lower  lobes,  which 
microscopically  showed  early  bronchopneu- 
monia with  aspirated  vegetable  material  within 
these  foci.  The  bronchi  and  larger  bronchioles 
showed  fibrous  thickening  and  infiltrates  of 
lymphocytes  and  plasma  cells.  The  pleura  had 
diffuse  infiltrates  of  lymphocytes  and  plasma 
cells,  as  did  the  epicardium.  The  liver  weighed 
1,200  grams  and  was  relatively  normal  grossly. 
Microscopically,  the  liver  had  varying  degrees 
of  portal  tract  infiltration  by  lymphocytes  and 
very  rare  neutrophils.  The  hepatic  cell  cords 
were  normal. 

The  spleen  was  markedly  atrophic,  weigh- 
ing only  1 0 grams.  No  Malpighian  bodies  were 
present  and  the  red  pulp  was  largely  replaced 
by  acellular  collagenous  tissue.  The  lymph 
nodes  were  normal  grossly  and  microscopi- 
cally were  well-populated  with  lymphocytes; 
small  germinal  centers  were  present. 

The  deep  soft  tissues  were  generally  ede- 
matous. Microscopic  examination  showed 
lymphocytic  cellular  infiltrates  intimately  as- 
sociated with  small  vascular  channels,  particu- 
larly small  venules  (Figs.  3 & 4).  Some  small 
arterioles  also  had  similar  perivascular  lympho- 
cytes, but  to  a less  degree.  The  diaphragm 
and  psoas  muscle  showed  focal  lymphocytic 
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infiltrates  in  the  interstitial  tissues.  Slight  fiber  ilar  problem  to  the  current  case.  The  thymoma 
atrophy  was  noted  in  a random  distribution.  was  discovered  at  the  autopsy  table  in  one  and 

The  pancreas  also  had  similar  lymphocytic  during  life  in  the  others. 


Fig.  2.  Photomicrograph  of  thymoma  showing  admixture  of  lymphocytes  and 
epithelioid  cells.  Note  collagenous  septum  at  far  right,  (x  400,  H&E) 


infiltrates  around  small  venules,  and  the  stom- 
ach showed  mucosal  atrophy. 

The  final  anatomical  diagnoses  were  thy- 
moma associated  with  generalized  chronic 
lymphocytic  perivasculitis,  chronic  serositis, 
chronic  myositis,  mild  chronic  hepatitis,  splenic 
atrophy,  and  soft  tissue  edema.  The  terminal 
course  was  complicated  by  development  of 
aspiration  bronchopneumonia. 

Discussion 

The  etiologic  relationship  between  the  dis- 
covery of  a thymoma  at  autopsy  and  this  pa- 
tient’s bizarre  clinical  syndrome  is  not  clear, 
and  the  significance  of  their  association  remains 
to  be  determined  by  future  observation.  To 
date,  case  reports  linking  thymoma  to  syn- 
dromes of  the  connective  tissue  or  similar  dis- 
eases are  sparse.  Several  reports4'6  have  asso- 
ciated thymoma  and  lupus  erythematosus 
and/or  serologic  evidence  of  lupus.  These 
patients  have  all  been  women  of  late  middle 
age,  and  all  had  repeatedly  positive  LE-cell 
preparations.  Two  of  these  patients  had  sero- 
sitis with  pleural  effusions  and  ascites,  a sim- 


Lambie’s  report9  has  many  features  similar 
to  our  case.  His  patient  was  a middle  age  male 
with  systemic  symptoms  of  chronic  disease, 
in  addition  to  lower  extremity  edema,  even- 
tually extending  to  the  trunk  and  upper  ex- 
tremities as  well.  The  patient  became  con- 
fused, developed  pneumonia  and  expired.  An 
unsuspected  thymoma  was  noted  at  necropsy. 
Lambie  describes  generalized  lymphocytic 
perivascular  infiltrates  as  noted  in  our  case.  In 
addition,  his  patient  had  a giant  cell  enteritis 
and  a lymphocytic  meningoencephalitis. 
Korn’s  case3  also  associated  thymoma  and  peri- 
vascular lymphocytic  infiltrates  at  the  time  of 
autopsy. 

The  histology  of  the  thymomas  in  all  cases4'9 
has  generally  been  one  of  a mixed  pattern, 
with  varying  lymphocytic  and  epithelial  cel- 
lular populations,  as  in  the  usual  case  with 
thymoma.  However,  one  case4  was  described 
as  benign  primarily  epithelial.  The  current  case 
was  a mixture  with  approximately  equal  num- 
bers of  epithelial  and  lymphocytic  cells 
Whether  or  not  the  thymus  could  have  im- 
planted on  the  pleural  surfaces  is  difficult  to 
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answer.  However,  the  presence  of  a hetero- 
geneous cellular  infiltrate  in  the  pleura,  includ- 
ing many  plasma  cells,  tends  to  favor  a chronic 
pleuritis  rather  than  true  tumor  involvement. 

The  soft  tissue  edema  was  striking  and  the 


Serum  albumin  concentration  was  normal  on 
several  determinations,  although  the  serum 
globulins  were  somewhat  decreased,  with  no 
polyclonal  hypergammaglobulinemia. 

Whether  or  not  thymectomy  would  have  al- 


Fig.  3.  Photomicrograph  of  soft  tissue  showing  inflammatory  cells  infiltrating  around 
group  of  small  veins  with  relative  sparing  of  central  small  artery,  (x  100,  H&E) 


Fig.  4.  Photomicrograph  of  small  soft  tissue  vein  surrounded  and  partially  infiltrated 
by  lymphocytes.  Note  the  adjacent  edema,  (x  250,  H&E) 


perivascular  lymphocytic  infiltration  around 
small  vessels,  especially  venules,  was  general- 
ized. The  etiology  of  the  edema  was  possibly 
secondary  to  altered  vascular  permeability, 
possibly  as  a result  of  immune  vascular  injury. 


leviated  the  clinical  course  and  progression  of 
the  disease  is  obviously  unanswerable,  but  in- 
teresting to  speculate  about.  One  case4  did  have 
apparent  improvement  following  postopera- 
tive radiation  of  an  inoperable  thymoma,  al- 
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though  the  period  of  follow-up  is  not  recorded. 
Milne  and  associates10  have  studied  the  effect 
of  thymectomy  in  three  patients  with  systemic 
lupus  and  in  two  patients  with  rheumatoid 
arthritis.  They  concluded  generally  that  no 
dramatic  benefit  could  be  attributed  to  the 
thymectomy. 

Whether  or  not  association  of  thymoma 
with  diseases  of  possible  autoimmune  origin  is 
entirely  coincidental  can  only  be  answered  by 
further  observation.  The  list  of  diseases  as- 
sociated with  thymic  pathology  is  enlarging, 
and  perhaps  diseases  simulating  the  connective 
tissue  group  should  be  added.  Patients  with 
bizarre  clinical  syndromes  without  obvious 
explanation  should  have  careful  evaluation 
for  possible  mediastinal  pathology  such  as 
thymoma. 
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As  any  pediatrician  knows,  the  best  way  to  get  a young  child  to  breathe 
deeply  on  examining  his  lungs  is  to  breathe  deeply  himself,  and  the  child 
will  mimic  the  physician.  Not  long  ago,  at  the  end  of  a routine  morning 
of  examining,  one  right  after  another,  numerous  three  to  five  year  olds  who 
had  cooperated  in  my  usual  efforts  to  get  them  to  breathe  deeply,  I was 
asked  to  see  a former  patient  of  mine  who  had  become  a model  for  one  of 
our  local  department  stores,  a very  attractive  and  curvaceous  young  lady. 
Without  thinking,  on  examining  her  lungs,  I breathed  deeply  two  or  three 
times  expecting  her  to  do  likewise.  After  my  third  or  fourth  audibly  deep 
breath,  she  looked  over  her  shoulder  instead  and  queried,  “You  all  right. 
Doc?” 

John  S.  Morris,  Jr.,  AI.D. 
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Psychiatric  Consultation  and  Treatment  in  a General 
Hospital 

A Growth  Factor  for  Staff  Physicians 


A review  of  medical  records  at 
Virginia  Baptist  Hospital,  over  a 
13-year  period,  both  before  and 
after  the  presence  of  staff  psy- 
chiatrists, demonstrates  a greater 
availability,  greater  ease  in  com- 
munications, improved  diagnoses 
and  a two-way  process  of  sharp- 
ening the  diagnostic  and  thera- 
peutic acumen. 

HE  REGULAR  AVAILABILITY  of  psy- 
chiatric consultation  services  and  the  de- 
velopment of  psychiatric  inpatient  treatment 
units  in  general  hospitals  are  moves  which  have 
stimulated  both  the  diagnostic  and  therapeutic 
growth  of  psychiatrists  and  other  physicians. 
Previously,  if  psychiatric  consultations  were 
available  at  all,  they  were  “last  resort”  meas- 
ures for  a limited  number  of  medical  patients 
whose  illnesses  were  either  poorly  understood 
or  refractory  to  treatment.  Psychiatrists  were 
called  to  handle  disruptive  behavior,  to  solve 
problems  in  management  or  to  certify  psy- 
chotic patients  for  admission  to  state  hospitals. 
However,  many  general  hospitals  refused  to 
admit  patients  with  primary  diagnoses  of  psy- 
chosis, alcoholism  or  drug  addiction. 

Gardner,  Robert  D.,  M.D.,  Chief  of  the  De- 
partment of  Psychiatry , Virginia  Baptist  Hos- 
pital, and  Psychiatrist-Director , Community 
Mental  Health  and  Mental  Retardation  Services 
Board  of  Ce?Jtral  Virginia. 


ROBERT  D.  GARDNER,  M.D. 
Lynchburg,  Virginia 

Now,  there  is  the  recognition  that  hospitals 
must  not  only  deal  with  the  problem  of  men- 
tal illness  but  also  provide  consultation  and 
treatment  for  all  types  of  emotional  disturb- 
ances. The  increased  availability  of  psychia- 
tric consultation  services  and  the  development 
of  psychiatric  units  in  general  hospitals  has 
demonstrated  the  expanding  role  of  psychiatry 
in  general  medicine. 

The  gains  to  be  derived  from  greater  ease 
in  communication  between  the  psychiatrist  and 
the  non-psychiatric  practitioner  has  been 
readily  demonstrated  by  these  developments. 
Effective  consultation  procedures,  grounded 
on  basic  principles,  opens  up  communication 
not  only  between  psychiatrists  and  non-psy- 
chiatrists but  also  between  physician  and  pa- 
tient. Sound  preparation  of  the  patient  for 
psychiatric  consultation  gives  the  psychiatrist 
and  the  non-psychiatrist  an  even  chance  with 
the  patient.  The  availability  of  the  psychia- 
trist and  his  readiness  to  see  the  patient  in  the 
hospital  setting  is  advantageous  in  that  con- 
ditions are  favorable  for  consultation  while  the 
patient  is  in  the  hospital.  The  patient  expects 
to  receive  help  while  he  is  hospitalized  and 
he  has  already,  at  least  implicitly,  indicated 
that  he  wants  help  at  this  time.  The  consulting 
psychiatrist  has  an  obligation:  To  approach 
the  problem  with  objectivity.  A referral  per 
se,  does  not  mean  that  the  patient  is  a “crock”, 
or  even  that  the  psychiatrist  can  help  him;  it 
only  means  that  an  honest  inquiry  will  take 
place. 

The  overall  benefit  for  the  patient  as  well 
as  for  the  referring  physician  would  not  obtain 
unless  the  psychiatrist  discusses  the  case  with 
that  doctor,  the  house  staff  and  nurses  both 
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before  and  after  the  consultation.  From  them 
he  can  obtain  significant  information  about 
the  patient’s  history  and  behavior  in  the  hos- 
pital. From  the  psychiatrist,  the  referring  phy- 
sician and  the  hospital  staff  can  learn  something 
of  the  dynamics  of  the  patient’s  illness  and 
thus,  understanding  his  behavior  or  problem, 
would  be  more  interested  in  and  effective  in 
the  treatment  program. 

Because  of  the  improved  and  broader  liaison 
between  psychiatrists  and  other  physicians, 
psychiatric  illnesses  are  detected  earlier  in  the 
hospital.  The  consulting  psychiatrist,  work- 
ing- with  other  physicians  and  their  medical 
patients,  has  the  opportunity  to  help  with 
diagnoses  and  related  treatment.  Consequently, 
non-psychiatrists  not  only  develop  greater 
acumen  in  recognizing  and  diagnosing  emo- 
tional disorders,  but  also  discard  old,  out-dated 
terminology  and  attitudes.  Thus,  pessimism 
toward  approaching  treatment,  let  alone  its 
effectiveness,  changes  as  well. 

Just  as  importantly,  the  benefits  accruing  to 
psychiatrists  should  be  recognized:  psychia- 
trists are  thus  kept  in  contact  with  general 
medicine.  When  they  work  on  medical  serv- 
ices, in  close  association  with  their  colleagues, 
psychiatrists  are  reminded  of  the  innumerable 
problems  and  crises  found  in  the  daily  routine 
of  general  hospitals.  Steeped  in  the  lore  of 
psychogenic  illness,  psychiatrists  are  constantly 
reminded  of  the  nuances  of  organic  illness  and 
thus  are  spared  the  possible  pitfall  of  becoming 
isolated  members  of  an  esoteric  group,  re- 
moved from  the  practice  of  medicine. 

As  a way  of  graphically  demonstrating  these 
principles,  the  author  engaged  in  a compara- 
tive study  of  medical  records  at  the  Virginia 
Baptist  Hospital,  spanning  a 13  year  period 
from  1958  through  1970  inclusive,  before  and 
after  the  availability  of  psychiatric  consulta- 
tion or  the  psychiatric  inpatient  unit.  Perhaps 
a little  historical  background  of  psychiatric 
treatment  in  Lynchburg  may  serve  to  clarify 
some  aspects  of  the  study.  Prior  to  1959,  there 
were  no  hospital  staff  psychiatrists.  Inpatient 
psychiatric  treatment  was  performed  by  non- 
psychiatrists, and  was  primarily  limited  to 


psychophysiologic  disorders,  mild  neuroses  and 
emergency  detention.  (The  policy  at  Virginia 
Baptist  Hospital  precluded  the  admission  of 
patients  with  psychiatric  diagnoses— particu- 
larly psychotics,  alcoholics  and  addicts.  Cus- 
tomarily such  patients  were  referred  to  spe- 
cialized hospitals  in  other  cities.) 

Those  patients  who  were  admitted  to  Vir- 
ginia Baptist  Hospital  for  treatment  of  emo- 
tional disorders  by  their  physicians  would  have 
admission  diagnoses  that  were  organic,  evasive 
or  deferred.  Discharge  diagnoses  might  be 
the  same,  not  only  to  protect  the  patient  but 
also  because  insurance  programs  at  the  time 
tended  to  provide  little  or  no  coverage  for 
emotional  disorders.  When  in  the  late  1950’s 
the  Virginia  Baptist  Hospital  elected  to  de- 
velop psychiatric  services  for  its  patients,  it 
dropped  restrictions  on  admitting  diagnoses. 

The  first  staff  psychiatrist  was  appointed  in 
1959  and  was  joined  by  two  others  the  fol- 
lowing year.  All  three  were  available  for  con- 
sultation and  were  able  to  admit  patients  for 
psychiatric  treatment  in  miscellaneous  wards 
in  the  hospital.  In  January,  1962,  a 13  bed 
psychiatric  unit  opened,  to  which  all  staff 
physicians  were  permitted  to  admit  patients. 

In  this  study,  a review  of  hospital  records 
with  psychiatric  discharge  diagnoses  for  the 
years  1958,  1961,  1965  and  1970  was  per- 
formed. These  years  represent  periods  (a) 
prior  to  staff  psychiatrists,  (b)  after  staff  psy- 
chiatrists but  before  opening  the  psychiatric 
unit,  (c)  four  years  after  opening  the  unit  and 
(d)  nine  years  after  opening  the  unit,  respec- 
tively. Only  those  records  with  coded  psy- 
chiatric disorders,  either  as  primary  or  sec- 
ondary diagnoses,  were  selected.  There  may 
have  been  other  records  which  theoretically 
should  have  been  properly  coded  with  psychi- 
atric discharge  diagnoses  but  were  signed  as 
acute  gastroenteritis,  fever  of  unknown  origin, 
low  back  pain,  etc.,  and,  as  such,  could  not 
be  easily  retrieved  for  this  study. 

Data  selected  from  records  included  the 
psychiatric  discharge  diagnosis,  whether  diag- 
nosis was  primary  or  secondary,  the  kind  of 
specialty  of  the  discharging  attending  physi- 
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cian  and  whether  psychiatric  consultation  was 
obtained.  In  this  context,  the  term  psychiatric 
consultation  refers  to  the  psychiatrist  seeing 
the  nonpsychiatrist’s  patient  and  does  not  refer 
to  those  patients  who  were  admitted  directly 
by  the  psychiatrists  themselves  to  their  own 
services.  In  some  cases,  patients  initially  ad- 
mitted by  non-psychiatric  attending  physicians 
were  subject  to  intra-hospital  transfers  to  the 
psychiatrist,  who  in  turn  became  the  attending 
physician,  but  these  were  frequently  difficult 
to  separate  accurately  without  considerable 
additional  study.  Consequently,  for  the  pur- 
poses of  the  study,  they  were  not  counted  as 
consultations. 

It  is  worthy  of  mention  that  between  1958 
and  1970  the  coding  of  diagnoses  had  been 
markedly  upgraded  by  the  increase  of  trained 
record  librarians  at  the  hospital  and  by  the 
institution  of  the  Michigan  PAS  data  process- 
ing system,  which  not  only  fosters  more  com- 
plete and  accurate  discharge  diagnosis,  but 
stores  all  pertinent  information  on  dischargees, 
facilitating  later  retrieval. 

Tables  A and  B clearly  demonstrate  the 
increase  in  numbers  of  psychiatric  discharge 
diagnoses,  not  only  as  total  numbers,  but  also 
within  specialties  other  than  psychiatry.  The 
pattern  seems  to  point  to  the  numbers  doubling 
every  five  years  for  the  past  two  five-year 


periods.  In  addition  to  greater  diagnostic  acu- 
men by  physicians,  this  may  be  partly  due  to 
several  other  factors,  such  as  (1)  increase  of 
population  and  hospital  admissions,  (2)  more 
psychiatric  consultations  (see  Table  D,  below) 
and  (3)  upgrading  of  the  medical  records  de- 
partment’s data  processing,  but  it  is  not  due 
to  (a)  an  equivalent  increase  in  numbers  of 
psychiatrists’  admissions  (b)  an  increase  in 
number  of  psychiatric  ward  beds  or  (c)  solely 
due  to  as  great  a numerical  increase  in  psychia- 
tric consultations. 

TABLE  A 


Number  of  Patients  Discharged  With 
Psychiatric  Diagnoses  IN 


1958 

1961 

1965 

1970 

Primary  Psychiatric 

Diagnoses 

20 

68 

249 

399 

Secondary  Psychiatric 

Diagnoses 

25 

68 

67 

241 

Total. 

45 

136 

316 

640 

Table  C shows  the  number  and  percentage 
of  patients  discharged  with  psychiatric  diag- 
noses by  general  practitioners  and  internists. 
The  reason  for  selecting  these  two  non- 
psychiatric physician  groups  was  that  they 
represent  the  largest  body  of  non-psychiatrists 
who  would  tend  to  list  a psychiatric  discharge 
diagnosis.  Although  the  numbers  of  patients 


TABLE  B 


Number  of  Psychiatric  Discharge  Diagnoses  by  Physicians’  Specialties 


1958 

1961 

1965 

1970 

Primary 

Psych. 

Diagn. 

Secondary 

Psych. 

Diagn. 

Primary 

Psych. 

Diagn. 

Secondary 

Psych. 

Diagn. 

Primary 

Psych. 

Diagn. 

Secondary 

Psych. 

Diagn. 

Primary 

Psych. 

Diagn. 

Secondary 

Psych. 

Diagn. 

Psychiatry(l) 

16 

1 

142 

0 

139 

6 

Gen.  Practice 

8 

6 

17 

10 

59 

8 

108 

27 

Int.  Medicine 

8 

11 

30 

35 

40 

49 

131 

138 

Surgery 

1 

5 

3 

11 

2 

5 

3 

13 

Ob-Gyn 

1 

1 

1 

8 

1 

1 

4 

14 

Pediatrics 

1 

1 

0 

0 

4 

1 

7 

4 

Orthopedics 

0 

1 

0 

0 

1 

1 

0 

17 

Urology 

0 

0 

0 

2 

0 

1 

2 

13 

ENT 

1 

0 

0 

0 

0 

1 

2 

1 

Neurosurgery 

0 

0 

1 

0 

0 

0 

0 

2 

Dermatology 

0 

0 

0 

1 

0 

0 

0 

0 

Neurology  (21 

3 

2 

Ophthalmol.  (2) 

0 

2 

Oral  Surg.  (2) 

0 

2 

Notes:  (1)  There  was  no  psychiatry  staff  in  1958. 

(2)  Did  not  exist  as  a separate  department  until  after  1965. 
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carried  by  those  physicians  steadily  advanced 
over  the  thirteen  year  period,  it  is  significant 
that  the  percentage  of  psychiatric  diagnoses 
showed  a greater  proportionate  increase.  Pos- 
sibly the  figures  in  1965  might  have  been 
greater  had  the  PAS  system  been  in  effect  then, 


TABLE  C 

Number  and  Percentage  cf  Medical  Departmemt 
Patients  Discharged  with  Psychiatric  Diagnoses 


Total  Number  Patients 
Discharged  by  G.P.’s 

1958 

1961 

1965 

1970 

and  Internists 

Number  Patients  with 
Psychiatric  Diagno- 
ses Discharged  by 
G.P.’s  and  Internists 
Percent  Patients  with 
Psychiatric  Diagno- 
ses Discharged  by 
G.P.’s  and  Internists 

1223 

1651 

1595 

2068 

33 

92 

156 

404 

2.7 

5.5 

9.9 

19.5 

inasmuch  as  some  secondary  diagnoses  were 
not  coded  because  the  medical  records  depart- 
ment was  very  small  and  did  not  pick  up  all 
secondary  diagnoses  that  may  have  been  diag- 
nosed during  hospitalization  on  progress  notes 
or  on  consultation  forms  but  which  had  not 
been  listed  among  the  discharge  diagnoses. 


TABLE  D 

Number  of  Consultations  Performed  By 
•**  * Psychiatrist 


1958 

1961* 

1965* 

1970 

Primary  Psychiatric 

Diagnoses 

Secondary  Psychiatric 

0 

20 

53 

108 

Diagnoses 

0 

12 

19 

44 

Total 

0 

32 

72 

152 

'Excluding  service  transfers. 


In  the  years  1961  and  1965,  the  consultations 
counted  were  those  done  on  patients  who  were 
not  subsequently  transferred  to  the  care  of 
the  psychiatrists.  However,  the  figures  for 
1970  do  not  distinguish  between  those  who 
were  seen  for  consultation  only  and  those  who 
were  seen  for  consultation  with  subsequent 
acceptance  of  transfer  to  the  psychiatrist’s 
own  care.  What  is  demonstrated  here  is  that 
the  number  of  psychiatric  consultations  is  in- 


creasing at  a rate  that  has  doubled  every  five 
years  for  the  past  10  years.  In  1970  there 
were  four  staff  psychiatrists  available.  On 
Table  D there  is  no  indication  as  to  whether 
the  primary  or  secondary  psychiatric  diagnosis 
was  related  to  the  specific  psychiatric  consul- 
tation. 

TABLE  E 

The  ^Percentage  of  Non-Psychiatrists  Who  Used 
a "Discharge  Psychiatric  Dl\gnosis  When  a 
Psychiatric  Consultation  Had  Been 
Performed  During  the  Patient’s 
Hospital  Stay 


1958  1961  1965  1970 

Primary  Psychiatric 

Diagnoses 0 38%  50%  42% 

Secondary  Psychiatric 

Diagnoses 0 18%  28%  19% 

Combined....  0 27%  48%  31% 


The  implication  of  Table  E is  that  along 
with  the  increasing  number  of  psychiatric  dis- 
charge diagnoses,  as  shown  in  Tables  A and 
B,  the  apparent  diagnostic  acumen  of  the  non- 
psychiatric physicians  is  increasing  as  well. 
This  is  demonstrated  by  the  fact  that  there 
are  less  chances  for  diagnoses  “suggested'1  by 
the  consulting  psychiatrist  because  of  the 
shown  drop  in  percentage  of  psychiatric  con- 
sultations on  those  who  receive  a discharge 
psychiatric  diagnosis.  This  is  probably  the 
most  relevant  table  of  the  study,  although  we 
must  again  keep  in  mind  that  the  improvement 
in  listing  of  discharge  diagnoses  in  1970  is 
partly  related  to  a more  diligent  and  larger 
medical  record  department.  Possibly  another 
comparison  in  1975  would  be  pertinent. 

Table  F not  only  indicates  that  making  a 
psychiatric  diagnosis  is  more  frequently  per- 
formed by  the  non-psychiatrist,  but  also  that 
his  actual  terminology  has  improved  and  is  in 
keeping  with  standard  nomenclature.  This 
would  be  particularly  clear  to  observe  in  the 
years  prior  to  1970,  when  diagnoses  became 
sharpened  by  the  diligent  medical  records  de- 
partment. This  may  also  be  related  to  the 
reviews  and  suggestions  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals.  Interest- 
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ingly,  some  of  the  common  “non-diagnoses”  in 
1958  were  “moderate  functional  overlay”, 
“situational  neurosis”,  “tension  syndrome”, 
“tension  state”  and  “acute  clinical  neurosis”. 
Later,  in  1961,  there  were  less  of  these  al- 


treatment  unit  have  made  for  earlier  recogni- 
tion of  emotional  illness  and  a two-way  process 
of  sharpening  the  diagnostic  and  therapeutic 
acumen  of  psychiatrists  and  non-psychiatrists. 
A review  of  medical  records  at  Virginia  Bap- 


TABLE  F 

The  Percentage  of  Psychiatric  Diagnoses  Which  Approximate  the 
Standard  Psychiatric  Nomenclature 


For  All  Doctors: 

Primary  Psychiatric  Diagnoses . . 
Secondary  Psychiatric  Diagnoses 
Combined 


For  Non-Psychiatric  M.D.’s  Without  Benefit 
of  Psychiatric  Consultation: 

Primary  Psychiatric  Diagnoses 

Secondary  Psychiatric  Diagnoses 

Combined 


1958 

1961 

1935 

1970 

65% 

78% 

95% 

98% 

72% 

78% 

75% 

98% 

69% 

78% 

90% 

98% 

1958 

1961 

1965 

1970 

65% 

70% 

88% 

98% 

72% 

75% 

80% 

98% 

69% 

72% 

83% 

98% 

though  some  were  listed  in  the  doctor’s  own 
terminology  and  possibly  may  have  been 
worded  in  that  fashion  as  a way  of  coping 
with  the  insurance  situation.  However,  for 
what  they  are  worth,  some  of  those  found  on 
the  charts  in  1961  were  “acute  chronic  alco- 
holism”, “psychoneurotic  state”,  “cough  of 
emotional  origin”,  “nervous  indigestion”, 
“nervous  instability”,  and  “nervous  apprehen- 
sion ’.  By  1970,  there  were  only  four  unusual 
and  very  uncommon  diagnoses:  “psychoso- 
matic disorder”,  “cardiopsychosis”,  “estrogenic 
withdrawal  syndrome”,  and  “labile  personal- 
ity-unspecified schizophrenia”. 

Summary  and  Conclusions 

Psychiatric  consultation  and  inpatient  treat- 
ment services  in  general  hospitals  are  resources 
benefiting  psychiatrists  and  non-psychiatrists. 
Greater  availability  of  psychiatrists  and  greater 
ease  in  communication  between  psychiatrists 
and  non-psychiatrists  in  an  active  inpatient 


tist  Hospital  in  Lynchburg,  Virginia,  over  a 
13 -year  period,  both  before  and  after  the  pres- 
ence of  staff  psychiatrists,  demonstrates  these 
points.  A growth  factor  for  the  hospital  itself 
was  initially  occasioned  by  the  appointment  of 
staff  psychiatrists  who  had  admission  priv- 
ileges. As  a result,  formerly  rigid,  prohibitive 
attitudes  toward  patients  with  psychiatric  ad- 
mission diagnoses  gave  way  and  became  unre- 
stricting and  open.  In  addition,  a dramatic 
improvement  in  the  diagnostic  skills  of  non- 
psychiatrists and  a concomitant  change  in  their 
formerly  pessimistic  therapeutic  attitudes  was 
noted. 
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Silo  Filler  s Disease 


WILLIAM  O.  McCABE,  JR.,  M.D. 
Forest,  Virginia 


Two  additional  cases  of  Silo  Fil- 
ler's Disease  are  reported  and 
twenty  others  which  have  been 
reported  are  reviewed. 

AS  OF  THIS  DATE,  I have  been  able  to 
find  only  twenty  cases  of  Silo  Filler’s  Dis- 
ease reported  in  the  literature.  This  entity  was 
first  recognized  as  a distinct  disease  process  in 
1954,  and  during  the  past  summer,  I had  oc- 
casion to  see  three  different  men  who  had 
been  exposed  to  the  condition,  two  of  whom 
developed  rather  classical  signs  and  symp- 
toms. Since  it  is  apparently  uncommon,  but 
may  be  quite  serious  and  even  fatal,  I shall 
attempt  to  review  the  literature  and  present 
my  cases  for  your  consideration. 

It  is  conceivable  that  many  clinicians,  in- 
cluding those  in  rural  areas,  are  unaware  of 
this  disease  and  the  possible  syndromes  it  may 
present.  This  author  is  a good  example  of 
those  uninformed,  until  now.  Most  any  of 
us,  however,  could  encounter  it  in  one  way 
or  another,  in  that  a patient  may  not  infre- 
quently have  a latent  period  of  some  two  to 
three  weeks  of  good  health  following  ex- 
posure. He  may  by  then  have  moved  to  a new 
location  or  changed  jobs  before  symptoms 
present  or  medical  help  is  sought.  Awareness 
of  its  possible  existence  by  the  physician  could 
actually  be  life-saving  to  certain  ones  of  these 
patients,  as  they  may  become  acutely,  critically 
ill. 

On  the  afternoon  of  September  3,  1968, 
three  men  came  to  my  office  with  the  history 
of  having  become  ill  while  working  around 
and  in  an  up-right  concrete  stave  silo.  The 
silo  had  been  partially  filled  the  day  previously 
with  corn  silage,  and  they  were  preparing 
to  finish  the  fill.  Each  had  different  manifes- 


tations, apparently  according  to  duration  and 
intensity  of  exposure. 

Case  1.  The  owner  of  the  farm  had  climbed 
up  into  the  silo  by  means  of  the  ladder  in  the 
enclosed  chute  in  order  to  see  how  well  the 
silage  had  settled.  The  blower  had  just  been 
turned  on  but  new  corn  had  not  been  put  in 
that  day.  Climbing  up,  he  detected  a “bitter, 
stinging,  acid  odor  in  the  air”.  He  noted  some 
urge  to  cough  and  a sensation  of  dyspnea,  but 
no  pain.  This  seemed  not  to  be  too  severe 
during  the  one  or  two  minutes  that  he  was  over 
inside  the  silo,  but  was  aggravated  again  on  his 
descent,  and  by  the  time  he  got  out  on  the 
ground,  he  was  coughing  vigorously,  wheezing 
and  dyspneic.  He  was  exposed  for  no  more 
than  some  five  to  eight  minutes.  When  he 
was  first  examined  at  the  office,  within  an  hour 
of  his  exposure,  he  did  not  appear  acutely  ill, 
but  rather  apprehensive  and  with  a nonpro- 
ductive infrequent  cough.  There  were  scat- 
tered inspiratory  and  expiratory  rhonchi 
throughout  the  lungs  posteriorly.  These 
cleared  somewhat  on  coughing.  The  patient 
stated  that  he  always  had  a slight  cough  and 
some  wheezing  due  to  cigarette  smoking  and 
hay  fever.  He  was  placed  on  oral  penicillin 
prophylactically  and  advised  to  return  in  two 
days.  A chest  film  taken  in  this  interim  re- 
vealed chest  findings  consistent  with  Silo 
Filler’s  Disease. 

On  his  next  visit,  he  felt  worse  and  had  a 
temperature  of  100  degrees.  There  were  more 
rhonchi  and  the  patient  had  more  cough. 
Panalba  was  begun  and  the  patient  was  re- 
checked in  four  days.  At  that  time  he  was 
having  night  sweats  and  the  temperature  was 
up  to  102  degrees  during  the  night,  but  he 
had  continued  to  work  with  the  cattle  in  the 
dairy  barn,  because  he  had  absolutely  no  one 
to  help  him.  He  was  then,  because  of  his  lack 
of  response  and  because  of  the  favorable  re- 
ports in  the  literature,  started  on  steroid  ther- 
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apy  and  made  a rather  remarkable  improve- 
ment both  objectively  and  subjectively,  within 
forty-eight  hours  time.  He  has  remained  on 
steroids  in  diminishing  doses,  and  since  cessa- 
tion of  therapy,  he  has  not  had  any  recurrence 
of  symptoms. 

Case  2.  A hired  man  went  up  and  down  the 
chute  several  times  before  the  blower  was 
started.  This  man  is  definitely  of  low  normal 
intelligence  and  history  may  not  be  accurate. 
He  states,  however,  that  his  problem  was  with 
extreme  headaches  and  nausea,  without  vom- 
iting on  exposure  to  the  fumes.  He  is  a heavy 
cigarette  smoker  and  has  some  wheezing  and 
a chronic  cough  anyway,  and  noted  little  if 
any  accentuation  of  these  symptoms  initially. 
He  really  had  no  symptoms  other  than  the  per- 
sistent headache  and  occasional  nausea  until 
about  ten  days  after  exposure,  at  which  time 
he  developed  wheezes  in  his  chest  and  was 
placed  on  Tetracycline.  When  he  was  seen 
three  or  four  days  later,  he  was  much  more 
dyspneic,  but  had  no  temperature  elevation. 
At  this  time  Prednisone  was  begun,  but  some 
four  days  later,  patient’s  wife  called  and  stated 
that  he  was  not  much  better  and  hospitaliza- 
tion at  the  Veteran’s  Hospital  was  arranged, 
since  he  had  no  insurance.  I did  not  see  him 
on  this  date  but  sent  him  directly  to  V.  A.  At 
the  time  of  admission,  he  was  stated  to  be 
cyanotic  and  extremely  weak  and  dyspneic. 
He  was  placed  in  oxygen  and  x-ray  studies 
showed  heavy,  cloudy  densities  in  all  lobes.  A 
diagnosis  of  Silo  Filler’s  Disease  was  con- 
firmed. He  responded  well  to  oxygen,  bron- 
chodilators,  antibiotics  and  Prednisone  and 
was  in  very  good  condition  within  one  week, 
and  within  two  weeks  had  cleared  entirely. 
Pulmonary  function  studies  before  discharge 
revealed  practically  no  loss  of  respiratory 
capacity. 

Case  3.  Another  helper  stood  in  the  chute 
at  the  base  of  the  silo  for  only  a brief  interval 
to  call  up  some  information  to  Case  1,  when 
he  noted  a strong,  acid  odor  and  a yellow 
looking  gas,  as  he  stated,  at  the  foot  of  the 
silo,  and  got  out. 

He  complained  of  nausea  and  a sensation 


of  extreme  weakness  when  he  got  to  the  office, 
but  symptoms  quickly  abated,  and  he  never 
developed  further  problems. 

Etiology 

Silo  Filler’s  Disease  results  from  the  inhala- 
tion of  the  toxic  gas,  nitrogen  dioxide,  evolved 
from  the  fermentation  of  fresh  corn,  clover  or 
alfalfa  silage.  Nitrogen  Dioxide,  the  deadly 
gas,  is  not  found  in  the  silage,  but  is  produced 
when  Nitric  Oxide,  found  in  the  chopped 
silage,  comes  in  contact  with  the  oxygen  of 
the  air.  Gas  production  reaches  a peak  within 
24  hours  and  diminishes  somewhat  over  the 
next  two  or  three  days,  but  may  exist  up  to  a 
week  or  ten  days  after  filling.  It  is  described 
by  its  victims  as  “bitter,  stinging,  sickening  or 
acid”  and  may  be  seen  as  a reddish-brown  or 
yellow  haze.  Heavier  than  air,  it  seeks  the 
lowest  level,  thereby  descending  into  the  en- 
closed chute  on  the  side  of  the  silo,  where  it 
is  trapped  and  where  most  of  those  exposed 
encounter  its  unpleasant  effects. 

Stimulated  by  the  serious  nature  of  the 
problem,  in  1956,  Dr.  William  Peterson,  and 
associates  at  the  University  of  Wisconsin,  car- 
ried out  extensive  studies  of  gases  in  and  about 
recently  filled  silos.  They  established  that  a 
concentration  of  Nitrogen  Dioxide  in  excess 
of  twenty  five  parts  per  million  could  be  toxic, 
and  one  sample  of  air  taken  from  a silo  drain 
pipe  eighteen  hours  after  filling  contained 
10,000  times  this  concentration. 

With  the  advent  of  more  concentrated  fer- 
tilizers, particularly  the  use  of  nitrates,  the 
frequent  long  dry  seasons  and  the  speeding  up 
or  mechanized  harvesting,  I believe  we  can 
expect  more  frequent  exposures  and  there- 
fore more  problems,  unless  agricultural  work- 
ers are  properly  informed. 

Pathogenesis 

Injury  results  from  the  local  effect  of  the 
nitrous  fumes  on  the  olfactory  system,  taste 
buds  or  bronchial  pulmonary  tissue.  The 
degree  of  injury  is  apparently  dependent  di- 
rectly upon  the  intensity  and,  or  duration  of 
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exposure,  and  secondarily  on  individual  sen- 
sitivity. 

Mild  exposure  may  produce  only  a sensa- 
tion of  a foul,  nauseating  odor  with  gagging 
or  vomiting,  and,  or,  it  may  produce  only  a 
bothersome  catarrhal  inflammation,  extending 
from  the  nose  down  to  the  smallest  bronchi- 
oles. More  exposure  results  in  loss  of  bronchi- 
olar  epithelium  with  fibrinous  bronchiolar  and 
peribronchiolar  inflammation.  Acute  death 
from  pulmonary  edema  is  due  to  the  severe 
injury  to  the  bronchiolar,  alveolar  and  capil- 
lary walls.  With  marked  bronchiolar  dam- 
age, granulation  tissue  grows  into  the  fibrinous 
bronchiolar  exudate,  resulting  in  bronchiolitis 
fibrosa  obliterans.  Alveolar  atlectasis  or  em- 
physema may  result. 

Pathology 

The  following  pathologic  changes  have  been 
seen  in  Silo  Filler’s  Disease: 

1 . Pulmonary  Edema 

2.  Bronchial  Pneumonia 

In  fatal  cases,  Pulmonary  Edema  was  usually 
the  dominant  finding,  but  occasionally  Bron- 
chial Pneumonia  seemed  to  be  the  predominant 
finding. 

3.  Bronchiolitis  Fibrosa  Obliterans.  Here 
the  lungs  were  diffusely  involved  by  innumer- 
able small,  discrete,  grossly  palpable  nodules 
resembling  the  nodules  of  miliary  tuberculo- 
sis. 

On  microscopic  examination,  the  bronch- 
ials  were  noted  to  be  filled  with  fibrin  in 
various  stages  of  organization.  Later  the  lumen 
would  become  obliterated  and  the  bronchiolar 
and  peribronchiolar  tissues  would  convert  to 
an  area  of  proliferating  granulation  tissue. 

4.  Focal  Interstitial  Fibrosis  was  noted  to  a 
mild  extent  in  several  cases. 

Clinical  Features 

Clinically  Silo  Filler’s  Disease  is  usually 
characterized  by  two  relatively  acute  episodes 
of  illnesses,  separated  by  a period  of  some  two 
to  four  weeks,  during  which  time  the  major 
symptoms  may  relent.  The  first  acute  phase 


follows  almost  immediately  upon  exposure  to 
nitrous  dioxide.  In  every  reported  case,  the 
victim  had  entered  a silo  which  had  recently 
been  filled  with  freshly  chopped  corn,  alfalfa 
or  clover.  All  were  aware  of  cough,  dyspnea 
and  a sensation  of  choking.  Most  experienced 
rather  marked  weakness  and  a few  nausea.  As 
related,  one  of  my  patients  had  an  unremitting, 
severe  headache.  These  initial  symptoms  im- 
prove, but  the  cough,  dyspnea  and  weakness 
never  totally  disappear  during  the  period  of 
quiescence. 

The  second  phase  of  the  illness  is  manifested 
by  the  onset  of  fever,  chills,  malaise  and  a 
definite  increase  of  cough  and  dyspnea.  It 
occurs  one  week  to  three  weeks  after  the  first 
phase.  The  sputum  is  frequently  rusty  or 
blood-tinged.  Tachypnea  and  tachycardia  are 
always  present.  Examination  reveals  numerous 
moist  inspiratory  rales  and  expiratory  wheez- 
ing. Cyanosis  is  noted  in  the  more  extreme 
cases  and,  of  course,  respiratory  and  cardiac 
failure  may  follow  in  patients  improperly  or 
incompetely  treated,  or  in  those  in  whom 
exposure  has  been  very  great  and  response  is 
poor. 

Roentgenographic  Features 

In  one  of  the  cases  reported  in  the  literature 
of  Pulmonary  Edema,  extensive  bilateral  in- 
filtration was  observed.  Two  cases  of  acute 
Bronchial  Pneumonia  showed  patchy  aeon- 
fluent  areas  of  infiltration  chiefly  in  the  mid- 
lung fields.  Resolution  was  regular  and  com- 
plete, paralleling  the  clinical  course.  Roent- 
genographic findings  in  six  cases  of  Bronchio- 
litis Obliterans  were  reviewed.  I believe  the 
best  series  of  films  were  obtained  by  Echart, 
and  in  his  case,  clinical  relapse  began  at  13 
days,  but  roentgenogram  at  17  days  revealed 
only  minimal  nodulation  at  the  right  base. 
Thereafter  the  nodulation  spread  somewhat 
diffusely  through  the  lungs,  paralleling  the 
progressive  clinical  course.  In  his  other  cases, 
films  made  at  the  height  of  relapse  exhibited 
miliary  nodulations.  X-ray  resolution  began 
about  the  40th  day  and  tended  to  lag  behind 
clinical  improvement.  In  two  cases  treated 
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with  steroids,  tiny  nodules  were  evident  four 
and  six  months  later,  respectively.  In  two  cases 
not  treated  with  steroids,  nodules  were  not 
evident  four  and  nine  months  later,  but  in  one 
of  these  there  was  biopsy  proof  of  Pulmonary 
Fibrosis.  Thus  the  x-ray  findings  did  not  give 
an  accurate  picture  of  the  pulmonary  status. 
In  this  connection  the  case  reported  by  Leib 
is  of  interest.  X-rays  two  and  one-half  years 
after  exposure  disclosed  no  significant  signs. 
Yet  severe  obstructive  emphysema,  probably 
at  the  bronchiolar  level,  was  present  clinically. 

In  keeping  with  the  clinical  course,  the  pul- 
monary mottling  resolved  earlier  in  the  single 
case  of  sub-acute  bronchial  pneumonia  than 
in  the  cases  of  bronchiolitis  obliterans. 

One  patient  received  multiple  fume  ex- 
posures over  a two-month  period.  Three  and 
one-half  months  after  the  last  exposure,  there 
was  a generalized  fine  nodular  pattern  in  both 
lungs.  With  prolonged  steroid  therapy,  the 
nodularity  disappeared,  but  the  interstitial 
fibrosis  persisted. 

Differential  Diagnosis 

The  x-ray  features  of  this  disease  are  vari- 
able and  not  peculiar  to  it.  Final  diagnosis 
therefore  depends  upon  correlation  with  other 
information.  Usually  the  typical  history  of 
exposure  followed  by  a clear-cut  clinical  and 
roentgenographic  sequence  makes  a diagnosis 
easy. 

The  acute  cases  which  are  manifest  by  pul- 
monary edema  or  acute  pneumonia  may  be 
quite  indistinguishable  clinically  and  roent- 
genographically  from  Farmer’s  Lung,  but  diag- 
nosis is  based  on  the  date  of  silo  filling  and 
the  absence  of  an  unusual  gas.  In  Farmer’s 
Lung,  the  patient  has  been  exposed  to  very 
moldy  silage,  when  a silo  filled  for  some  time 
in  the  past  is  opened  for  the  first  time. 

Diagnosis  may  be  more  difficult  in  the  de- 
layed cases.  Awareness  of  the  possibility  is  the 
crux  of  the  matter.  Many  cases,  at  the  time  of 
relapse,  were  initially  erroneously  diagnosed 
as  bacterial  pneumonia  because  of  chills  and 
fever,  cough,  sputum  and  rales  in  the  chest. 
The  chest  x-ray  may  be  normal  early  in  re- 


lapse; however,  at  the  height  of  relapse,  the 
miliary  pattern  may  present  a problem  for 
the  radiologist  in  diagnosing. 

Miliary  tuberculosis  has  frequently  been 
considered  chiefly  because  of  the  similar  x-ray 
appearance.  In  bronchiolitis  obliterans,  how- 
ever, there  is  a typical  history  of  exposure. 
The  respiratory  distress  is  more  profound  and 
tubercle  bacilli  cannot  be  isolated. 

Bronchiolitis  fibrosis  obliterans  is  differen- 
tiated from  acute  disseminated  Histoplasmosis 
by  the  history  of  fume  exposure,  greater  clin- 
ical severity,  smaller  nodules  and  absence  of 
hilar  adenopathy.  Metastases  and  pneumono- 
coniosis  are  readily  excluded  by  laboratory  and 
clinical  means. 

Treatment  and  Prevention 

During  the  acute  phases  of  the  disease,  treat- 
ment is  directed  toward  relief  of  pulmonary 
edema  and  effects  of  secondary  infection. 
Oxygen  must  be  supplied  if  the  dyspnea  is 
severe  and  posture  pressure  breathing  may  be 
required.  Broad  spectrum  antibiotics  are  ad- 
visable, as  well  as  steroids  in  large  doses,  to 
suppress  the  fibrotic  reaction  that  occurs  later 
in  the  disease. 

About  half  of  the  cases  that  I have  reviewed 
were  treated  with  adrenal  cortical  hormone 
and  it  is  obvious  that  morbidity  was  greatly 
reduced.  In  the  delayed  cases  treated  in  the 
relapse  phase,  there  was  dramatic  clinical  im- 
provement and  accelerated  roentgenographic 
progression.  Furthermore,  these  patients  com- 
pletely recovered  and  soon  returned  to  work, 
whereas  some  of  those  with  bronchiolitis  ob- 
literans who  did  not  receive  steroids  were  lim- 
ited in  their  physical  activities  for  many 
months. 

Of  course,  the  measures  of  best  effect  are 
those  which  prevent,  and  I would  like  to  for- 
mulate a set  of  suggestions  to  use  as  precau- 
tions in  avoiding  silage  gas  poisoning. 

1.  At  the  time  of  silo  filling,  watch  for 
irritating  yellow  or  brown  fumes  in  or  near 
the  silo.  If  such  fumes  are  seen,  get  away 
and  stay  away  from  the  silo.  Remember  that 
these  fumes,  those  of  nitrous  dioxide,  are 
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heavier  than  air  and  tend  to  settle  down  and 
hover  around  the  base  of  the  silo. 

2.  Let  no  one  enter  the  silo  without  first 
running  the  blower  for  some  ten  to  fifteen 
minutes  to  ventilate  completely  the  silo  chute 
and  silo  room.  This  should  be  done  daily  and 
whenever  anyone  enters  the  silo  during  the 
ten  days  after  filling. 

3.  Leave  the  chute  door  open  at  the  top 
surface  of  the  silage.  This  will  prevent  gases 
from  accumulating  in  the  silo. 

4.  Provide  extra  ventilation  at  the  base  of 
the  chute  where  the  silo  is  attached  to  the 
barn.  If  there  is  a separate  silage  room  it  would 
be  wise  to  make  an  outside  door  for  this  room 
and  leave  it  open  during  and  after  filling,  so 
that  gas  can  escape  at  the  floor  level. 

5.  Keep  children  and  animals  away  from 
the  silo  for  ten  days  after  filling. 

Summary  and  Conclusions 

1.  Two  additional  cases  of  Silo  Filler's  Dis- 
ease are  reported  and  twenty  others  are  re- 
viewed. 

2.  A history  of  an  exposure  to  an  irritating 
gas,  arising  from  fresh  silage,  is  a most  impor- 
tant factor  in  diagnosis. 

3.  If  the  clinician  is  aware  of  the  disease  or 
the  possible  syndromes  it  may  present,  the 
diagnosis  is  readily  made. 


4. „  X-ray  pictures  are  not  diagnostic.  How- 
ever, when  they  are  correlated  with  the  his- 
tory, the  radiologist  should  be  able  to  give  a 
definite  ediologic  and  pathologic  diagnosis. 

5.  Two  groups  of  cases  are  recognized. 
Those  in  which  severe  illness  develops  imme- 
diately after  exposure,  and  those  in  which 
morbidity  is  followed  by  remission,  which  in 
turn  is  succeeded  by  relapse. 

6.  In  the  delayed  group  in  relapse  roent- 
genographic  change  may  lag  behind  the  clin- 
ical cycle. 

7.  Pulmonary  fibrosis  and  obstructive  em- 
physema are  possible  complications  in  delayed 
cases.  Accurate  evaluation  requires  Pulmonary 
function  tests  and  possible  lung  biopsy. 

8.  Adrenal  cortical  hormone  has  been  of 
definite  value,  particularly  in  the  delayed  cases. 
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Slow  Drip  - Infusion  Intravenous  Cholangiography 


An  improved  cholangiography 
technique  is  described.  The  var- 
ious techniques,  the  physiologic 
and  pharmacologic  principles, 
advantages  and  observations  are 
discussed. 

INCE  THE  INTRODUCTION  OF  in- 
travenous cholangiography  in  Germany  in 
1953,  there  have  been  numerous  attempts  at 
improving  the  density  of  contrast  medium  in 
the  biliary  tract.  Whereas  oral  cholecystog- 
raphy is  unquestionably  the  method  of  choice 
for  the  radiographic  study  of  the  gallbladder, 
there  continues  to  be  considerable  controversy 
regarding  the  indications  as  well  as  the  tech- 
nique for  performing  intravenous  cholangi- 
ography. 

Intravenous  cholangiography  may  be  con- 
sidered in  the  following  three  groups  of 
patients: 

1.  Those  in  whom  there  is  failure  of  ade- 
quate gallbladder  visualization  following 
oral  cholecystography. 

2.  Those  in  whom  there  is  need  for  visual- 
ization of  the  biliary  duct  system  either 
before  or  following  cholecystectomy. 

3.  Those  who  are  acutely  ill  with  symp- 
toms suggesting  biliary  disease  who  may 
be  diagnostic  problems  and  unable  to 
ingest  oral  cholecystographic  medium. 

Permit  me  to  review  with  you  some  of  the 
current  methods  of  cholangiography  where 
cholografin  (meglumine  iodipamide  52%)  is 
administered  by  intravenous  injection  or  in- 
fusion. The  primary  purpose  of  this  paper  is 
to  describe  an  improved  technique  of  cholo- 
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grafin  administration,  to  discuss  the  physio- 
logic and  pharmacologic  aspects  of  cholangi- 
ography, and  to  assess  the  results  of  personal 
experience  and  information  currently  available 
in  the  medical  literature. 

Techniques 

Patients  to  be  examined  are  accepted  if  there 
is  no  history  of  drug  sensitivity.  A non-fat 
liquid  diet  is  generally  preferred  prior  to  the 
examination.  Patients  with  clinical  jaundice 
are  generally  not  examined  unless  the  total 
serum  bilirubin  is  less  than  four  milligrams  per 
cent.  A scout  film  of  the  right  upper  abdo- 
men is  obtained  with  the  desired  obliquity. 

In  general,  three  techniques  of  intravenous 
cholangiography  have  been  developed.  The 
older  and  more  popular  technique  has  in- 
volved the  slow  intravenous  injection  of  20 
to  40  cc’s  of  cholografin  over  a five  to  ten 
minute  interval. 

A second  technique  involves  the  rapid  in- 
travenous drip-infusion  of  20  to  60  cc’s  of 
cholografin  diluted  in  varying  amounts  of 
glucose  and  water.  The  cholografin  dosage  is 
usually  related  to  the  weight  of  the  patient  and 
the  infusion  time  generally  varies  from  15  to 
45  minutes.  Subsequently,  films  may  be  ob- 
tained at  regular  intervals  up  to  two  hours  and 
tomogram  views  may  be  obtained  at  the  time 
of  optimal  visualization.  If  the  gallbladder  is 
visualized,  it  is  generally  filmed  after  a fatty 
meal. 

A third  technique,  which  we  have  found  to 
be  most  effective,  is  based  on  a cholografin  dos- 
age of  0.6  cc’s  per  kilogram  body  weight  of  the 
patient.  The  cholografin  is  diluted  in  250  cc’s 
of  glucose  and  water  and  administered  by  slow 
intravenous  infusion  over  a period  of  two 
hours. 

At  the  completion  of  the  infusion,  films  are 
obtained  immediately  and  tomogram  views  are 
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obtained  at  the  time  of  optimal  visualization 
of  the  duct  system.  If  biliary  duct  visualiza- 
tion is  poor  or  absent,  delayed  films  may  be 
obtained  at  regular  intervals  up  to  two  hours. 

Results 

The  original  technique  of  intravenous  in- 
jection of  cholografin  creates  a high  blood 
concentration  of  cholografin  within  a time 
interval  of  five  to  ten  minutes.  Even  at  these 
slow  injection  rates,  patient  nausea  is  almost 
universal  and  vomiting  is  present  in  about 
50%  of  cases.  Hepatic  clearance  rates  are  ex- 
ceeded and  there  is  significant  loss  of  the  cho- 
lografin by  renal  excretion  through  the  glo- 
merulus. Failure  rates  vary  from  10%  to  34% 
depending  upon  patient  selection. 

The  rapid  drip  infusion  technique  offers 
significant  improvement  in  patient  tolerance 
with  side  effects  rarely  encountered.  How- 
ever, this  method  also  presents  the  patient  with 
a load  of  contrast  medium  that  exceeds  liver 
clearance  rates  during  the  time  of  the  infusion 
and  significant  renal  excretion  is  again  noted. 
The  failure  rate  may  be  in  the  same  order  of 
magnitude  as  noted  with  the  injection  tech- 
nique. 

By  increasing  the  infusion  time  to  two  hours 
with  the  method  described,  a prolonged  op- 
timum dose  is  delivered  to  the  liver  and  renal 
excretion  is  usually  minimal  or  not  discernible. 
Side  effects  are  very  rarely  encountered  and 
the  failure  rate  appears  significantly  dimin- 
ished and  is  generally  in  the  range  of  six  to  ten 
per  cent  depending  upon  patient  selection. 

Discussion 

The  success  of  radiographically  demonstrat- 
ing the  biliary  collecting  system  depends  upon 
an  iodine  concentration  of  one  to  two  per  cent 
in  the  bile.  Various  methods  have  been  em- 
ployed to  improve  the  density  of  contrast 
medium  in  the  biliary  tract  such  as  abdominal 
compression,  use  of  morphine  to  produce 
sphincter  spasm,  use  of  renal  blocking  agents 
and  drugs  to  enhance  the  liver’s  excretory 
capacity.  These  have  met  with  failure. 
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Cholografin  is  carried  in  the  blood  in  two 
fractions,  one  bound  to  serum  albumin  and 
the  other  unbound.  There  is  competition  be- 
tween cholografin  and  bilirubin  for  the  albu- 
min molecule  but  cholografin  has  the  greater 
affinity  for  the  albumin.  The  protein-bound 
fraction  is  actively  secreted  by  the  liver  cells 
and  not  merely  filtered.  The  unbound  fraction 
is  excreted  through  the  glomerular  structures 
of  the  kidney. 

Studies  in  animals  have  shown  that  the  ideal 
dose  of  cholografin  is  in  the  range  of  0.15  to 

0.60  cc’s  of  cholografin  per  kilogram  body 
weight.  Peak  bile-blood  ratios  were  obtained 
at  two  hours  following  a dose  of  0.6  cc’s  per 
kilogram  body  weight.  Doses  of  greater  mag- 
nitude decreased  liver  clearance  values  with 
lowering  of  hepatic  excretory  efficiency  by 
increasing  bile  flow  and  causing  dilution. 
Greater  protein  binding  by  the  slow  infusion 
technique  may  be  the  reason  for  improved 
opacification  of  the  biliary  system.  Success 
of  the  examination  is  also  dependent  upon  a 
sufficient  number  of  functioning  liver  cells  for 
adequate  secretion. 

If  the  total  serum  bilirubin  is  greater  than 
four  milligrams  per  cent  and  BSP  retention 
greater  than  50%,  the  success  rate  is  estimated 
to  be  25%  or  less. 

We  have  evaluated  40  patients  at  the  Lynch- 
burg hospitals  with  the  various  techniques  and 
found  that  the  slow  infusion  technique  is  the 
procedure  of  choice. 

Some  of  the  advantages  and  observations 
made  during  the  use  of  the  slow  drip-infusion 
technique  include  the  following: 

1.  The  gallbladder  and/or  bile  ducts  are 
usually  opacified  as  soon  as  the  two  hour 
infusion  is  completed  and  no  serious  side 
effects  have  been  encountered. 

2.  The  reliability  and  degree  of  biliary  tract 
opacification  are  greater  than  with  the 
injection  technique  and  excretion  of 
contrast  medium  by  the  kidney  is  min- 
imized. 

3.  The  examination  may  frequently  be 
completed  in  under  three  hours  and  use 
of  the  radiographic  table  is  greatly  re- 
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duced  if  a stretcher  is  used  in  the  depart- 
ment. 

4.  Using  the  criteria  described,  a diagnostic 
success  rate  of  90%  or  greater  may  be 
anticipated.  The  gallbladder  may  be  as 
densely  opacified  as  with  oral  chole- 
cystographic  agents  with  the  additional 
advantage  of  biliary  duct  opacification. 

5.  In  the  acutely  ill  patient,  the  slow  infu- 
sion technique  provides  the  earliest, 
simplest  and  most  complete  evaluation  of 
the  bile  ducts  and  gallbladder.  Where 
there  is  opacification  of  the  common 
duct  without  gallbladder  opacification, 
there  is  a very  high  probability  of  cho- 
lecystitis with  or  without  cystic  duct 
obstruction.  Where  there  is  opacifica- 
tion of  the  common  duct  and  gallblad- 
der, there  is  a very  high  probability  of 
non-cholecystic  disease.  In  approximate- 
ly ten  per  cent  of  the  acutely  ill,  there 
may  be  nonfilling  of  the  ducts  and  gall- 
bladder where  a diagnosis  is  not  possible. 

6.  The  mean  common  duct  diameter  in  this 
series  of  40  patients  is  8 mm.  (direct 
film  measurement)  with  a range  of  nor- 
mals from  4 to  17  mm. 

7.  Body  section  radiography  adds  signifi- 
cantly to  the  success  and  diagnostic 
accuracy  of  the  examination  and  zo- 
nography  (narrow  angle  tomography) 
is  the  technique  of  choice. 


Summary 

An  improved  cholangiography  technique 
utilizing  a two  hour  intravenous  infusion  of 

0.6  ccs  of  52%  cholografin  meglumine  per 
kilogram  body  weight  added  to  250  cc’s  of 
glucose  and  water  is  described.  The  various 
techniques  of  administration  have  been  de- 
scribed and  the  physiologic  and  pharmacologic 
principles,  advantages  and  observations  have 
been  discussed. 
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Campaign  Against  Venereal  Disease 


A massive  campaign  against  venereal  disease 
was  recommended  in  the  recently  released 
report  of  the  National  Commission  on  Vene- 
real Disease.  Major  facets  of  the  campaign 
would  include  a voluntary  venereal  disease 
education  program  for  school  children  start- 
ing in  the  seventh  grade,  and  enforcement  of 
existing  mandatory  tests  for  syphilis  and  gon- 
orrhea that  would  result  in  the  testing  of  40 
million  Americans  in  fiscal  year  1973.  Bruce 
Webster,  M.D.,  Chairman  of  the  Commission, 
released  the  report,  which  contained  40  rec- 


ommendations aimed  at  controlling  the  spread 
of  venereal  disease.  An  estimated  2.5  million 
new  cases  of  gonorrhea  and  100,000  new  cases 
of  infectious  syphilis  will  occur  this  year. 
Report  of  the  National  Commission  on  Vene- 
real Disease  is  available  from  the  Government 
Printing  Office,  Washington,  D.C.  20402.  The 
American  Social  Health  Association  has  re- 
leased its  annual  report,  Today's  VD  Control 
Troblem  1912.  Available  for  $1.00  from 
ASHA,  1740  Broadway,  New  York,  New 
York  10019. 


866 


Virginia  Medical  Monthly 


A Summer  Camp  in  Virginia  for  Diabetic  Children 

PETER  W.  HOUCK,  M.D. 
Lynchburg,  Virginia 


Virginia's  first  camp  for  children 
with  diabetes  mellitus  has  been 
operating  near  Charlottesville  for 
six  years.  It  provides  educational 
support  for  the  referring  physi- 
cian and  the  child  with  an  adven- 
turesome experience. 

VIRGINIA’S  FIRST  SUMMER  CAMP 
for  diabetic  children  was  started  in  1966, 
under  the  auspices  of  the  Department  of  Pe- 
diatrics at  the  University  of  Virginia  Medical 
Center  in  Charlottesville.  Since  then  the  Camp 
has  grown  to  accommodate  70-80  boys  and 
girls  for  a two-three  week  summer  experience. 
The  history  and  purpose  of  such  camps  are 
reviewed,  and  a description  of  the  Camp  poli- 
cies and  its  expansion  program  are  presented. 

History 

A natural  sequel  following  the  discovery  of 
insulin  was  the  development  of  summer  camps 
for  juvenile  diabetics  who  could  now  survive 
the  severity  of  acidosis.  The  first  camp  was 
established  in  1925  in  Detroit,  Michigan,  by 
L.  F.  C.  Wendt.  In  the  past  thirty- five  years, 
forty-eight  diabetic  camps  have  been  devel- 
oped in  the  United  States  with  the  primary 
purpose  of  providing  an  adventuresome  and 
educational  experience  for  the  diabetic  child. 
These  children  have  been  shown  to  be  espe- 
cially susceptible  to  the  development  of  per- 
sonality disorders,  in  particular  impaired  self- 
perception, increased  anxiety,  hostility  and 
dependency.1  Camps  can  provide  an  oppor- 
tunity for  an  entire  group  of  diabetic  children 
to  share  their  problems  and  be  guided  alongr 
healthy  solutions. 

The  main  objectives  of  a diabetic  camp  are 
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to  give  the  child  a well  rounded  recreational 
program,  to  help  him  achieve  a sense  of  inde- 
pendence, and  to  educate  him  to  manage  his 
diabetes  properly. 

A survey  in  1968  showed  that  a majority 
of  non-diabetic  recreational  summer  camps  in 
Virginia  will  not  accept  handicapped  chil- 
dren.2 Camp  directors  in  general  do  not  want 
to  have  the  added  responsibility  of  watching 
a diabetic  child.  Most  parents  of  diabetic 
children  have  no  desire  to  send  their  child  to 
a less  supervised  environment.  On  the  other 
hand,  a diabetic  camp  provides  a staff  who  are 
familiar  with  problems  of  the  juvenile  diabetic. 

W ell-meaning  parents  can  over-protect  their 
growing  diabetic  child.  Many  children  com- 
ing to  camp  are  unable  to  do  urine  testing, 
draw  insulin  from  the  insulin  vial  or  give  their 
own  injections.  These  unpleasant  tasks  are 
more  easily  learned  in  the  camaraderie  of  a 
peer  group.  A sense  of  self  control  and  con- 
fidence can  be  obtained  by  learning  self- 
management. 

Education 

Education  in  the  management  and  mean- 
ing of  diabetes  is  emphasized.  An  instructional 
period  for  the  presentation  of  information  is 
programmed  into  the  camper’s  schedule.  We 
find  the  Galveston  manual3  to  be  most  helpful 
as  a teaching  aide.  A separate  day  at  the  end  of 
camp  is  provided  for  the  parents  to  enable  them 
to  learn  what  their  children  have  achieved. 
The  close  proximity  to  the  Medical  Center 
has  allowed  the  procurement  of  diabetologists 
and  psychiatrists  to  discuss  parent-related 
problems.  Staff  education  is  scheduled  for  the 
three  days  prior  to  the  arrival  of  the  children 
in  an  intensive  orientation  program.  During 
the  camp  sessions,  the  staff  is  exposed  to  a wide 
variety  of  diabetic  problems  which  are  dis- 
cussed in  detail. 
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Staff 

The  direction  of  the  Camp  is  under  a Camp 
Director,  Program  Director,  Physician-in- 
Residence  (a  Senior  Resident  in  Pediatrics  of 
the  University  of  Virginia  Hospital),  and  a 
consulting  diabetic  specialist  for  the  Attend- 
ing Staff.  Camp  counselors  are  young  men 
and  women  between  19  and  26  years  of  age. 
Over  half  of  them  are  nurses  or  medical  stu- 
dents from  the  University  of  Virginia,  with 
additional  staff  from  other  undergraduate 
schools.  The  camper-counselor  ratio  is  3:1, 
enabling  close  supervision  and  teaching.  These 
counselors  manage  the  recreational  program, 
diabetes  management  and  the  diet  under  the 
supervision  of  the  senior  staff.  Each  individ- 
ual wears  a cartridge  belt  containing  sugar 
packets  and  glucagon,  in  the  event  of  insulin 
recations.  A dietician  manages  the  meals 
with  the  help  of  junior  counselors,  who  are 
teenagers  with  diabetes.  The  junior  counselors 
also  serve  as  assistants  to  the  senior  staff  in  the 
recreational  and  teaching  areas. 

Camp  Policies 

It  is  a purpose  of  the  Camp  programs  to 
assist  the  referring  physician  in  evaluation  and 
management  of  the  total  child.  The  Camp 
staff  is  trained  to  support  the  family  physi- 
cian’s method  of  management.  The  insulin 
type  and  time  of  administration  are  maintained 
in  Camp  as  at  home.  Insulin  doses  frequently 
have  to  be  changed  in  adapting  to  Camp  life. 
Urine  checks  are  supervised  four  times  daily, 
and  each  evening  the  urine  records  are  re- 
viewed in  detail,  to  decide  on  necessary  insulin 
dose  changes  for  the  next  day. 

Ketosis  at  our  Camp  has  not  been  a difficult 
problem,  as  ketonuria  is  quickly  spotted  by 
frequent  routine  urine  checks. 

Hypoglycemic  reactions  are  the  most  fre- 
quent problem  in  Camp,4  as  they  would  be  at 
home.  Most  reactions  are  no  more  than  mild 
symptoms  (hunger,  tremors,  weakness,  sweat- 
ing). A review  of  the  literature  reveals  that 
severe  hypoglycemia  is  a much  smaller  prob- 
lem at  camps  in  recent  years  than  previously 
reported.5'8  Hypoglycemia  at  Camp  has  been 


minimized  by  the  preventive  measures  as  out- 
lined: 1.  Reduce  the  insulin  dose  as  soon  as 

negative  urines  or  symptoms  of  hypoglycemia 
appear,  2.  Arrange  activities  so  that  the  more 
strenuous  exercise  comes  after  the  meals  and 
light  activities  prior  to  meals,  3.  Encourage 
moderate  glycosuria  rather  than  negative  urine 
sugars,  4,  Use  a frequent  diet,  including  a 
mid-morning,  mid-afternoon,  and  bedtime 
snacks,  5.  Give  a midnight  snack  to  those  chil- 
dren who  had  negative  bedtime  urine  sugars 
to  prevent  “night  shock”. 

The  symptoms  of  mild  hypoglycemia  can 
be  feigned  by  malingerers  or  mimicked  by 
many  varied  conditions  such  as  viral  infections 
or  ketosis.  Deciding  whether  a child  is  actually 
hypoglycemic  is  a daily  dilemma  for  teachers 
and  parents  in  the  home  setting.  The  clever 
child  quickly  can  learn  that  sweets  are  easily 
acquired  by  otherwise  harmless  complaints. 
Rather  than  overtreating  “false”  hypoglyce- 
mia, it  was  found  helpful  to  use  a flow  sheet 
(Fig.  1)  to  determine  which  children  are  hav- 


Early  Signs  and  Symotoms  (S  k S)  of  Hypoglycemia 

A 

Give  20  Gm.  Sugar  in  200  Gm.  Juice 


ing  true  hypoglycemic  symptoms.  On  the  first 
episode  of  clinical  hypoglycemia,  twenty 
grams  of  sugar  are  administered  in  two  hun- 
dred grams  of  fruit  juice,  and,  a twenty  minute 
observation  period  follows  to  see  if  these  symp- 
toms abate.  If  symptoms  abate,  then  the  child 
receives  an  early  snack  and  is  sent  back  to 
activities.  If  symptoms  are  not  relieved,  then 
a urine  check*  is  made.  A Dextrostix**  test 
is  done  if  the  child  cannot  void,  or  if  the  urine 

* Double  specimen. 

##  Ames  Company. 
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is  free  of  sugar.  If  the  Dextrostix  is  between 
45  and  90,  an  early  snack  is  given  and  the  child 
is  sent  back  to  the  activity.  A child  with 
glycosuria  or  one  with  a Dextrostix  above  90 
is  automatically  sent  back  to  activities.  If  ace- 
tone is  present  in  the  urine  with  heavy  glyco- 
suria, four  to  six  units  of  regular  insulin  are 
administered  prior  to  returning  to  the  activity. 

Using  the  above  routine,  less  than  five  mild 
hypoglycemic  reactions  occurred  daily  after 
the  initial  adjustment  to  Camp.  Two  children 
had  syncopal  episodes  due  to  hypoglycemia 
which  responded  to  intramuscular  glucagon  in 
five  to  fifteen  minutes.  One  of  these  campers 
was  found  to  have  a low  renal  threshold  to 
glucose,  and  was  therefore  prone  to  hypo- 
glycemia even  though  he  may  have  had  gly- 
cosuria at  the  time. 

Two  children  developed  sudden  ketosis 
associated  with  upper  respiratory  infections, 
requiring  intravenous  fluids  in  the  infirmary 
for  twenty-four  to  forty-eight  hours.  The 
most  common  non-diabetic  medical  problems 
were  home  sickness,  swimmers’  ear,  upper  res- 
piratory infections,  and  minor  abrasions.  The 
vast  majority  of  the  children  were  healthy  and 
active  for  the  entire  three  weeks. 

Future 

Plans  have  been  made  to  expand  the  Camp 
concept  to  other  medical  disciplines.  Children 
with  learning  disabilities,  rheumatoid  arthritis, 
asthma,  cystic  fibrosis,  cardiac  defects,  deaf- 
ness, blindness,  and  orthopedic  disabilities  may 
also  benefit  from  a camp  experience.  Dr.  Elsa 
Paulsen,  associate  professor  of  the  department 
of  Pediatrics  at  the  University  of  Virginia 
Hospital,  has  organized  a team  of  physicians 
and  civic-minded  citizens  who  are  designing 
the  future  “health  Camp”.  The  idea  envisioned 
is  for  eighty  to  one  hundred  children  with 
varying  handicaps  to  share  a common  camp- 
site. The  camp  would  be  set  up  in  villages  and 
children  would  live  together,  depending  on 
the  compatability  of  their  handicaps.  Super- 
vision of  their  recreation,  arts  and  crafts,  and 
medical  management  will  be  under  profes- 
sional guidance.  Support  for  the  Camp  and 


its  program  will  come  from  communities 
throughout  Virginia,  and  hopefully  from  state 
and  federal  sources.  There  will  be  a camp 
tuition,  but  no  child  will  be  turned  away  be- 
cause of  lack  of  funds. 

Summary 

Virginia’s  first  camp  for  children  with  dia- 
betes mellitus  has  been  in  operation  near  Char- 
lottesville for  six  years.  It  provides  educational 
support  for  the  referring  physician  and  can 
provide  the  child  with  an  adventuresome  ex- 
perience he  may  otherwise  not  have.  A model 
for  detecting  true  hypoglycemia  versus  ma- 
lingering was  formulated  at  Camp  which  may 
be  as  useful  in  the  home  or  school  setting. 
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WILLIAM  J.  MUNSIE,  M.D. 
BARBARA  B.  PEACE,  R.R.A. 


An  important  aspect  of  the  care  of  cancer 
patients  is  the  necessity  that  they  be  followed 
for  life.  Partly  because  of  this  idea,  the  Vir- 
ginia Regional  Medical  Program,  working 
under  the  advice  of  physicians,  developed  a 
plan  for  a central  tumor  registry  for  the  State 
of  Virginia.  Such  a registry  had  long  been  an 
aim  of  the  State  Health  Department  and  the 
Virginia  Division  of  the  American  Cancer 
Society,  Inc. 

Data  collection  was  begun  in  1970  and  is 
continuing  with  the  following  institutions: 
Medical  College  of  Virginia  Hospital,  Rich- 
mond; Norfolk  General  Hospital;  McCluer 
Tumor  Clinic,  Alexandria;  The  Memorial 
Hospital,  Danville;  and  Winchester  Memorial 
Hospital.  Since  that  time  work  has  begun 
with  Riverside  Hospital,  Newport  News; 
Veterans  Administration  Hospital,  Salem;  and 
Veterans  Administration  Hospital,  Richmond. 
In  addition,  other  hospitals  have  expressed  in- 
terest in  joining  the  registry  in  the  future. 

Cancer  registries  are  a required  part  of 
cancer  programs  approved  by  the  American 

William  J.  Munsie,  M.D.,  Associate  Director, 
Virginia  Tumor  Registry,  Pathologist,  Mary 
Washington  Hospital,  Fredericksburg. 

Barbara  B.  Peace,  R.R.A.,  Assistant  Director, 
Virginia  Tumor  Registry,  Records  and  Registries 
Administrator,  Virginia  Regional  Medical  Pro- 
gram. 

Sponsored  by  the  Professional  Education 
Committee,  Virginia  Division,  American  Cancer 
Society. 


College  of  Surgeons.  To  aid  these  and  any 
other  interested  hospitals  in  operating  useful 
and  efficient  hospital  registries,  the  Virginia 
Tumor  Registry  provides  a variety  of  compli- 
mentary services,  including:  handbooks  on 
registry  operation,  case  abstract  forms,  con- 
sultative services  and  assistance  in  follow-up 
of  cancer  cases. 

One  of  the  most  useful  aids  to  the  commu- 
nity hospital  members  of  the  Registry  is  the 
computer  service  of  the  central  registry.  Be- 
cause of  computerization  of  data  the  central 
registry  will  provide  at  regular  intervals  com- 
plete data  on  the  cancer  cases  of  each  hospital 
for  that  hospital’s  information,  will  aid  local 
registries  in  follow-up  procedures,  and  is  main- 
taining an  ever  increasing  data  bank  for  those 
interested  in  clinical  cancer  research.  It  is 
hoped  that  this  body  of  data  collected  in  a 
uniform  manner  stored  in  the  computer  and 
capable  of  easy  retrievability  will  be  useful 
in  providing  the  basis  of  better  care  for  the 
present  and  future  victims  of  cancer. 

In  an  effort  to  obtain  quality  information 
and  uniform  reporting  from  the  participating 
hospitals  the  central  registry  edits  all  abstracts, 
the  hospital  registries  are  visited  periodically, 
and  educational  workshops  are  held  for  regis- 
try personnel. 

The  primary  function  of  the  hospital  reg- 
istries, assuring  continuity  of  patient  care,  will 
be  carried  out  through  the  follow-up  pro- 
cedures of  the  local  hospital  registries.  The 
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central  registry  aids  in  this  process  by  sending 
to  the  local  registries  on  a monthly  basis 
follow-up  letters  (Fig.  1 ) on  those  patients  in 
their  registry  for  whom  no  information  has 


been  recorded  for  12  months  based  on  the 
computer  records  of  all  hospitals  in  the  cen- 
tral registry.  The  letter  serves  as  a reminder 
to  the  registry  that  follow-up  is  due. 


VIRGINIA  TUMOR  REGISTRY 

700  E.  MAIN  STREET  SUITE  1025 
RICHMOND,  VIRGINIA  23219 

DATE: 


NAME: 


DIAG : 

DATE  OF  DIAG: 


DEAR  DOCTOR: 

ANNUAL  FOLLOW-UP  OF  REGISTERED  TUMOR  CASES  SEEN  IN  THIS  HOS- 
PITAL IS  CONDUCTED  BY  THE  TUMOR  REGISTRY.  THIS  IS  A BASIC  PART  OF 
YOUR  CANCER  PROGRAM  TO  MEET  THE  REQUIREMENTS  OF  THE  AMERICAN 
COLLEGE  OF  SURGEONS. 

WOULD  YOU  BE  SO  KIND  AS  TO  RECORD  THE  LATEST  INFORMATION 
YOU  HAVE  ON  THE  ABOVE  NAMED  PATIENT  BY  CHECKING  THE  APPRO- 
PRIATE SPACE. 

THE  FOLLOW-UP  STATUS  OF  THIS  PATIENT  IS: 

ALIVE  DATE  LAST  SEEN RESIDUAL  NO  CANCER 

DEAD  DATE  OF  DEATH RECURRENT  PRESENT 

METASTATIC UNKNOWN 

SUBSEQUENT  TREATMENT:  (MORE  THAN  ONE  MAY  BE  CHECKED) 

SURGERY  CHEMOTHERAPY 

BEAM  RADIATION  HORMONE  THERAPY 

OTHER  RADIATION  OTHER  TREATMENT,  NONE  OF  THE  ABOVE 

QUALITY  OF  SURVIVAL:  (CHECK  ONLY  ONE) 

CAPABLE  OF  NORMAL  ACTIVITY: 

ASYMPTOMATIC 

SYMPTOMATIC 

INCAPABLE  OF  NORMAL  ACTIVITY: 

CAPABLE  OF  SELF-CARE 

NOT  CAPABLE  OF  SELF-CARE 

SEVERELY  DISABLED: 

NOT  TERMINAL 

TERMINAL 

IF  PATIENT  HAS  MOVED  OR  BEEN  REFERRED  TO  ANOTHER  PHYSICIAN, 
PLEASE  INDICATE  NEW  ADDRESS  BELOW: 


IF  YOU  HAVE  NO  INFORMATION,  MAY  WE  HAVE  YOUR  SIGNATURE  TO  THE 
AUTHORIZATION  BELOW.  SINCE  I AM  UNABLE  TO  SECURE  A FOLLOW-UP 
REPORT  FOR  THE  CURRENT  YEAR  REGARDING  THE  PRESENT  PHYSICAL 
CONDITION  OF  THE  ABOVE-NAMED  PATIENT,  YOU  ARE  HEREBY  AUTHOR- 
IZED BY  ME  TO  USE  ANY  ETHICAL  MEANS  TO  OBTAIN  THIS  INFORMATION 
FOR  YOUR  RECORDS. 

SIGNATURE 


YOUR  INTEREST  AND  COOPERATION  WILL  BE  APPRECIATED  IN  OUR 
EFFORTS  TO  MAKE  OUR  TUMOR  REGISTRY  OF  VALUE  TO  THE  MEDICAL 
STAFF.  PLEASE  USE  THE  ENCLOSED  ENVELOPE  FOR  RETURNING  THIS  FORM. 

SINCERELY, 

DIRECTOR,  TUMOR  REGISTRY 

Fig.  1 


Volume  99,  August,  1972 


871 


The  hospital  registries  first  seek  follow-up 
information  in  records  of  hospital  readmissions 
and  out-patient  visits.  If  information  is  not 
available  there,  the  brief  follow-up  letter,  pre- 
pared by  the  central  registry,  can  be  for- 
warded to  the  patient’s  physician,  who  may 
have  this  information,  or  who  may  wish  to 
schedule  this  patient  for  a follow-up  visit  to 
his  office.  If  these  sources  are  not  fruitful, 
the  physician’s  permission  is  obtained  to  follow 
the  patient  through  other  sources,  particularly 
governmental  agencies  which  have  records 


before  survival  curves  can  be  calculated.  The 
reports  of  the  early  years  will  include  infor- 
mation on  sites  of  tumors,  histologic  types  of 
some  tumors,  stages  of  the  tumors  at  die  time 
of  diagnosis  and  treatment,  and  types  o:  treat- 
ment. Sample  information  is  shown  in  Figures 
2 and  3.  Special  studies  can  be  done  on  re- 
quest. This  information  will  be  available  to 
physicians,  hospital  administrators,  and  health 
agencies  concerned  with  improving  the  early 
diagnosis,  treatment,  and  follow-up  of  cancer 
patients.  Cooperation  of  the  physicians 


CANCER  INCIDENCE  BY  SITE  AND  SEX 
(2641  cases  in  Virginia  Tumor  Registry  for  1970)* 


HALE 

1283  cases 


FEMALE 
1358  cases 


Skin  (excluding  5% 
basal  cell  carcinomas) 

Head  and  Neck  8% 

Larynx  3% 


Lung  22% 
Colon  and  Rectum  9% 
Other  digestive  10% 
Prostate  16% 
Urinary  10% 
Leukemia  and  Lymphomas  5% 
Other  12% 


2%  Skin  (excluding 

basal  cell  carcinomas) 

2%  Head  and  Neck 


24%  Breast 
5%  Lung 

12%  Colon  and  Rectum 
5%  Other  digestive 
257.  Uterus  (including  cervix) 

5%  Ovary 
5%  Urinary 

5%  Leukemia  and  Lymphomas 
10%  Other 


* A small  percentage  of  cases  from  one  hospital  are  not  available. 

Fig.  2 


simply  of  whether  this  patient  is  alive  or  not. 
In  order  to  insure  complete  confidentiality, 
no  mention  of  the  specific  disease  is  ever 
made. 

Survival  information  is  one  of  the  services 
to  be  provided  by  the  registry,  but  it  is  neces- 
sary to  collect  data  for  three  to  five  years 


throughout  the  state  is  a necessary  key  to  the 
success  of  this  effort. 

Comment 

Through  the  enthusiasm  of  Mrs.  Barbara 
Peace  of  the  staff  of  VRMP  and  the  expert 
support  of  physicians  like  Dr.  Munsie,  this 
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Tumor  Registry  Program  has  become  a reality 
in  Virginia.  The  registries  now  participating 
in  this  coordinated  effort  are  a nucleus  of  the 
ultimate  program,  and  the  feasibility  of  a more 

EXTENT  OF  DISEASE  IN  449  CASES  OF  BREAST  CANCER  AT  TIME  OF  TREATMENT 


Fig.  3 


inclusive  registry  has  now  been  demonstrated. 
The  ideal  culmination  of  this  effort  will  be 
the  registration  of  all  cancers  discovered, 
treated,  and  followed  in  our  State  as  this  will 
provide  a valuable  source  of  information  for 
all  of  us.  The  epidemiology  of  cancer  is  a 


source  of  helpful  leads  that  can  be  translated 
into  patient  benefit— the  real  purpose  of  this 
program. 

It  is  probable  that  total  registration  of  can- 
cer in  the  State  of  Virginia  will  eventuallv 
require  our  making  cancer  a reportable  disease. 
In  the  past  there  has  been  some  reticence  re- 
garding this  on  the  part  of  some  physicians, 
and  this  was  based  on  the  fear  that  this  affected 
the  confidential  relationship  between  patient 
and  doctor  in  some  way.  It  has  become  clear, 
however,  that  tumor  registries  are  actually 
advantageous  to  patients,  both  in  the  long  and 
short  term  sense,  and  it  is  hoped  that  Virginia 
will  develop  the  type  of  program  that  has 
been  so  successful  in  other  states,  particularly 
Connecticut. 

The  object  of  this  presentation  by  Dr. 
Munsie  and  Mrs.  Peace  is  to  give  the  physi- 
cians in  our  State  an  idea  of  the  purpose  and 
the  progress  thus  far  of  the  State  Tumor  Reg- 
istry. Anyone  desiring  more  information  re- 
garding this  program  should  contact  Mrs. 
Barbara  Peace  at  VRMP  headquarters  in 
Richmond  (644-1907). 

The  Editors 


Let's  Reminisce! 

The  Training  School  for  Nurses, 

At  St.  Luke’s  Hospital  and  at  Virginia  Hospital— both  in  Richmond,  Va . 
—are  now  in  full  operation,  and  are  constantly  supplying  trained  nurses  at 
short  notice,  at  fees  even  more  moderate  than  those  charged  by  the  hospitals 
of  Northern  cities.  Of  course,  parties  requiring  these  lady  nurses  must  obli- 
gate themselves  for  all  expenses  of  travel,  board,  etc.,  in  addition  to  the  charges 
of  from  $10  to  $20  per  week,  according  to  the  nature  of  the  service  expected. 
(Virginia  Medical  Monthly,  volume  21,  November  1894) 
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Letters  to  the  Editor  — 

Pectum  Excavation,  Surgical  Manage- 
ment. 

To  the  Editor: 

I would  like  very  much  to  respond  to  a 
statement  made  in  the  recent  June,  1972,  issue 
in  the  article,  “Pectus  Excavatum,  Surgical 
Management,”  by  Drs.  R.  N.  deNiord,  S.  H. 
Harris,  Jr.,  and  F.  B.  Teague,  Jr. 

In  this  article  which  covers  the  problems  of 
pectus  excavatum  extremely  well  I would  like 
to  suggest  that  the  authors  reconsider  their 
attitude  regarding  the  mild  to  moderate  classi- 
fications of  pectus  defects.  I specifically  am 
addressing  myself  to  their  statement  on  page 
615  in  the  first  paragraph,  “Number  3,  mild 
to  moderate  pectus  defects  without  respiratory 
symptoms  need  not  be  repaired.  We  have  not 
seen  much  improvement  in  these  children  with 
shoulder  braces  or  exercise  maneuvers.  How- 
ever, surgery  seems  contraindicated  here  un- 
less the  defect  shows  definite  regression  from 
age  two  to  five  years.  It  sometimes  occurs  as 
if  the  remainder  of  the  chest  wall  were  grow- 
ing out  and  around  a fixed  point  depression 
thereby  making  the  excavatum  defect  deeper 
and  more  apparent.  When  this  occurs  over  a 
gradual  period  of  time,  surgery  seems  indi- 
cated. Otherwise,  we  do  not  feel  that  the 
emotional  or  physical  problems  warrant  sur- 
gical intervention.” 

It  has  been  our  experience  as  plastic  surgeons 
and  the  experience  of  our  colleagues  in  the 
L nited  States  and  Canada  that  there  is  a 
definite  need  for  cosmetic  reconstruction  of 
the  mild  to  moderate  pectus  deformity. 

The  authors  do  not  explore  in  detail  the 
emotional  problems  that  frequently  occur 
from  such  a deformity.  We  have  seen  indi- 


viduals who  have  refused  to  take  physical  edu- 
cation, go  to  the  beach,  enjoy  swimming  at 
swimming  pools,  etc.,  because  of  emotional 
response  to  what  we  consider  to  be  a very 
unsightly  physical  deformity. 

Since  this  deformity  is  very  amenable  to 
plastic  surgical  reconstruction,  we  would  rec- 
ommend that  the  readers  of  our  journal  con- 
sider the  possibilities  of  such  reconstruction 
in  this  category.  It  has  been  my  experience 
that  the  defect  can  be  very  nicely  corrected 
with  only  an  overnight  hospital  stay  by  the 
use  of  a preformed  individually  sculptured 
silicone  rubber  prosthesis.  This  prosthesis, 
which  is  extremely  well  tolerated  by  the  hu- 
man body,  can  be  adequately  developed  by 
any  plastic  surgeon  who  has  been  keeping 
abreast  with  the  current  surgical  literature. 

The  results  have  been  satisfactory,  the  mor- 
bidity is  minimal,  and  the  patients  are  ex- 
tremely grateful  for  the  correction  of  this 
unsightly  deformity. 

Jerome  E.  Adamson,  M.D. 

June  21,  1972. 

603  Medical  Tower 
Norfolk , Virginia  23501 


To  the  Editor: 

For  years  we  have  enjoyed  the  University 
of  Virginia  Chest  Conference  discussions  on 
the  merits  of  surgical  correction  for  pectus 
excavatum.  The  surgeons  have  told  us  that 
repair  was  indicated  for  cosmetic  and  psy- 
chological reasons.  The  rest  of  us  have  won- 
dered about  the  value  of  such  an  operation  for 
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a condition  that  so  rarely  causes  cardiac  or 
respiratory  failure.  We  were  therefore  very 
pleased  to  see  a report  by  three  former  Uni- 
versity of  Virginia  Hospital  residents  on  56 
patients  who  had  surgical  correction  for  their 
pectus  deformity.1  We  anticipated  finding 
evidence  to  support  the  authors’  conclusions 
that  the  operation  improved  pulmonary  func- 
tion and  reduced  the  incidence  of  respiratory 
infection.  Unfortunately  the  evidence  is  not 
presented  in  the  report.  There  is  no  record  of 
the  frequency  of  infections  nor  of  physiologi- 
cal measurements  either  before  or  after  sur- 
gery. In  addition  there  is  very  little  support 
for  their  conclusion  in  the  references  they  cite. 
On  the  other  hand  Fishman  et  al.2  (their  first 
reference)  say  “objective  evidence  for  cardio- 
respiratory involvement  is  usually  lacking.” 

Fishman  et  al.  make  an  additional  inter- 


1.  DeNiord,  R.  N.,  Harris,  S.  H.  Jr.,  and 

Teague,  F.  B.  Jr.:  Pectus  Excavatum-Sur- 
gical  Managemnet.  Virginia  M.  Month! v 
99:614,  1972. 

2.  Fishman,  A.  P.,  Turino,  G.  M.,  and  Bergof- 

sky,  E.  H.:  Disorders  of  the  Respiration 
and  Circulation  in  Subjects  with  Deformi- 
ties of  the  Thorax.  Mod.  Concepts  Car- 
diovas.  Dis.  27:449,  1958. 


esting  comment.  “Since  surgical  intervention 
for  cosmetic,  psychological  and  cardiac  relief 
promises  to  continue  and  since  appropriate 
tools  for  physiological  investigation  in  man 
are  available,  considerable  insight  may  be  ex- 
pected into  the  nature  and  degree  of  the  car- 
diac disorder  which  may  be  imposed  by  pectus 
excavatum.” 

We  are  disappointed  that  Drs.  DeNiord, 
Harris  & Teague  did  not  contribute  to  this 
insight  by  reporting  the  incidence  of  infec- 
tions, the  physiological  abnormalities,  the  de- 
gree of  kyphosis  and  the  psychological  effects 
occurring  in  their  patients  before  or  after 
surgery.  They  are  to  be  congratulated  on 
their  absence  of  mortality  and  their  low  mor- 
bidity. We  hope  that  they  will  make  and 
report  more  objective  measurements  in  the 
future  so  that  the  rest  of  us  can  make  better 
judgments  as  to  the  value  of  surgery  to  cor- 
rect the  pectus  excavatum  deformity. 

John  L.  Guerrant,  M.D. 

William  B.  Hunt,  Jr.,  M.D. 

June  30,  1972 

University  of  Virginia 
Charlottesville,  V irginia 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Public  Health.... 


Therapeutic  Abortions  in  Virginia 

Prior  to  1970  it  was  illegal  for  any  person 
to  induce  an  abortion  or  miscarriage  except 
to  save  the  life  of  the  woman  or  child.  Any- 
one performing  an  illegal  abortion  could  be 
confined  in  the  penitentiary  from  one  to  ten 
years. 

During  an  eight  year  period  while  this  law 
was  in  effect  (1962  through  1969),  the  Bu- 
reau of  Vital  Records  and  Health  Statistics 
received  an  average  of  8.3  therapeutic  abor- 
tion reports  per  month.  Therapeutic  abor- 
tions per  year  numbered  three  in  1962  and 
consistently  increased  to  300  in  1969.  Over 
one  half  (58.3  percent)  of  the  therapeutic 
abortions  performed  during  this  eight  year 
period  were  done  for  reasons  of  psychosis  or 
mental  health  of  the  mother.  About  6.6  per- 
cent were  done  because  of  the  likelihood  the 
child  would  be  born  with  a mental  or  phys- 
ical defect,  and  35.1  percent  were  done  for 
other  reasons  or  the  reason  was  not  stated. 


THERAPEUTIC  ABORTIONS  IN  VIRGINIA 
1962-1969 


Total 

Average 

per 

Month 

Mental 

Health 

of 

Mother 

Defect 

Child 

Other 
or  Not 
Stated 

8-year  total 

800 

8.3 

466 

53 

281 

1962 

3 

.3 

3 

1963 

16 

1.3 

16 

1964 

41 

3.4 

18 

11 

12 

1965 

74 

6.2 

37 

5 

32 

1966 

100 

8.3 

51 

9 

40 

1967 

115 

9.6 

82 

6 

27 

1968 

151 

12.6 

93 

7 

51 

1969 

300 

25.0 

185 

15 

100 

Action  by  the  1970  General  Assembly  lib- 
eralized Virginia’s  abortion  law  to  allow  ther- 
apeutic abortions  to  be  performed  by  a phy- 
sician licensed  to  practice  medicine  by  the 
Board  of  Medical  Examiners  for  the  State  of 


Virginia.  The  law  states  that  the  woman  must 
have  been  a resident  of  the  State  for  120  days 
immediately  preceding  the  date  of  the  abor- 
tion. Residency  is  established  by  an  affidavit 
from  the  woman  including  a statement  of  her 
age.  The  operation  must  be  performed  in  a 
hospital  accredited  by  The  Joint  Committee 
on  Accreditation  of  Hospitals  and  licensed  by 
the  Virginia  Department  of  Health.  Written 
consent  must  be  given  by  a majority  of  the 
members  of  a Hospital  Abortion  Review 
Board  which  consists  of  at  least  three  physi- 
cians, one  of  whom  must  be  a specialist  in 
obstetrics  or  gynecology. 

Before  performing  an  abortion,  the  physi- 
cian must  sign  and  file  in  the  hospital  records 
of  the  woman  an  affidavit  stating  that  in  his 
medical  opinion  (1)  the  continuation  of  preg- 
nancy is  likely  to  result  in  the  death  of  the 
woman  or  substantially  impair  her  mental  or 
physical  health,  or  (2)  there  is  a substantial 
medical  likelihood  that  the  child  will  be  born 
with  an  irremediable  and  incapacitating  men- 
tal or  physical  defect.  Instead  of  the  physi- 
cian’s affidavit,  an  abortion  may  be  performed 
if  the  woman  files  an  affidavit  in  her  hospital 
records  stating  that  the  pregnancy  resulted 
from  incest  or  forcible  rape.  However,  the 
alleged  rape  must  have  been  reported  to  a 
law-enforcement  agency  within  seven  days 
after  it  occurred,  or  in  the  case  of  incest,  the 
affidavit  must  identify  the  male  who  com- 
mitted the  act.  Written  consent  for  the  abor- 
tion must  be  given  by  the  woman.  In  cases 
where  the  abortion  is  to  be  performed  because 
of  a defect  in  the  child,  written  consent  of 
the  husband  is  also  necessary  if  the  man  and 
woman  are  living  together  as  husband  and 
wife.  If  the  woman  is  an  infant  or  incompe- 
tent, then  permission  must  be  given  in  writ- 
ing by  a parent  or  guardian.  A married  wom- 
an over  the  age  of  18  years  is  deemed  compe- 
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tent  to  give  her  consent  in  the  same  manner 
as  if  she  were  2 1 years  of  age.  If  it  is  necessary 
for  the  abortion  to  be  performed  to  save  the 
life  of  the  woman,  the  above  procedure  need 
not  be  followed  except  that  the  woman  must 
still  give  her  written  consent. 

During  the  period  July,  1970,  through  De- 
cember, 1971,  the  first  eighteen  months  this 
new  liberalized  law  has  been  in  effect,  the 
Bureau  of  Vital  Records  and  Health  Statistics 
received  4,851  reports  of  therapeutic  abortions 


of  321.8  per  month,  and  for  the  third  six  month 
period,  an  average  of  294.8  per  month. 

The  majority  (93.1  percent)  of  the  thera- 
peutic abortions  in  this  eighteen  month  period 
were  performed  for  reasons  of  psychosis  or 
mental  condition  of  the  mother.  Only  2.9  per- 
cent were  done  for  the  physical  health  of  the 
mother,  0.7  percent  for  the  likelihood  that  the 
child  would  be  born  with  a mental  or  physical 
defect,  0.3  percent  for  forcible  rape,  and  0.1 
percent  for  incest.  In  2.9  percent  of  the  re- 


THERAPEUTIC  ABORTIONS  OCCURRING  IN  VIRGINIA 
MONTHS  BY  REASON 
JULY  1970— DECEMBER  1971 


Total 

Reason 

Mental 
Health 
of  Mother 

Physical 
Health 
of  Mother 

Defect 

Child 

Rape 

Incest 

Other 
or  Not 
Stated 

18-Month  Total 

4.851 

4,514 

143 

35 

15 

3 

141 

1970  Total 

1,151 

995 

48 

9 

5 

94 

July 

137 

111 

8 

3 

1 

14 

August 

198 

163 

8 

2 

2 

23 

September 

178 

149 

4 

2 

1 

22 

October 

218 

191 

7 

1 

19 

November 

184 

167 

6 

1 

1 

9 

December 

236 

214 

15 

7 

1971  Total 

3,700 

3,519 

95 

26 

10 

3 

47 

January 

257 

243 

7 

2 

5 

February 

299 

285 

8 

2 

i 

3 

March 

320 

303 

9 

4 

2 

2 

April 

331 

309 

13 

3 

3 

l 

2 

May 

385 

363 

10 

2 

2 

i 

7 

June 

339 

322 

7 

1 

9 

July 

303 

291 

8 

2 

1 

1 

August 

307 

293 

8 

2 

1 

3 

September 

300 

287 

8 

2 

3 

October 

293 

280 

7 

1 

1 

4 

November 

276 

264 

7 

1 

4 

December 

290 

279 

3 

4 

4 

occurring  in  Virginia,  or  an  average  of  269.5 
reports  per  month.  This  was  an  increase  of 
500.2  percent  over  the  average  of  44.9  thera- 
peutic abortions  per  month  throughout  the 
eighteen  month  period  prior  to  this  summary. 
For  the  1970-1971  period,  the  monthly  num- 
ber of  reported  therapeutic  abortions  ranged 
from  a low  of  137  in  July,  1970,  the  first 
month  under  the  new  law,  to  a high  of  385 
in  May,  1971.  During  the  first  six  month 
period  under  the  new  law  there  was  an  aver- 
age of  191.8  therapeutic  abortions  per  month, 
for  the  second  six  month  period,  an  average 


ports,  the  reason  for  performing  the  abortion 
was  not  stated. 

Of  the  women  having  therapeutic  abortions, 
32.2  percent  were  under  20  years  of  age,  44.5 
percent  were  between  20  and  29  years  of  age, 
and  23.2  percent  were  30  years  or  over.  Over 
half  (56.7  percent)  of  the  women  who  had 
therapeutic  abortions  because  the  continuation 
of  pregnancy  was  likely  to  impair  their  phys- 
ical health  were  over  30  years  of  age. 

Of  those  women  receiving  therapeutic  abor- 
tions in  Virginia  during  this  eighteen  month 
period,  71.4  percent  were  white  and  28.6 
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percent  were  nonwhite.  For  just  the  calendar 
year  1971,  one-third  of  the  women  who  re- 
ceived therapeutic  abortions  in  Virginia  were 
nonwhite.  For  1971  the  therapeutic  abortion 
rate  per  1,000  women  aged  15-44  in  Virginia 
was  3.7;  for  white  woman  the  rate  was  3.0 
per  1,000  women  aged  15-44,  while  for  non- 
white women  this  rate  was  6.5. 

Approximately  63.9  percent  of  the  women 
receiving  therapeutic  abortions  were  not  mar- 
ried to  the  father  of  the  child  at  the  time  of  the 
abortion. 


during  the  13  th  through  16th  weeks  of  preg- 
nancy and  14.2  percent  were  done  during  the 
17th  through  20th  weeks  making  a total  of 
96.6  percent  of  the  abortions  performed  at 
20  weeks  gestation  or  less.  Sixty-nine  thera- 
peutic abortions  or  1.4  percent  were  performed 
after  the  20th  week  of  pregnancy.  In  two  per- 
cent of  the  cases  the  period  of  gestation  was 
unknown. 

Women  from  all  areas  of  the  state  received 
therapeutic  abortions  in  Virginia  during  the 
eighteen  month  period.  Seven  hundred  twen- 


THERAPEUTIC  ABORTIONS  OCCURRING  IN  VIRGINIA 
AGE  OF  MOTHER  BY  LEGITIMACY  STATUS 
JULY,  1970-DECEMBER,  1971 


Age  of  Mother 

Legitimacy  Status 

Legitimate 

Illegitimate 

Percent 

Illegitimate 

Number 

Percent 

Total 

4,851* 

100.0 

1,749 

3,101 

63.9 

Under  15 

158 

3.3 

158 

100.0 

15-19 

1,404 

28.9 

108 

1,296 

92.3 

20-24 

1,359 

28.0 

376 

983 

72.3 

25-29 

798 

16.5 

442 

356 

44.6 

30-34 

562* 

11.6 

385 

177 

31.5 

35-39 

403* 

8.3 

301 

101 

25.1 

40  and  over 

160 

3.3 

136 

24 

15.0 

Not  stated 

7 

0.1 

1 

6 

*The  legitimacy  status  of  one  therapeutic  abortion  to  a female  in  the  35-39  age  group  was  not  stated. 


The  percentage  of  white  women  not  mar- 
ried to  the  father  at  the  time  of  the  abortion 
was  59.5,  while  for  nonwhite  women,  the 
percentage  was  75.1.  As  the  age  of  the  women 
increased,  the  percent  decreased.  For  those 
women  under  20  years  of  age,  93.1  percent 
were  not  married  to  the  father  of  the  child, 
while  for  women  35  and  over,  only  22.2  per- 
cent were  not  married  to  the  father  of  the 
child. 

Nearly  two-thirds  (65.4  percent)  of  the 
therapeutic  abortions  were  performed  during 
the  first  trimester  of  pregnancy  (12  weeks 
gestation  and  under)  with  over  half  of  these 
being  done  during  the  first  eight  weeks  of 
pregnancy.  Seventeen  percent  were  performed 


ty-five  were  residents  of  Fairfax  County,  701 
residents  of  Richmond,  490  residents  of  Nor- 
folk, 285  residents  of  Alexandria,  and  205 
residents  of  Flenrico  County.  Thirty-eight 
women  receiving  therapeutic  abortions  in  Vir- 
ginia listed  their  residences  as  out-of-state. 

Most  of  the  abortions  were  performed  in 
the  metropolitan  areas  of  the  State.  Northern 
Virginia,  Richmond  City,  and  Norfolk  ac- 
count for  72.6  percent  of  the  abortions  per- 
formed in  Virginia  during  the  eighteen  month 
period.  Many  Virginia  residents  are  known 
to  have  received  abortions  in  other  states,  but 
no  precise  data  are  available  on  these  events. 
Therefore,  the  above  figures  do  not  present 
complete  therapeutic  abortion  statistics  for 
Virginia  residents. 
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WILLIAM  S.  ALLERTON,  M.D. 


Mental  Health  . . . . 


Community  Mental  Health  Clinics 

Virginia’s  Mental  Health  Clinics  provided 
outpatient  services  to  over  20,000  patients  in 
FY  1971.  These  services  were  provided  by 
roughly  300  employees  devoting  nearly  24,000 
hours  of  professional  time.  As  FY  1973  begins, 
plans  have  been  made  to  expand  the  quantity 
of  services  available  by  increasing  staffs  and 
developing  new  clinics. 

Beginning  on  July  1,  1972,  the  Department 
of  Mental  Hygiene  and  Hospitals  will  open 
new  clinic  facilities  in  three  locations:  Orange, 
Warsaw  (extension  of  Mid-Peninsula  Clinic) 
and  Eastville.  The  addition  of  these  two  new 
facilities  brings  the  total  number  of  clinics 
to  35. 

In  addition  to  new  clinic  facilities,  efforts 
have  been  made  at  several  locations  to  initiate 
Comprehensive  Community  Mental  Health 
Centers.  Presently  Virginia  has  two  Compre- 
hensive Community  Mental  Health  Centers. 
However,  application  for  federal  support  has 
been  made  by  Charlottesville,  Norfolk,  Ports- 
mouth, and  Fairfax  with  other  applications 
expected  from  Roanoke  and  Richmond.  De- 
velopment of  Comprehensive  Community 
Mental  Health  Centers  offers  a means  of  ex- 
panding the  range  of  mental  health  service 
programs  to  more  adequately  meet  community 
needs. 

During  the  coming  fiscal  year  many  new 
developments  and  programs  are  planned  within 
the  clinic  system.  There  will  be  increased  ac- 
tivity between  Chapter  10  Boards  and  local 
clinics.  Some  clinics  will  initiate  screening 
programs,  participate  in  unitization  programs 
with  our  hospitals  and  provide  more  consulta- 
tion services  to  community  agencies. 

Allerton,  William  S.,  M.D.,  Commissioner 
of  the  Department  of  Mental  Hygiene  and  Hos- 
pitals. 


Following  is  a list  of  our  Mental  Hygiene 
Clinics  and  their  Directors: 

Mental  Hygiene  Clinics  in  Virginia 

Horace  F.  Greene,  M.D.,  Director 
Alexandria  Community  Mental  Health  Center 
720  North  St.  Asaph  Street 
Alexandria,  Virginia  22314 
Phone:  836-5751 

John  A.  Knapp,  M.D.,  Director 
Alleghany  Mental  Hygiene  Clinic 
544  Church  Street— P.  O.  Box  258 
Clifton  Forge,  Virginia  24422 
Phone:  862-4797 

Irving  Schneider,  M.D.,  Director 
Arlington  Mental  Health  Center 
1800  North  Edison  Street 
Arlington,  Virginia  22207 
Phone:  558-2815 

James  N.  Williams,  M.D.,  Director 
Atlantic  Mental  Hygiene  Center 
1876  Wildwood  Road 
Virginia  Beach,  Virginia  23454 
Phone:  428-6499 

John  E.  Carlton,  M.D.,  Director 
Bristol  Regional  Mental  Health  Clinic 
26  Midway  Street 
Bristol,  Tennessee  37620 
Phone:  (615)  764-0242 

Morton  Horwitz,  Ph.D.,  Director 
Chesterfield  Mental  Health  Clinic 
P.  O.  Box  147 
Chesterfield,  Virginia  23832 
Phone:  748-1227 

John  MacMahon,  M.D.,  Director 
Community  Psychiatric  Clinic 
334  Effingham  Street 
Portsmouth,  Virginia  23704 
Phone:  397-9332 
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Jessie  M.  Enslin,  M.D.,  Director 
Danville  Clinic  for  Mental  Hygiene 
990  Main  Street 
Danville,  Virginia  24541 
Phone:  793-4922 

Mrs.  Lundi  Mansfield,  Acting  Director 
Educational  Therapy  Center 
2824  North  Avenue 
Richmond,  Virginia  23222 
Phone:  643-3581 

Simon  Auster,  M.D.,  Director 
Fairfax-Falls  Church  Mental  Health  Center 
2949  Sleepy  Hollow  Road 
Falls  Church,  Virginia  22044 
Phone:  532-4121 

John  P.  Snead,  IV,  M.D.,  Director 
Fauquier  Family  Guidance  Center 
71  West  Shirley  Avenue 
Warrenton,  Virginia  22186 
Phone:  347-7620 

Donald  Lloyd  Reed,  M.D.,  Director 
Fredericksburg  Area  Men.  Hygiene  Clinic 
1206  Princess  Anne  Street 
Fredericksburg,  Virginia  22401 
Phone:  373-6876 

M.  M.  Vitols,  M.D.,  Director 
Henrico  Mental  Hygiene  Clinic 
4902  Azalea  Mall 
Richmond,  Virginia  23227 
Phone:  262-6557 

Stephen  R.  Baker,  M.D.,  Director 
Loudoun  County  Guidance  Center 
1 8 N.  King  Street 
Leesburg,  Virginia  22075 
Phone:  777-2291 

H.  Adarjorie  Sloan,  Ad.D.,  Director 
Lynchburg  Guidance  Center 
1010  Miller  Park  Square 
Lynchburg,  Virginia  24501 
Phone:  845-6031 

Donald  K.  Jones,  M.D.,  Director 
Massanutten  Mental  Health  Center 
420  E.  Market  Street 
Harrisonburg,  Virginia  22801 
Phone:  434-1766 


Charles  F.  Christian,  M.D.,  Director 
M.C.V.  Psychiatric  Clinic— Box  253 
Medical  College  of  Virginia 
Richmond,  Virginia  23219 
Phone:  770-5961 

Vernon  S.  Bisese,  Ph.D.,  Acting  Director 
Mental  Health  Center  of  Norfolk  & 
Chesapeake 
401  Colley  Avenue 
Norfolk,  Virginia  23507 
Phone:  625-0991 

Henry  O.  Gwaltney,  Jr.,  Ed.D.,  Director 
Middle  Peninsula  Mental  Health  Clinic 
P.O.  Box  40 
Saluda,  Virginia  23149 
Phone:  758-2395 

David  H.  Strahley,  Ph.D.,  Director 
Mountain  Empire  Guidance  Center 
710  Clement  Street 
Radford,  Virginia  24141 
Phone:  639-3979 

Bruce  M.  Gray,  M.D.,  Director 
Northwestern  Psychiatric  Clinic 
Rouss  and  Loudoun  Streets 
Winchester,  Virginia  22601 
Phone:  667-8888 

H.  Marjorie  Sloan,  M.D.,  Director 
Patrick  Henry  Mental  Hygiene  Clinic 
122  Cleveland  Avenue 
Martinsville,  Virginia  24112 
Phone:  638-1196 

T.  J.  Lassen,  M.D.,  Director 
Peninsula  Mental  Health  Center 
420  J.  Clyde  Morris  Boulevard 
Newport  News,  Virginia  23601 
Phone:  595-4435 

Tony  A.  Tsitos,  M.D.,  Director 
Prince  William  County  Comm.  Mental 
Health  Center 
9590  Surveyor  Court 
Manassas,  Virginia  22101 
Phone:  361-3101 

Eugene  Makarowsky,  M.D.,  Director 
Richmond  Area  Psychiatric  Clinic 
209  W.  Franklin  St., 

Richmond,  Virginia  23220 
Phone:  643-2827 
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Mrs.  Louise  King,  Acting  Director 
Roanoke  Guidance  Center 
1125  First  St.,  S.  W. 

Roanoke,  Virginia  24016 
Phone:  344-3287 

John  A.  Knapp,  M.D.,  Director 
Rockbridge  Mental  Health  Clinic 
300  White  Street 
Lexington,  Virginia  24450 
Phone:  463-2898 

Catherine  Smith,  M.D.,  Director 
Smyth  County  Mental  Hygiene  Clinic 
124  Broad  Street 
Marion,  Virginia  24354 
Phone:  783-2011 

Kurt  Morbitzer,  M.D.,  Director 
Southside  Area  Mental  Hygiene  Clinic 
12  E.  Tabb  Street 
Petersburg,  Virginia  23803 
Phone:  733-1030 

Ann  Stewart,  M.D.,  Director 
Tidewater  Mental  Health  Clinic 
5 1 1 Prince  George  Street 


Mailing  Address:  Drawer  FB 
Williamsburg,  Virginia  23185 
Phone:  229-4381 

Leo  E.  Kirven,  Jr.,  M.D.,  Director 
Tri-County  Mental  Health  Clinic 
Louise  Obici  Memorial  Hospital 
Suffolk,  Virginia  23434 
Phone:  539-3905 

Seymour  Rabinowitz,  M.D.,  Director 
University  of  Virginia  Mental  Health  Clinic 
1244  Jefferson  Park  Avenue 
Charlottesville,  Virginia  22901 
Phone:  924-2211 

Alejandro  E.  Posada,  M.D.,  Director 
Valley  Mental  Health  Center 
20  N.  Market  Street 
Staunton,  Virginia  24401 
Phone:  885-0866 

Chapter  10  Clinic 

Richard  W.  Garnett,  Jr.,  M.D.,  Director 
Blue  Ridge  Comm.  Mental  Health  Clinic 
1602  Gordon  Avenue 
Charlottesville,  Virginia  22903 
Phone:  295-2161 
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Medicare— Part  B.... 


Nursing  Home  Visits 

Medicare  regulations  recognize  that  in  a 
Nursing  Home,  as  elsewhere,  acute  episodes 
of  illness  arise  that  require  more  frequent  at- 
tendance by  the  physician.  However,  Medi- 
care billing  must  reflect,  in  sufficient  detail, 
the  medical  reasons  and  purpose  for  visits  in 
excess  of  one  each  month.  Frequently,  Medi- 
care is  advised  that  a Nursing  Home  requested 
the  physician  to  make  a second  or  third 
monthly  visit  to  the  patient,  yet  the  physicians 
bill  or  SSA  1490  will  reflect  only  the  primary 
diagnosis  with  no  indication  as  to  why  addi- 
tional visits  were  required.  If  the  reason  for 
additional  visits  are  related  to  transitory  con- 
ditions, such  as  elevated  temperature,  drug 
reaction,  diet  change,  etc.,  please  so  indicate 
on  your  Medicare  bill.  Generally  when  phy- 
sician visits  to  Nursing  Home  patients  in 
excess  of  one  per  month  are  declined,  it  is 
because  of  the  lack  of  sufficient  medical  infor- 
mation on  the  billing  to  indicate  that  the 
additional  visits  were  medically  necessary. 
Medicare  files  are  subject  to  audit  by  the  ap- 
propriate federal  agency  and  obviously  the 
documentation  contained  in  each  file  must  be 
sufficient  to  satisfy  the  auditors. 

Partial  Payments 

There  are  two  main  reasons  why  benefici- 
aries or  their  providers  of  service  receive  more 
than  one  check  for  benefits  on  a single  claim: 

(1)  Many  multiple  service  claims  exceed 
the  maximum  space  limitation  for  printing 
on  the  explanation  of  medicare  benefits;  thus 
they  become  two  claims  or  even  three 
claims. 

The  processed  claims,  with  check  and  ex- 
planation of  medicare  benefits  printed  for 
each,  emerge  from  the  computer  system  at 
different  times  and  are  mailed  separately. 


CURTIS  J.  KELLY  JD. 

Inadequate  information  or  other  errors  can 
delay  one  and  not  the  others.  Thus,  bene- 
ficiaries and  others  are  often  perplexed  be- 
cause only  part  of  the  claim  was  paid.  Those, 
to  whom  this  has  happened,  should  be  pa- 
tient and  wait  a reasonable  period  for  re- 
ceipt of  the  remaining  explanation  of  medi- 
care benefits. 

(2)  In  other  multiple  service  claims,  ad- 
ditional information  is  required  on  some 
items,  while  others  may  be  processed 
promptly.  When  this  is  done,  the  processed 
claims  emerge  in  the  computerized  system 
at  different  times  also. 

Assignment  Procedure  for  a Prolonged 
Illness 

The  assignment  statement  on  the  SSA  1490 
applies  only  to  the  particular  services  listed  on 
the  form,  thus  giving  physicians  and  bene- 
ficiary a choice  of  accepting  or  rejecting  the 
assignment  of  any  particular  bill.  However, 
when  a physician  is  dealing  with  a regular 
patient  whose  condition  will  need  treatment 
over  an  extended  period  of  time,  a procedure 
may  be  followed  that  will  not  require  the 
patient’s  signature  on  the  SSA  1490  each  time 
he  bills  the  carrier. 

A physician  may  obtain  the  patient’s  con- 
sent to  an  assignment  of  unpaid  charges  for 
the  anticipated  period  of  treatment  by  having 
him  sign  a brief  statement  as  follows: 

“I  request  that  payment  be  made  to  {here 
insert  the  name  of  the  physician)  on  any  un- 
paid bills  for  services  furnished  me  by  that 
physician  during  the  period  {here  insert  the 
from-to  dates  involved) .” 

The  time  period  should  end  no  later  than 
the  close  of  the  calendar  year  in  which  the 
assignment  was  made  unless  made  in  the  final 
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quarter.  In  the  latter  case,  it  may  be  extended 
to  the  end  of  the  following  calendar  year. 

The  signed  statement  should  be  stapled  to 
an  SSA  1490  and  forwarded  to  the  carrier. 
Subsequent  1490’s  submitted  during  the  period 
may  indicate  in  the  patient’s  signature  space 
“this  is  a continuation  of  a course  of  treatment 
for  which  the  patient’s  signature  was  previ- 
ously obtained.” 

This  procedure  may  be  used  by  other  en- 
tities such  as  clinics,  medical  partnerships  and 
corporations,  for  reimbursement  for  the  serv- 
ices of  physicians  who  have  authorized  the 
clinic  or  partnership  to  accept  assignments  and 
bill  on  their  behalf.  It  may  also  be  used  for 
reimbursement  for  rental  of  durable  medical 
equipment  or  for  other  items  or  services  fur- 
nished to  a patient  whose  condition  requires 
extended  treatment  or  tests. 

Rescinding  the  Assignment  Agreement 

Some  physicians  have  attempted  to  rescind 
an  assignment  on  a medicare  claim  after  enter- 
ing into  this  joint  agreement  with  the  bene- 


ficiary. Medicare  regulations  speak  to  this 
point  as  follows: 

“The  reasonable  charge  limitation  is  a condi- 
tion of  the  assignment  agreement  which  is 
fixed  by  law.  It  is  not  affected  by  a side- 
agreement  between  the  parties  or  between  one 
of  them  and  a third  party,  nor  is  it  affected 
by  any  proported  misunderstanding  of  either 
or  both  of  the  parties.  Once  entered  into,  an 
assignment  cannot  be  unilaterally  rescinded  by 
either  party  and  may  be  rescinded  only  by 
mutual  agreement  of  both  parties,  communi- 
cated to  the  carrier  before  the  carrier  has 
made,  and  sent  notice  of  its  reasonable  charge 
determination.” 

When  the  beneficiary  has  private  insurance 
in  addition  to  medicare,  the  physician  who 
has  accepted  assignment  of  Part  B benefits 
would  be  in  violation  of  his  assignment  agree- 
ment if  he  bills  or  collects  from  the  beneficiary 
and/or  the  private  insurer  an  amount  which, 
when  added  to  the  medicare  benefits  received, 
exceeds  the  reasonable  charge  determination 
by  the  Medicare  Carrier. 


Absentee  Ballot  Voting 

If  you  expect  to  be  away  from  home  on  November  7th, 
don’t  forget  to  vote  before  you  leave.  This  is  very  im- 
portant! 

Perhaps  you  will  be  attending  the  annual  meeting  of  The 
Medical  Society  of  Virginia  in  Williamsburg,  November 
5-8. 
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Woman  s Auxiliary 


• • • • 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President  . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary . . .Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer AIrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 

How  About  a Mini-Workshop? 

Why  not  plan  some  MINI- WORKSHOPS 
for  1972-73  in  your  school  system,  in  your 
town? 

A mini-workshop  should  be  like  a smorgas- 
bord ...  a one-day  session  for  all  high  school 
students  interested  in  the  job  opportunities 
of  health  manpower.  Each  workshop  should 
offer  an  “in-depth  presentation”  of  three  to 
six  allied  health  manpower  programs. 

General  procedure  guidelines  and  training 
program  sheets  are  available  in  a mini-work- 
shop  folder  at  our  national  auxiliary  office,  535 
North  Dearborn  Street,  Chicago,  Illinois 
60610. 

ESSENTIALS  FOR  PLANNING  ARE: 

1.  x\n  enthusiastic  health  manpower  com- 
mittee. 

2.  The  cooperation  of  the  high  school  ad- 
ministration. 

3.  Setting  the  date  on  a Saturday,  limiting 
discussion  groups  to  sizes  of  10-40  peo- 


ple per  group  so  the  professional  leader 
can  demonstrate  or  exhibit  the  tools  of 
his  specialty  and  can  answer  questions  on 
an  informal  basis. 

4.  Wide-spread  publicity  before  the  event. 

5.  Use  the  workshop  as  a showcase  for  in- 
forming the  students  that  there  is  a re- 
warding job  at  all  education  levels. 

6.  The  personal  touch— the  local  profes- 
sionals tell  of  their  specialty  and  of  the 
job  opportunities  on  their  health  team 
that  require  less  training. 

7.  Utilize  the  health  careers  club  in  the 
school  as  a focal  point  and  as  a host 
committee. 

REWARDS  AND  HIGHLIGHTS: 

1.  All  interested  students  can  attend  in- 
depth,  free  discussion  groups. 

2.  Lunch  hour,  sack  lunch  or  served,  can 
include  a fun  program  or  activity. 

3.  By  starting  at  9 a.m.  and  ending  at  3 
p.m.,  the  problem  of  over-night  accom- 
modations, food  or  entertainment  is 
eliminated. 

4.  Interest  and  enthusiasm  are  created  for 
planning  an  exciting  future  in  the  health 
field. 

5.  An  interesting,  rewarding  project  for 
the  auxiliary. 

LOOKING  FOR  A GOOD  PROGRAM? 
HOW  ABOUT  A MINI- WORKSHOP? 

Karen  K.  Painter 
(Mrs.  William  E.) 


888 


Virginia  Medical  Monthly 


Book  Announcements 


THE  EARLY  ORTHOPAEDIC  SUR- 
GEONS OF  AMERICA  by  Alfred  Rives 

Shands,  Jr.  C.  V.  Mosby  Company.  St. 

Louis,  1970.  190  Pages,  122  Illustrations. 

Library  of  Congress  Catalog  Card  Number 

75-124055 

The  development  of  the  specialty  of  ortho- 
paedic surgery  in  the  past  100  years  received 
its  stimulus  from  a few  physicians  located 
initially  in  New  York  City.  This  initial  stim- 
ulus spread  to  Boston,  Philadelphia  and  St. 
Louis  in  the  innovative  minds  of  a dozen  men, 
who  by  their  ingenuity,  resourcefulness  and 
dedication  stimulated  interest  in  the  care  of 
the  deformed  and  crippled.  Prior  to  the  19th 
century,  the  care  of  congenital  and  acquired 
deformities,  fractures  and  other  problems  of 
the  musculo-skeletal  system  were  sadly  neg- 
lected and  what  little  medical  care  offered  the 
unfortunate  victims  of  these  problems  was  in 
the  hands  of  the  emerging  field  of  general 
surgery.  The  Early  Orthopaedic  Surgeons  of 
America  is  a well  told  chronological  story  of 
twelve  pioneers  in  the  field  of  orthopaedics 
who  by  courage,  foresight  and  empathy  for 
the  maimed  and  crippled  gradually  stimulated 
interest  in  what  is  now  the  most  dynamic 
rapidly  expanding  specialty  in  medicine.  The 
lives  and  careers  of  these  twelve  pioneer  phy- 
sicians can  best  be  told  by  one  with  a life  long 
interest  in  medical  history  and  the  develop- 
ment of  the  specialty  of  orthopaedics.  Alfred 
R.  Shands,  Jr.,  the  son  of  a pioneer  in  ortho- 
paedics, is  best  qualified  of  anyone  in  America 
to  tell  the  stimulating  story  of  orthopaedics 
which  he  has  done  in  a delightful  manner, 
detailing  the  lives  of  twelve  outstanding  per- 
sonalities. The  personal  characteristics  of  these 
twelve  physicians  were  widely  divergent  but 
all  had  a mutually  common  determination  to 
improve  the  well  being  of  the  maimed  and 
crippled.  The  medical  careers  of  several  of 
these  pioneers  transpired  at  the  same  time  in 
New  \ork  City  and  were  highlighted  by 


strong  differences  of  professional  opinion  and 
frequent  heated  personal  encounters.  In  the 
mid  and  late  19th  century,  differences  of  opin- 
ion and  judgement  as  to  the  proper  treatment 
for  a specific  entity  were  very  frequently 
publicized  by  strongly  worded  medical  ar- 
ticles and  to  a somewhat  less  extent  by  eyeball 
to  eyeball  debates  at  medical  meetings.  Personal 
vendettas  were  not  uncommon  and  in  several 
instances  resulted  in  one  of  the  medical  an- 
tagonists moving  to  another  city  or  state  to 
resume  his  practice.  Modern  orthopaedic  sur- 
gery is  deeply  indebted  to  each  of  these  twelve 
pioneers  for  many  of  the  basic  concepts  of 
diagnosis  and  treatment  widely  used  today. 
The  use  of  traction  of  many  types,  corrective 
plaster  casts,  splints,  braces,  and  rehabilitative 
measures  of  rest,  proper  diet  and  care  of  the 
“whole  patient”  originated  in  the  fertile  minds 
of  these  early  orthopaedists.  Many  orthopaedic 
appliances  in  use  today  carry  the  names  of 
some  of  the  men  biographied  in  this  volume. 
The  biographic  description  of  the  subject  mat- 
ter includes: 

William  Ludwig  Detmold  (1808-1894),  the 
first  American  orthopaedic  surgeon 
Louis  Bauer  (1814-1898),  a pioneer  in 
American  orthopaedic  surgery  and  the 
author  of  the  first  American  orthopaedic 
textbook 

Lewis  Albert  Sayre  (1820-1900),  New 
York’s  dynamic  leader  and  the  first  pro- 
fessor of  orthopaedic  surgery 
Henry  Gassett  Davis  (1807-1896),  a foun- 
der of  American  orthopaedic  surgery  and 
originator  of  the  American  Method 
James  Knight  (1810-1887),  the  founder  of 
the  Hospital  for  the  Ruptured  and  Crip- 
pled 

Virgil  Pendleton  Gibney  (1847-1927),.  a 
great  orthopaedic  leader  and  teacher 
Charles  Fayette  Taylor  (1827-1899),  foun- 
der of  the  New  York  Orthopaedic  Dis- 
pensary and  Hospital 
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Newton  Melman  Shaffer  (1846-1928),  an 
early  conservative  orthopaedic  surgeon 
John  Ball  Brown  (1784-1862),  and  Buck- 
minster Brown  (1819-1891),  New  Eng- 
land’s early  orthopaedic  surgeons 
Edward  Hickling  Bradford  (1848-1926), 
Boston’s  foremost  pioneer  orthopaedic 
surgeon 

DeForest  Willard  (1846-1910),  Philadel- 
phia’s pioneer  orthopaedic  surgeon 

This  volume  should  be  required  reading  for 
all  aspiring  orthopaedists  to  give  them  appre- 
ciation of  all  they  have  inherited  from  the 
pioneers  of  their  specialty.  The  already  es- 
tablished orthopaedists  should  read  this  volume 
for  enjoyment  and  equal  appreciation  for  the 
blessings  he  has  inherited  from  the  keenness 
of  insight,  hard  work  and  determination  of 
The  Early  Orthopaedic  Surgeons  of  America. 

Earnest  B.  Carpenter,  M.D. 


CURRENT  DIAGNOSIS  AND  TREAT- 
MENT. Edited  by  Marcus  A.  Krupp, 
M.D.  and  Milton  J.  Chatton,  M.D.  plus 
34  Associate  Editors.  Lange  Medical  Pub- 
lications, Los  Altos,  California.  962  p.p., 
Fabricord  cover.  $11.00.  1972. 

This  is  the  eleventh  volume  in  an  annual 
series,  published  in  January  of  each  year,  de- 
signed as  an  adjunct  to  the  standard  textbooks 
of  medicine  which  complements  rather  than 
competes  with  them.  That  it  is  available  not 
only  in  English,  but  also  Spanish,  Italian,  Ro- 
manian, and  Serbo-Croatian,  attests  to  its 
growing  popularity. 

It  represents  a rather  high  quality  review 
and  “catch-up”,  delivered  in  telegraphic  meth- 
od of  therapeutic  and  diagnostic  guides  for 
use  in  daily  practice.  After  an  opening  section 
on  General  Symptoms  by  Editor  Chatton, 
multiple  broad  fields  are  canvassed  by  the 
associate  editors.  These  include  Internal  Med- 


icine, Eye,  ENT,  Obstetrics  and  Gynecology, 
Dermatology,  Urology,  Neurology  and  Psy- 
chiatry. An  Appendix,  containing  schedules 
for  Immunization  and  Hypersensitivity,  as 
well  as  a list  of  Normal  Values,  Abbreviations, 
Conversion  Tables,  and  Heart-Lung  Resusci- 
tation, is  the  final  portion  of  this  manual.  An 
adequate  index  is  included. 

Physically,  this  book  is  well  designed,  com- 
fortable in  the  hand,  and  easy  to  read.  Tables, 
charts,  and  illustrations  are  reproduced  in 
reasonable  fashion  and  are  freely  laced 
throughout.  References  to  the  current  litera- 
ture are  provided  following  most  discussions. 
Each  chapter  ends  with  an  adequate  cross- 
section  of  applicable  up-to-date  general  bib- 
liographies. 

There  is  a logical  definition  of  most  key 
terms  and  etiologic  factors.  For  the  most  part, 
the  style  is  clear  and  remarkably  uniform,  and 
the  text,  on  the  whole,  hangs  together  nicely, 
especially  considering  multiple  authorships 
involved.  Perhaps  this  latter  finding  stems 
from  the  fact  that  this  book  is,  in  its  entirety, 
a product  of  the  San  Francisco  Bay  Area,  save 
one  (Associate  Editor  J.  Chusid,  New  York 
City).  Provincialism  does  not  seep  through. 

Criticism  would  include  the  obvious  attempt 
by  the  authors  to  cover  too  vast  a field  in  too 
few  pages.  References  and  summaries,  how- 
ever, help  bridge  this  gap,  while  the  more  im- 
portant aspects  of  each  section  are  described, 
albeit,  some  rather  cursorily. 

Who  will  find  use  for  this  book?  Certainly 
it  will  find  ready  access  as  a handy  desk  ref- 
erence of  the  busy  clinician.  For  the  neo- 
phyte, there  are  rather  concise  expositions  of 
the  important  points  to  allow  needed  perspec- 
tive for  later,  more  detailed,  and  lucid  discus- 
sion of  disorders.  For  the  more  academic- 
minded,  it  provides  a point  of  departure  for 
deeper  penetration  into  more  highly  special- 
ized fields  of  interest. 

Robert  Edgar  Mitchell,  Jr.,  M.D. 
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Lynchburg  Medicine  and  Physicians 

THIS  ISSUE  of  the  Virginia  Medical  Monthly  consists  of  articles  prepared 
by  physicians  who  live  in  Lynchburg  or  in  the  immediate  surrounding 
area.  The  idea  originated  in  The  Fourth  Medical  Journal  Club  of  that  city 
and  the  articles  were  solicited  and  coordinated  by  Dr.  S.  Miles  Bouton  with 
the  approval  and  cooperation  of  the  Lynchburg  Academy  of  Medicine.  This 
collection  of  excellent  papers  reflects  much  credit  on  Dr.  Bouton  and  the 
physicians  who  participated  in  this  outstanding  effort. 

The  guest  editorial  by  Dr.  John  T.  T.  Hundley,  a recent  past-president 
of  The  Medical  Society  of  Virginia,  gives  a concise  account  of  the  founding 
of  the  local  society.  Lynchburg  has  always  played  a larger  role  in  Virginia 
medicine  than  one  would  have  anticipated  in  a community  of  this  size.  All 
State  medical  matters  remained  dormant  during  and  following  the  chaos  of 
The  War  Between  the  States  until  the  fall  of  1870,  when  at  the  call  of  the 
local  medical  societies  of  Lynchburg,  Richmond  and  Abingdon,  plans  were 
laid  for  a long  overdue  reorganization  of  The  Medical  Society  of  Virginia 
in  October  1871. 

Our  present  State  Society  dates  from  this  meeting.  It  was  appropriate  that 
the  first  meeting  of  the  revived  Medical  Society  of  Virginia  was  held  in 
Lynchburg  with  Dr.  R.  S.  Payne  of  that  city  as  its  first  president.  Dr.  Payne 
served  two  terms.  The  only  other  instance  of  a president  serving  two  terms 
occurred  a half  century  later  when  the  State  Society  did  not  meet  during  the 
influenza  epidemic  of  1918  and  Dr.  Ennion  G.  Williams  continued  as  presi- 
dent the  following  year. 

However  the  moving  spirit  of  all  this  was  Dr.  Landon  B.  Edwards  (1845- 
1910),  a native  of  Prince  Edward  County,  who  became  a practicing  physi- 
cian in  Lynchburg  by  way  of  the  Lynchburg  Military  Academy,  Randolph- 
Macon  College,  the  late  Confederate  States  Army  and  the  medical  depart- 
ment of  the  University  of  the  City  of  New  York.  After  the  State  Society 
was  re-established  Dr.  Edwards  moved  to  Richmond  and  founded  the  Vir- 
ginia Medical  Monthly  in  1874.  He  continued  as  editor  of  the  journal 
until  his  death  in  1910.  He  was  a member  of  the  first  Board  of  Health  in 
Virginia  and  professor  of  medicine  and  dean  of  the  University  College  of 
Medicine.  Dr.  Edwards  probably  influenced  the  policies  of  the  State  Society 
to  a greater  degree  than  any  other  member.  He  was  secretary  of  The  Medi- 
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cal  Society  of  Virginia  for  many  years  but  never  held  elective  office  in  the 
society. 

Another  adopted  Lynchburger,  whose  career  closely  paralleled  that  of  Dr. 
Edwards,  was  Dr.  Rawley  White  Martin  (1835-1912)  who  moved  from 
Chatham  to  Lynchburg  in  1895.  After  receiving  his  medical  degree  in  New 
York  Dr.  Martin  returned  to  southside  Virginia  and  practiced  quietly  in 
Pittsylvania  County  until  1861  when  he  entered  the  Confederate  Army  as  a 
line  officer.  He  commanded  the  53rd  Virginia  Regiment  in  Armistead’s 
brigade. 

The  afternoon  of  July  3,  1863,  found  Dr.  Martin  leading  the  “battalion  of 
direction"  in  the  center  of  Pickett’s  charge,  which  certainly  was  no  place  for 
a family  physician  to  be.  He  crossed  the  stone  wall  on  Cemetery  Ridge  with 
a handful  of  his  regiment.  He  was  severely  wounded  and  his  capture  and 
subsequent  imprisonment  brought  his  military  career  to  a close.  In  1865  he 
was  released  and  returned  to  more  peaceful  pursuits  in  Chatham.  He  walked 
with  a limp  for  the  remainder  of  his  long  life  but  it  did  not  prevent  him 
from  becoming  a member  of  the  State  Board  of  Health,  the  Board  of  Medical 
Examiners  and  president  of  The  Medical  Society  of  Virginia  in  1886.  For 
many  years  he  served  as  Rector  of  the  Board  of  Visitors  of  the  University  of 
Virginia. 

The  physicians  of  Lynchburg  have  a long  and  outstanding  history  of  serv- 
ice to  Virginia.  It  is  most  appropriate  that  this  issue  of  the  journal  should 
have  been  prepared  by  them  and  in  turn  it  is  fitting  that  this  number  of  the 
Virginia  Medical  Monthly  should  be  dedicated  to  them. 

H.  J.  W. 


896 


Virginia  Medical  Monthly 


News 


• • • 


Calendar  of  Events 

Congress  ox  Occupational  Health— Sponsored  bv  AMA— The  Drake— Chicago 
—September  11-12,  1972. 

Symposium  ox  Newborn— Duke  University  .Medical  Center— Durham,  North 
Carolina— September  14-15,  1972. 

“Walter  L.  Thomas  Symposium  ox  Gynecological  .Malignancy  and  Surgery" 
Sponsored  bv  the  Department  of  Obstetrics  and  Gynecology,  Duke  Univer- 
sity Medical  Center— Durham,  North  Carolina— September  15-16,  1972. 
American  Academy  of  Pediatrics — Annual  Meeting— New  York  Hilton— New 
York,  N.  Y.— October  14-19,  1972. 

American  Cancer  Society,  Virginia  Division— Annual  .Meeting— Hotel  Jeffer- 
son—Richmond— October  19-20,  1972. 

National  Conference  of  State  Medical  Association  Representatives  on  Con- 
tinuing Medical  Education— Ambassador  Hotel— Chicago— October  24-26, 
1972. 

The  Medical  Society  of  the  District  of  Columbia— Annual  Scientific  Assembly 
—The  Greenbrier— White  Sulphur  Springs,  West  Virginia— October  27-29, 
1972. 

“Present  Problems  in  Pediatric  Hematology"— A Pediatric  Postgraduate  Course 
sponsored  by  Department  of  Pediatrics,  University  of  Virginia  School  of 
Medicine — Charlottesville— November  3-4,  1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 

Virginia  Rehabilitation  Association— Annual  Meeting— Old  Point  Comfort, 
Virginia— November  12-14,  1972. 

Southern  Medical  Association— Annual  Meeting— New  Orleans— November  13- 
16,  1972. 

Interstate  Postgraduate  Medical  Association— Scientific  Assembly— Washing- 
ton-Hilton  Hotel— Washington,  D.  C.— November  13-16,  1972. 

Virginia  Hospital  Association — Annual  Meeting— The  Homestead— Hot  Springs 
—November  15-18,  1972. 

“Children  With  Learning  Disabilities”— Conference  Sponsored  by  Virginia 
Council  on  Health  and  Medical  Care-Sheraton  Inn— Fredericksburg— Novem- 
ber 19-21,  1972. 

American  Medical  Association— Clinical  Meeting— Cincinnati,  Ohio— November 
26-29,  1972. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members. 

The  following  doctors  were  received  into 
membership  in  The  Medical  Society  of  Vir- 
ginia during  the  month  of  June: 

Joel  B.  Alperstein,  M.D.,  Alexandria 
George  Henry  Batchelor,  M.D.,  Roanoke 
George  M.  Berberian,  M.D.,  Manassas 
John  Lee  Couper,  M.D.,  Lexington 
Raymond  M.  Culp,  M.D.,  Fairfax 
Suleyman  S.  Dogrul,  M.D.,  Virginia  Beach 
Pablo  A.  Falo,  M.D.,  Falls  Church 
Melvin  Joel  Fratkin,  M.D.,  Richmond 
Jack  Samuel  Hirsch,  M.D.,  Charlottesville 
Alan  Joshua,  M.D.,  Reston 
Kenneth  I.  Kiluk,  M.D.,  Richmond 
Edmund  M.  Lesko,  M.D.,  Roanoke 
Richard  Lawrence  Lorenz,  M.D., 
Woodbridge 

Fred  Mantel,  M.D.,  Richmond 
Teofilo  C.  Mascarinas,  M.D.,  Portsmouth 
Erma  Marra  McGuire,  M.D.,  Pearisburg 
Walter  M.  Merritt,  M.D.,  Front  Royal 
William  Rowland  Miller,  M.D., 
Charlottesville 

Dee  R.  Parkinson,  M.D.,  Alexandria 
Leo  R.  Patton,  M.D.,  Woodbridge 
Norberto  E.  Priu,  M.D.,  Richmond 
Joseph  Vincent  Puglise,  M.D.,  Arlington 
Walter  N.  Rabhan,  M.D.,  Richmond 
Audrey  J.  Sayers,  M.D.,  Norfolk 
Gary  L.  Schechter,  M.D.,  Norfolk 
George  O.  Semchyshyn,  M.D., 

Falls  Church 

Carol  Sadie  Shapiro,  M.D.,  Alexandria 
Charles  U.  Shilling,  M.D.,  McLean 
Sture  Vivian  Sigfred,  M.D.,  Newport  News 
Michael  E.  Slayton,  M.D.,  Blacksburg 
John  Clair  Vance,  M.D.,  Washington,  D.C. 
Samuel  Franklin  Vance,  III,  M.D.,  Roanoke 
James  M.  W ell,  Jr.,  M.D.,  Richmond 
Lawrence  Shelby  Wolpin,  M.D., 
Portsmouth 

Jane  Pendleton  Wootton,  M.D.,  Richmond 
Hoyoko  Migaki  Yahanda,  M.D.,  Fairfax 
Edward  Zinn,  M.D.,  McLean 


February  Issues  of  Monthly  Needed. 

Due  to  an  accident  in  binding  the  February 
(1972)  issue  of  the  Virginia  Medical  Monthly, 
we  ran  very  short  of  our  order  and  were  un- 
able to  send  all  copies  of  this  issue,  principally 
to  our  foreign  subscribers.  We  are  beginning 
to  get  requests  from  them.  If  any  of  our  read- 
ers have  finished  with  their  copy  and  would 
like  to  send  it  to  the  Monthly  at  4205  Dover 
Road,  Richmond,  Virginia  23221,  we  will  be 
glad  to  reimburse  them  for  the  postage. 

The  Virginia  Academy  of  Family  Phy- 
sicians 

Held  its  annual  meeting  in  Williamsburg, 
June  14-17.  Dr.  Alan  Mackintosh,  Vienna, 
succeeded  Dr.  Thomas  H.  Jennings  to  the 
presidency.  Other  officers  are:  Dr.  T.  Win- 
ston Gouldin,  Norfolk,  president-elect;  Dr. 
William  B.  Waddell,  Galax,  vice-president; 
Dr.  Robert  S.  Smith,  Dinwiddie,  secretary; 
and  Dr.  Levi  W.  Hulley,  Jr.,  Richmond,  treas- 
urer. The  Board  of  Directors  is  Drs.  Russell 
L.  Davis,  Jr.,  Radford;  Howard  C.  Scott,  Rich- 
lands;  Robert  C.  Raynor,  Afton;  Gene  E. 
Clapsaddle,  Vinton;  Darrell  K.  Gilliam,  Rich- 
mond; E.  D.  Baugh,  Jr.,  Kenbridge;  James  P. 
Charlton,  Virginia  Beach,  and  Jerome  D. 
Skaggs,  Hopewell. 

Virginia  Obstetrical  and  Gynecology  So- 
ciety. 

New  officers  of  this  Society  are:  President, 
Dr.  Herbert  A.  Claiborne,  Jr.,  Richmond; 
president-elect,  Dr.  John  R.  Saunders,  Lynch- 
burg; vice-president,  Dr.  Fred  T.  Given,  Jr., 
Norfolk,  and  secretary-treasurer,  Dr.  John  R. 
Talbert,  Waynesboro. 

Seaboard  Medical  Association. 

Dr.  G.  Fletcher  Rieman,  Norfolk,  is  the 
78th  president  of  the  Seaboard  Medical  Asso- 
ciation, having  been  installed  at  its  meeting  at 
Nags  Head,  North  Carolina,  June  15-18.  Dr. 
Julian  W.  Selig,  Jr.,  Dr.  Richard  Neal,  Jr., 
and  Dr.  Richard  Mladick,  all  of  Norfolk,  were 
elected  vice-presidents. 
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Fellows  of  American  College  of  Physi- 
cians. 

Members  of  The  Medical  Society  of  Vir- 
ginia who  recently  were  granted  Fellowship 
in  the  American  College  of  Physicians  are: 
Dr.  Stephen  Schachner,  Falls  Church;  Dr.  T. 
Eugene  Temple,  Jr.,  Newport  News;  Drs. 
Alston  W.  Blount,  Jr.,  William  D.  Deep,  and 
Richard  Kirkland,  Richmond;  and  Dr.  Allen 
A.  Futral,  Jr.,  Winchester. 

Faculty  Members  Promoted. 

Newly  promoted  faculty  members  in  the 
School  of  Medicine,  University  of  Virginia, 
include  Dr.  Gary  K.  Ackers,  professor  of 
biochemistry;  Dr.  William  E.  Craddock,  pro- 
fessor of  radiology;  Dr.  John  S.  Davis,  IV, 
professor  of  internal  medicine;  Dr.  Sven  O. 
E.  Ebbesson,  professor  of  neurosurgery,  Dr. 
Terring  W.  Hieronumus,  III,  professor  of 
anesthesiology;  Dr.  John  W.  Horsley,  III, 
professor  of  surgery;  Dr.  Allan  M.  Lefer, 
professor  of  physiology;  Dr.  William  M. 
O’Brien,  professor  internal  medicine;  Dr.  Les- 
lie E.  Rudolf,  professor  of  surgery;  Dr.  Vamik 
Volkan,  professor  of  psychiatry;  Dr.  Stephen 
L.  Wangensteen,  professor  of  surgery;  Dr. 
Munsey  S.  Wheby,  professor  of  internal  med- 
icine; and  Dr.  Arthur  W.  Wyker,  Jr.,  profes- 
sor of  urology. 

Dr.  Herbert  A.  Claiborne,  Jr., 

Richmond,  has  been  named  chairman  of  the 
Virginia  Section  of  the  American  College  of 
Obstetrics  and  Gynecology  for  a term  of  three 
years. 

Dr.  William  H.  Higgins,  Jr., 

Richmond,  has  been  reappointed  by  Gov- 
ernor Linwood  Holton  to  the  Board  of  Trus- 
tees of  the  Virginia  Museum  of  Fine  Arts  for 
a term  of  five  years. 

Virginia  Association  of  Medical  Assist- 
ants 

The  Sixteenth  Annual  Convention  of  the 
VAMA  was  held  at  the  Lake  Wright  Motor 


Hotel,  May  19-21.  This  meeting  was  out- 
standing in  the  number  who  attended,  93,  as 
well  as  the  emphasis  shown  at  the  business 
meeting  which  was  69. 

The  new  officers  for  1972-73  are  Joanne 
Wiggins,  President;  Ann  Jordan,  President- 
Elect;  Dot  Sellars,  Vice  President;  Joyce 
Greenwood,  Secretary;  Martha  Welch,  Treas- 
urer. 

The  Fall  Seminar  will  be  sponsored  by  the 
Peninsula  Chapter.  The  1973  Convention  will 
be  hosted  by  the  Charlottesville-Albemarle 
Chapter.  The  Old  Dominion  Chapter  will  as- 
sist with  the  arrangements  for  the  1973  Na- 
tional Convention  of  the  American  Association 
of  Medical  Assistants.  Dr.  Ralph  Hagen  is 
the  newly  elected  Medical  Advisor.  The  del- 
egates to  the  1972  meeting  of  the  AAMA  are 
Macel  Wisecarver,  President  Joanne  Wiggins, 
and  President-Elect  Ann  Jordan.  The  alter- 
nates are  Beverly  Sydnor  and  Martha  Welch. 

Mrs.  Helen  Stephens,  President  of  the 
AAMA,  attended  this  meeting  and  installed 
the  new  officers.  Dr.  William  S.  Hotchkiss, 
President  of  The  Medical  Society  of  Virginia, 
gave  the  Address  at  the  Luncheon,  May  20, 
and  the  guest  speaker  for  the  dinner,  May  20, 
was  Mr.  G.  William  Whitehurst,  Congress- 
man, Second  District. 

The  VAMA  has  shown  a remarkable 
growth  since  the  1971  meeting  when  there 
were  204  members  and  at  this  last  meeting  the 
membership  had  increased  to  258  with  two 
new  Chapters  added,  Fairfax  and  Virginia 
Beach. 

DOCTORS— These  ladies  who  work  in  our 
offices  and  their  organization  have  grown  in 
size  and  prestige  on  a local,  state,  and  national 
level.  It  is  up  to  us  to  give  them  more  support 
than  we  have  in  the  past.  This  support  has 
three  facets:  1.  Urging  our  office  personnel 

to  become  members  of  the  local,  state,  and 
national  organization.  2.  Allow  them  time  off 
to  attend  the  local,  state,  and  national  meet- 
ings. 3.  Render  them  financial  assistance  for 
their  attendance  at  the  local,  state,  and  na- 
tional meetings.  Their  help  to  us  cannot  be 
valued  in  dollars  and  cents  because  they  are 
a group  of  devoted  ladies  whose  sole  interest 
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is  in  helping  us  and  our  patients  so  let’s  get 
behind  them  now  more  than  we  have  in  the 
past  and  make  the  VAMA  a bigger  and  more 
effective  organization  than  it  has  been  in  the 
past. 

John  Wyatt  Davis,  Jr.,  M.D. 

Health  and  Nutrition  Survey. 

About  440  persons  aged  1-74  years  from  the 
District  of  Columbia,  Montgomery  and  Prince 
George’s  Counties,  and  Fairfax  and  Arlington 
Counties  will  be  invited  to  receive  health  and 
nutrition  examinations  in  a study  beginning 
August  12  and  ending  September  16,  1972, 
in  the  Washington  metropolitan  area.  The 
examining  program  is  part  of  a nationwide 
study  of  young  persons  and  adults  conducted 
by  the  Health  and  Nutrition  Examination 
Survey  of  the  U.S.  Public  Health  Service. 

The  Survey  will  examine  a representative 
sample  of  the  U.S.  population  over  the  next 
two  years,  visiting  64  locations  throughout  the 
country  for  this  purpose.  The  Survey  will  be 
collecting  uniform  statistical  information  on 
selected  chronic  disease  conditions  and  on  the 
nutritional  status  of  the  population  aged  1-74 
years.  Persons  to  be  examined  are  selected  by 
scientific  sampling  techniques  and  invited  to 
participate  in  the  data-collecting  process. 

Each  examination  team  consists  of:  a general 
examining  physician,  dermatologist,  ophthal- 
mologist, dentist,  nurse,  laboratory  technician, 
two  health  technicians,  secretary,  three  nutri- 
tionists, and  supporting  staff  of  administrative 
personnel  and  interviewers. 

All  data  and  information  collected  from 
those  individuals  participating  in  the  Survey 


are  used  for  statistical  purposes  only  and  are 
strictly  confidential.  A copy  of  examination 
findings,  including  laboratory  findings  (hemo- 
globin, red  and  white  cell  counts,  cholesterol, 
iron,  vitamin  levels,  etc.)  may  be  made  avail- 
able to  an  examinee’s  personal  physician  or 
clinic  physician  should  this  be  requested  and 
authorized  by  the  examinee.  Findings  of  the 
examination  are  not  made  available  to  the 
examinee  by  the  examining  staff,  but  rather 
through  his  physician,  who  is  best  able  to 
interpret  the  findings  and  possible  significance 
of  such  for  the  individual  involved. 

Wanted. 

Copies  of  the  Virginia  Medical  Monthly 
issued  before  January  1947.  Also  copies  be- 
tween July  1967  and  February  1971.  Also  any 
earlier  journals  published  in  Virginia,  such  as 
The  Stethoscope  and  Virginia  Medical  Ga- 
zette, Virginia  Medical  Journal,  Virginia 
Medical  and  Surgical  Journal,  Confederate 
States  Medical  and  Surgical  Journal. 

Contact  W.  R.  Chitwood,  M.D.,  Pine  Ridge 
Road,  Wytheville,  Virginia  24382. 

For  Rent  or  Sale. 

Modern  air  conditioned  office  in  South 
Richmond,  Virginia.  Four  examining  rooms, 
waiting  room,  nurse’s  and/or  receptionist’s 
room,  two  bathrooms,  laboratory  room,  flu- 
oroscope  room,  supply  rooms.  Oil  heat  fur- 
nace in  basement.  Plenty  of  parking  space. 

Suitable  for  doctors,  lawyers,  etc.  Lucrative 
area  and  considerate  patients.  For  informa- 
tion, contact  R.  P.  Beckwith,  Jr.,  M.D.,  2801 
Hey  Road,  Richmond,  Virginia  23224.  (Adv.) 
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Obituary 


• • • • 


Dr.  Frederick  Eugene  Hamlin, 

Roanoke,  died  in  a nursing  home  on  June 
15.  He  was  a native  of  North  Carolina  and 
eighty-two  years  of  age.  Dr.  Hamlin  gradu- 
ated from  the  Medical  College  of  Virginia  in 
1914.  He  did  graduate  work  at  the  University 
of  Pennsylvania  and  Duke  University.  He 
practiced  in  Staunton  until  1923  and  came  to 
Roanoke  in  1925  where  he  was  an  ear,  nose 
and  throat  specialist.  Dr.  Hamlin  was  prom- 
inent in  civic  and  medical  affairs.  He  was  a 
member  of  the  Roanoke  Chamber  of  Com- 
merce and  the  Roanoke  Kiwanis  Club.  He 
had  been  lieutenant  governor  of  the  Kiwanis 
District  Capital.  Dr.  Hamlin  had  served  as 
president  of  the  Virginia  Society  of  Ophthal- 
mology and  Otolaryngology,  the  National 
Ear,  Nose  and  Throat  Society  of  the  Univer- 
sity of  Pennsylvania  and  the  Roanoke  Acad- 
emy of  Medicine.  He  had  been  a member 
of  The  Medical  Society  of  Virginia  for  fifty- 
five  years. 

His  wife  and  a son  survive  him. 

Dr.  Marvin  Pinckney  Moore, 

Commerce,  Georgia,  died  February  21,  at 
the  age  of  seventy-five,  having  been  in  ill 
health  for  some  years.  He  was  a graduate  in 
medicine  of  the  University  of  Georgia  in  1921. 
Dr.  Moore  was  Medical  Director  of  the  Nor- 
folk and  Western  Railroad  and  made  his  home 
in  Roanoke  before  his  retirement.  He  had 
been  a member  of  The  Medical  Society  of 
Virginia  since  1950. 

His  wife,  two  brothers  and  a sister  survive 
him. 

Dr.  Savage. 

On  March  15,  1972,  Wavnesboro  and  Augusta 
Countv  lost,  by  death,  one  of  its  most  illustrious 
members,  Dr.  Charles  Linwood  Savage. 

Born  on  February  19,  1905,  in  Portsmouth,  he 
graduated  from  the  Universitv  of  Virginia  and 
the  Universitv  of  Virginia  School  of  Medicine, 
receiving  the  M.D.  degree  in  1929.  Following 


internship  at  the  University  of  Virginia  Hospital, 
he  took  post-graduate  training  at  the  Johns  Hop- 
kins School  of  Hvgiene  and  Public  Health,  from 
which  he  received  the  M.P.H.  degree  in  1933. 

Dr.  Savage  served  with  the  State  Health  De- 
partment and  on  the  staff  of  the  Blue  Ridge  Sani- 
torium  before  associating  with  the  E.  I.  DuPont 
Medical  Department  in  1941.  From  1946  until 
his  retirement  in  1969  he  served  as  supervisor  of 
the  DuPont  Company’s  Medical  Department  in 
Wavnesboro.  Following  retirement  from  DuPont 
he  remained  active  in  medical  matters  until 
shortly  before  his  death. 

Dr.  Savage  was  always  active  in  manv  organi- 
zations. He  was  a member  of  the  Main  Street 
Alethodist  Church,  Masons,  Shriners,  Waynes- 
boro Countrv  Club  and  Farmington  Countrv 
Club. 

He  was  a fellow  in  the  American  College  of 
Physicians  and  in  the  American  College  of  Chest 
Phvsicians.  He  had  served  as  president  of  the 
American  Academv  of  Occupational  Medicine, 
the  Valley  of  Virginia  Medical  Society,  the  Au- 
gusta Countrv  Medical  Societv,  the  Medical  Staff 
of  the  Wavnesboro  Communitv  Hospital  and 
the  Valley  Mental  Health  Center.  He  also  was 
a cardiac  consultant  at  the  Waynesboro  Com- 
munitv Hospital,  vice  president  of  The  Medical 
Societv  of  Virginia,  a member  of  the  Industrial 
Medical  Association  and  a visiting  lecturer  at 
the  University  of  Virginia  School  of  Medicine. 

He  is  survived  by  his  widow. 

Dr.  Savage  will  be  missed  by  all  who  were 
fortunate  enough  to  know  and  work  with  him. 

Be  it  enacted  that  a copv  of  this  record  be 
placed  in  the  minutes  of  the  Medical  Staff  of  the 
Wavnesboro  Hospital,  that  a copv  be  sent  to  the 
Virginia  Medical  Monthly,  and  to  his  wife. 

Dr.  Middlekauff. 

Dr.  H.  G.  Middlekauff  was  born  in  Staunton, 
on  October  5,  1893.  He  attended  and  graduated 
from  Richmond  University  College  of  Medicine 
and  served  an  internship  with  C&O  Hospital. 
He  practiced  for  a coal  mining  company  in 
Holden,  W.  Va.,  until  1917.  He  "then  moved  to 
Weyers  Cave,  Virginia,  where  he  practiced  gen- 
eral medicine  for  fifty  years. 

Dr.  Middlekauff  was  on  the  staff  of  the  Kings 
Daughters  Hospital  in  Staunton  and  Rockingham 
Memorial  Hospital  in  Harrisonburg.  He  was  ac- 
tive in  the  A allev  of  A irginia  Aledical  Society 
and  past  president  of  the  Augusta  Aledical  Asso- 
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ciation.  He  was  a member  of  the  Weyers  Cave 
Methodist  Church  and  a charter  member  of  the 
Ruritan  Club. 

Dr.  Middlekauff  died  on  January  29,  1972, 
after  a long  illness  at  the  Rockingham  Memorial 
Hospital  and  is  survived  by  his  wife  and  two 
sisters. 

Being  aware  of  the  great  loss  of  a faithful  col- 
league and  friend  of  the  Rockingham  medical 
profession  and  community,  be  it  resolved  that 
these  resolutions  of  sorrow  be  spread  on  the 
Minutes  of  the  Rockingham  Medical  Society  and 
that  copies  be  sent  to  his  family. 

Dr.  Urbach. 

Dr.  Howard  Urbach  was  born  in  Weston, 
West  Virginia,  on  April  4,  1885.  He  attended 
public  school  in  Weston  and  was  graduated  from 
Weston  High  School  in  1904.  Immediately  there- 
after he  studied  photography  and  engaged  in  this 
activity  professionally  for  a period  of  years.  Dur- 
ing this  time  he  was  active  in  the  Knights  of  the 
MacCabes  and  in  1907  was  elected  State  Deputy. 
Supreme  Commander  of  West  Virginia.  He  filled 
this  office  until  he  entered  medical  school. 

Dr.  Urbach  entered  the  University  College  of 
Medicine  in  the  fall  of  1910  and  graduated  with 
the  degree  of  doctor  of  medicine  from  the  con- 
solidated school  in  1914.  He  was  a member  of 
Phi  Beta  Pi  medical  fraternity. 

Immediately  following  graduation  Dr.  Urbach 
became  associated  with  the  Medical  College  as 
a faculty  member.  He  served  as  instructor  of 
pediatrics  from  1914  to  1917,  as  assistant  from 
1917  to  1920,  as  associate  from  1920  to  1924,  and 
as  an  associate  professor  of  pediatrics  from  1924 
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to  1939.  In  addition,  he  served  as  superintendent 
of  the  Medical  College  Dispensary.  In  1929  he 
entered  the  private  practice  of  medicine,  limiting 
his  practice  to  pediatrics. 

Dr.  Urbach  was  also  acting  surgeon  of  the 
U.  S.  Public  Health  Service  and  during  World 
War  I served  on  Exemption  Board  # 2 in  the 
capacity  of  assistant  medical  examiner. 

He  is  survived  by  his  widow,  two  sons  and 
five  grandchildren. 

Along  with  a group  of  interested  local  doctors 
Dr.  Urbach  was  instrumental  in  establishing 
Camp  Virginia  for  Boys  at  Goshen,  and  was 
active  as  secretary-treasurer  of  the  organization 
for  many  years. 

Dr.  Urbach  was  a member  of  the  Southern 
Medical  Association,  the  Virginia  Pediatric  So- 
ciety, The  Medical  Society  of  Virginia,  Richmond 
Pediatrics  Society  and  the  Richmond  Academy 
of  Medicine.  For  many  years  he  was  secretary 
of  the  Alumni  Association  of  the  Medical  College 
of  Virginia.  He  was  a member  of  Richmond 
Lodge  #10  F.  A.  M. 

He  retired  from  practice  in  1958  because  of 
visual  problems  and  died  on  January  25,  1972. 

Dr.  Urbach  was  held  in  the  highest  esteem  by 
his  colleagues  and  beloved  by  his  patients  and 
his  devoted  family. 

Therefore,  be  it  resolved  that  this  resolution 
expressing  our  profound  loss  be  spread  on  the 
minutes  of  the  Richmond  Academy  of  Medicine, 
that  copies  be  sent  to  the  family  and  to  the  Vir- 
ginia Medical  Monthly  for  publication. 

John  Paul  Jones,  M.D.,  Chairman 

James  B.  Stone,  M.D. 

Basil  B.  Jones,  M.D. 
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During  anginal  attacks,  patients  may  suffer  intense 
ipprehension.  More  frequently  however,  they  experience  a 
ontinuing  sense  of  less  severe  but  nonetheless  dispropor- 
ionate  anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
mportant,  since  undue  emotional  stress  may  precipitate 
urther  anginal  episodes. 


idjunctive  Librium  (chlordiazepoxide  HCl)  may  be 
? specially  suitable  for  relief  of  clinically  significant 
mxiety  and  emotional  tension  in  anginal  patients 
Decause  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
andmonthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 

In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
nummary  of  prescribing  information.) 

Librium  ( chlordiazepoxide  HCl ) is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  "whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Linrium  x 

(chlordiazepoxide  HCl) 

10-mg;  25 -mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  ( e.g .,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  w'ho  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six.  _ 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (£.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established. clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few'  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
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Guest  Editorial 


Felix  Marti-lbanez— 1911-1972 

OVER  THE  CENTURIES  sons  of  Aesculepius  who  could  be  called 
devotees  to  the  literary  muse  have  been  few  and  far  between.  There 
were  doctors  of  an  earlier  vintage  who  turned  to  “belles  lettres”  and  “phi- 
losophy”, the  latter  being  all  inclusive  for  the  sum  total  of  human  knowledge. 
The  Arab  physician,  Avicenna  of  the  1 Oth  century,  wrote  Cannons  of  Medi- 
cine which  was  the  standard  medical  text  at  the  Sorbonne  until  150  years 
ago,  but  he  is  known  to  the  west  as  philosopher,  not  as  physician.  The  Jewish 
physician,  Maemonides,  was  royal  consultant  to  the  courts  of  Seville  and 
Cordova  yet  we  remember  him  for  his  moral  aphorisms. 

In  our  own  century  the  great  Sir  William  Osier  could  easily  and  on  short 
notice  exchange  positions  at  the  dissecting  table  or  the  bedside  with  the  clas- 
sical scholar.  Indeed,  on  that  sad  New  Year’s  Eve  night  when  his  body  lay 
in  The  Lady  Chapel  at  Oxford,  the  1682  edition  of  Sir  Thomas  Browne’s 
Religio  Medici  was  on  his  bier.  Sir  Thomas  himself  was  physician  and 
moralist.  One  of  the  great  English  poets  of  the  19th  century  was  a medical 
student.  John  Keats  came  just  short  of  graduation  because  of  pulmonary 
tuberculosis  but  not  before  he  had  moved  the  English  speaking  world  to 
ecstasy  with  his  To  a Nightingale.  The  towering  figure  in  English  literature 
of  our  own  day  is  a medical  colleague,  regarded  as  the  greatest  novelist  of 
the  20th  century,  Sommerset  Maugham.  But  these  medical  literary  luminaries 
did  not  prepare  us  for  what  we  were  going  to  know  in  Felix  Marti-lbanez. 

Somewhere  along  the  way,  Marti,  I could  never  bring  myself  to  call  him 
Felix,— I do  not  know  how  his  other  friends  or  staff  addressed  him  because 
we  lived  seven  thousand  miles  apart  in  the  years  of  our  acquaintance,  he  in 
New  York  and  I in  Lebanon— somewhere  along  the  way— omnivorous  reader 
that  he  was,  he  picked  up  something  that  I had  to  say  about  Arabic  Medi- 
cine. It  was  about  the  time  M.  D.  Magazine  was  preparing  a lead  article  on 
that  subject.  There  came  a radiogram  saying  that  he  would  be  passing  through 
Beirut  en  route  to  somewhere  or  another,  he  was  always  en  route  to  some- 
where or  another,  and  perhaps  we  could  raise  a glass  together.  As  I recall,  it 
was  an  early  morning  flight  down  from  Bangkok  and  so  this  left  us  the 
whole  day  before  his  late  afternoon  take  off  for  Rome.  We  drove  out  of 
Beirut  Airport  in  my  white-top-down  Galaxie  and  were  soon  spinning  along 


the  Autostraad  which  follows  the  ancient  Roman  road  along  the  Eastern 
Mediterranean  that  held  the  mighty  empire  together. 

A sun-lit  hour  brought  us  to  the  Dog  River  pass,  the  ancient  divide  that 
separates  Europe  from  Asia.  Along  the  way  my  romantic  guest  was  relating 
its  history  as  though  he  had  read  it  only  yesterday  as,  indeed,  he  probably 
had.  He  did  let  me  have  a word  at  Dog  River.  Elere  a spur  of  ten  thousand 
foot  Mount  Lebanon  falls  into  the  sea  providing  a natural  barrier  between 
East  and  West.  It  has  been  the  scene  of  eternal  tug  of  war  between 
Eastern  and  Western  cultures  since  the  beginning  of  time.  There  are  better 
known  battle  sites  that  changed  the  course  of  history,  Thermopalae,  Water- 
loo, but  they  were  one  shot  deals.  Dog  River  has  been  the  bastion  between 
East  and  West  since  the  dawn  of  history.  Its  name  derives  from  a Phoenician 
legend  that  a megalithic  stone  effigy  of  a dog  stood  atop  the  mountain  here. 
With  his  barking  the  canine  gave  warning  of  the  approaching  enemy.  That 
the  legend  has  some  validity  is  attested  by  the  presence  of  a mammoth  stone 
platform  of  Phoenician  stone  cutting  to  be  seen  here.  Looking  down  to  sea 
far  below  there  can  yet  be  seen  fragments  of  the  dog  sculpture,  the  head  is 
very  well  preserved. 

Here  are  found  some  twenty  “Stellae”  erected  by  one  conquerer  after 
another  who  succeeded  in  capturing  this  natural  stronghold.  The  first  of  the 
“Stellae”  is  that  of  Pharaoh  II  of  Egypt,  the  12th  century  B.C.  Egyptian 
conqueror  who  passed  this  way.  One  can  follow  the  goings  and  comings 
of  Alexander,  Julius  Caesar,  Nebuchadnezzar,  the  Arab  conquerors,  Napo- 
leon and  even  the  not  so  heroic  passing  of  the  Vichy  French  in  1940.  To  Dr. 
Ibanez  it  was  sheer  ecstasy  to  stand  before  this  kaleidoscopic  monument  of 
man’s  eternal  struggle  and  conflict.  He  was,  of  course,  a man  of  peace  and 
love  and  romance  and  wrote  of  it  tirelessly  but  his  romantic  soul  was  moved 
by  this  site  of  eternal  struggle  of  man  to  superimpose  the  will  of  one  upon 
that  of  another.  He  climbed  over  the  mountain,  sketching  the  relief  figures 
and  making  notes,  pausing  only  occasionally  to  be  enamored  of  the  dancing, 
sparkling  blue  Mediterranean  below. 

We  could  not  tarry  long  because  a few  miles  further  along  the  coast, 
Byblos  was  beckoning.  It  is  the  oldest  continually  occupied  city  in  man’s 
history.  Its  sister  across  the  mountains,  Damascus,  sometimes  makes  this  claim 
but  ’tis  not  so.  Byblos  was  the  mightiest  of  the  Phoenician  cities:  Byblos, 
Beirut,  Sidon  and  Tyre.  They  saw  the  beginnings  of  our  civilization.  In- 
scribed on  the  walls  of  the  shaft  tomb  of  King  Ahiram,  I pointed  out  to  my 
enthusiastic  guest  the  first  Phoenician  Alphabet.  The  A,  B,  C’s  which  we 
know  as  the  Arabic  Alphabet  had  its  origin  here.  The  Phoenicians  were 
the  first  to  transliterate  the  human  voice  into  symbols  of  26  sounds.  Before 
it  had  all  been  visual  writing,  pictographs.  Here  was  the  romantic  physi- 
cian and  artist  sitting  over  the  shaft  tomb  of  King  Ahiram  surrendering 
himself  to  everything  mortal,  reveling  in  the  joyful  experience  of  the  sun- 
drenched afternoon. 

Our  last  adventure  at  Byblos  was  to  climb  down  into  one  of  these  shaft 
tombs  and  see  and  feel  the  sarcophagus  of  the  ancient  Phoenician  king  in 
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its  original  setting.  Sketching  and  making  notes  all  the  time,  occasionally 
on  the  starched  cuff  of  his  shirt  when  note  paper  ran  short,  he  reluctantly 
turned  as  we  were  about  to  leave.  He  cast  one  last  longing  glance  back:  “The 
only  time,”  he  said  solemnly,  “I  ever  saw  a living  sarcophagus.” 

Some  years  later  he  came  through  Beirut  again,  stopping  off  long  enough 
to  address  the  students  at  the  Medical  Center  of  the  American  University. 
About  this  time  he  was  preparing  “Interview  with  Myself”,  part  one  of  which 
appeared  in  the  April,  1971,  M.  D.  An  easy  and  relaxed  speaker  he  began  by 
putting  questions  and  answers  to  himself  as  if  indeed  the  questions  were 
coming  from  the  students.  What  is  your  favorite  color?  Blue.  Particularly 
that  blue  that  is  seen  in  the  renaissance  paintings  and  borrowed  from  the 
indigo  waters  of  the  Mediterranean.  And  what  animals  do  you  prefer  for 
pets?  Above  all  cats  and  birds,  especially  canaries.  And  the  mention  of  birds 
brings  music  to  mind.  What  type  of  music  do  you  like?  Of  course,  the  best 
music  is  the  song  of  the  canary.  But  in  the  classical  tradition  I enjoy  most 
of  all  the  music  of  Beethoven,  it  seems  to  transcend  time  and  space.  And 
do  you  have  a favorite  sport?  The  perfect  sport  is  swimming.  Swimming 
combines  that  wonderful  sensation  of  complete  physical  freedom  of  the 
body  f rom  any  solid  contact. 

He  went  on  with  his  audience  enthralled.  Who  has  most  influenced  your 
life  and  work?  The  man  who  most  influenced  my  life  was  Ontega  Y.  Gas- 
set, and  then  all  of  those  whose  lives  and  whose  writings  I have  loved  so 
much:  William  Osier,  Harvey  Cushing,  Henry  Sigerist,  and  not  least  among 
them,  my  own  father,  Felix  Marti- Albera,  who  was  a gentle,  brilliant,  kind 
and  dynamic  artist.  He  encouraged  and  nurtured  my  dreams.  What  are 
some  of  your  favorite  books?  The  book  I treasure  most,  he  went  on  to  tell 
the  students,  is  Don  Quixote.  It  has  been  a constant,  inseparable  companion 
during  my  entire  adult  life.  It  has  been  a priceless  chart  that  has  guided  me 
through  the  ever  changing  oceans  of  life.  I would  say  that  next  comes  Dante’s 
Divine  Comedy , then  Virgil’s  Georgies , and  Boccacio  de  Cameron.  Last  of 
all,  Ernest  Hemingway’s  Farewell  to  Arms , I would  put  as  favorite  reading. 

What  about  poetry?  Do  you  have  any  favorite  poets?  For  me  poetry 
creates  a perfumed  world.  It  is  magic.  A combination  of  sounds  and  rhythm 
that  can  create  a feeling  of  joy  or  sadness  within  us  to  give  meaning  and 
breath  to  life.  How  many  books  do  you  read  in  a year?  Generally  I average 
about  a book  a day,  but  that  does  not  mean  that  I read  a single  book  from 
cover  to  cover  each  day.  I am  always  immersed  in  three  or  four.  And  so  he 
went  on  for  an  hour  with  this  easy  going  interrogation  of  himself  until  he 
came  to  his  own  writing  technique.  He  said  that  when  he  begins  to  write 
he  arranges  his  notes  around  himself  fan-wise  on  a large  table  and  writes 
from  the  typewriter  using  two  fingers.  There  is  never  a rewrite  but  the 
manuscript  is  turned  over  to  a secretary  for  punctuation  and  check  on  spelling. 

A lecture  by  Marti-Ibanez  could  not  be  complete  without  a comment 
about  traveling.  Of  all  the  people  that  I have  ever  known  he  was  the  most 
peripatetic.  He  went  on  to  say  that  it  would  be  difficult  for  him  to  decide 
which  place  is  more  enchanting.  Of  course,  New  York  is  my  favorite  city. 
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I always  find  a fairyland  of  excitement  and  adventure  there.  I have  often 
thought  that  if  I could  not  live  there,  I would  take  a second  choice,  a tiny 
Japanese  village  far,  far  from  Tokyo.  But  I believe  that  as  I grow  older  per- 
haps I would  select  a small  villa  overlooking  the  Mediterranean  with  flower 
filled  terraces  reaching  down  to  the  sea. 

In  conclusion,  he  put  the  question  to  himself,  “Are  you  a romantic?”  And 
his  answer  was  an  affirmative,  “Yes,  and  I am  not  ashamed  to  say  so.”  I have 
a romantic  view  of  life  in  general  and  of  my  own  life  and  work  in  particular. 
To  be  romantic  means  that  a man  lets  his  heart  go  to  his  head.  It  is  a quixotic 
attitude.  A sort  of  magic  lens  that  transfigures  the  world  and  its  inhabitants 
so  that  they  can  be  viewed  in  a different  perspective. 

He  came  to  his  favorite  subject:  the  doctor  as  an  artist,  as  a writer,  as  a 
poet,  as  a painter.  I do  not  believe  that  there  has  ever  been  a way  of  life 
that  better  prepares  a man  to  become  a writer  than  being  a physician.  Medi- 
cine and  literature  have  the  same  inexhaustable  theme:  human  behavior.  This 
is  exactly  what  every  writer  needs  if  he  is  going  to  produce  great  literary 
works,  a knowledge  of  human  beings.  The  great  Russian,  Anton  Chekhov, 
divorced  himself  from  medicine  which  he  called  a wife  in  order  to  live  with 
literature  which  he  called  a mistress.  Many  men  have  followed  him  and  I 
am  one. 

There  were  occasional  contacts  between  us  after  this  visit  to  Beirut  but 
they  were  hap-chance  affairs,  a few  minutes  here  and  there  as  we  met  at  the 
Societe  Internationale  d’Histoire  de  la  Medicine  or  at  other  medical  meetings 
in  Europe.  A lover  of  beaches  and  birds  it  is  appropriate  that  the  last  article 
from  his  pen  to  appear  in  M.  D.  was  entitled  “ Daughter's  of  the  God's,  A 
Memory  of  Various  Beaches  A I walked  the  white  sand  beach  between  Tyre 
and  Sidon  with  him  one  late  afternoon  as  the  sun  set  in  the  west  and  cast  its 
golden  rays  across  the  Mediterranean  to  bring  a sparkling  iridescence  to 
snow  capped  Mount  Herman.  Such  an  hour  with  Felix  Marti-Ibanez  is  an 
hour  that  stands  still  in  memory. 

William  M.  Bickers,  M.D. 


412  Medical  Arts  Building 
Richmond , Virginia  23219 
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Pica:  Its  Relation  to  Iron  Deficiency 

A Review  of  the  Recent  Literature 


A majority  of  studies  on  the  sub- 
ject suggest  that  pica  may  be  a 
manifestation  of  iron  deficiency. 

WHY  DO  SOME  PEOPLE  eat  dirt,  starch, 
or  chew  ice  all  day?  Are  these  abnormal 
cravings  really  symptoms  of  an  underlying 
deficiency?  These  and  many  similar  questions 
have  long  been  asked  and  investigated;  never- 
theless, few  clear-cut  answers  have  been 
found  to  explain  this  intriguing  condition 
known  as  pica.  Certain  trends  or  patterns, 
however,  have  emerged  and  it  is  possible  to 
make  some  fairly  definite  statements  about 
aspects  of  this  phenomenon.  This  paper  re- 
views many  of  the  significant  studies  on  pica 
published  in  the  last  fifteen  years,  with  particu- 
lar emphasis  upon  the  evidence  concerning 
the  relationship  of  pica  to  iron  deficiency. 

Iron  Deficiency  (Anemia)  as  a 
Cause  of  Pica 

1.  Lanzkowsky1  published  one  of  the  sig- 
nificant early  studies  regarding  pica  and  iron 
deficiency.  After  treating  children  with  intra- 
muscular iron  dextran  he  found  the  practice 
of  geophagia  (dirt  or  clay  eating)  to  cease 
completely  in  those  with  iron  deficiency  ane- 
mia and  pica.  Moreover,  this  occurred  in  a 
relatively  short  time,  often  before  the  resolu- 
tion of  the  anemia.  Yet,  because  of  poor 
follow-up,  inadequate  controls,  and  a limited 
evaluation  of  the  iron  deficiency,  his  conclu- 
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sion  that  iron  deficiency  “anemia"  was  a cause 
of  pica  is  questionable. 

2.  A subsequent  study  by  MacDonald  et  al.2 
showed  similar  results,  but  a more  extensive 
follow-up  revealed  that  a permanent  cure  de- 
pended largely  on  the  maintenance  of  an  ade- 
quate hemoglobin  level.  Again,  inadequate 
evaluation  of  the  anemia  (hemoglobin  only) 
and  lack  of  information  concerning  other 
possible  etiologic  factors  leaves  doubt  as  to 
the  iron  status  of  his  subjects. 

3.  Mohan  et  al.,3  in  1968,  conducted  a study 
of  58  Indian  children  with  pica,  comparing 
the  efficacy  of  iron  therapy  to  that  of  a multi- 
vitamin tablet  without  iron.  The  iron  treated 
group  showed  a marked  decrease  in  the  prac- 
tice of  pica  compared  to  the  multivitamin 
group.  Although  iron  deficiency  was  present 
in  most  subjects  (by  serum  iron  and  hemo- 
globin) it  was  not  present  in  all.  In  addition, 
only  a limited  number  of  control  subjects  was 
utilized. 

4.  In  a study  relating  pagophagia  (ice  eat- 
ing) to  iron  deficiency,  Reynolds  et  al.4  found 
that  23  of  a group  of  38  iron  deficient  patients 
admitted  to  excessive  ice  consumption.  With 
iron  therapy,  22  completely  lost  their  ice 
craving,  while  the  23rd  was  much  improved. 
Reynolds  found  this  habit  to  correlate  best 
with  serum  iron,  in  that  as  serum  iron  rose 
above  70  ug/100  ml,  the  craving  disappeared. 
Iron  deficiency  in  this  study  was  well  docu- 
mented, and  it  was  seen  that  iron  lack  need 
not  be  present  in  all  patients  with  pagophagia. 
Perhaps  5%  to  10%  of  people  with  normal 
iron  stores  may  exhibit  this  symptom.  Reyn- 
olds suggested  that  pagophagia  is  related  to 
tissue  enzyme  deficiencies  secondary  to  de- 
creased iron,  and  not  to  anemia. 
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5.  This  hypothesis  received  further  support 
from  Coltman5  who  showed  the  resolution  of 
pagophagia  in  2 5 women  with  iron  deficiency. 
Not  only  did  the  craving  cease  after  iron  ther- 
apy, but  it  did  so  shortly  after  beginning 
treatment,  often  before  the  correction  of  the 
anemia,  and  with  amounts  of  iron  less  than 
sufficient  to  correct  the  anemia.  Parenteral 
iron  seemed  to  work  faster  than  oral  iron.  Thus 
the  possibility  was  again  proposed  that  pago- 
phagia is  related  to  defective  iron  dependent 
tissue  enzymes,  e.g.,  catalase,  cytochrome  C,  or 
others. 

6.  A final  study  on  this  aspect  of  pica 
showed  that  iron  deficient  rats  consumed  a 
significantly  greater  amount  of  their  daily 
water  intake  in  the  form  of  ice  than  did  normal 
control  rats.6  With  correction  of  anemia  with 
iron,  this  tendency  ceased. 

Iron  Deficiency  (Anemia)  as  a 
Result  of  Pica 

1.  In  a well  designed  1964  study7  Mengel 
attributed  the  development  of  iron  deficiency 
anemia  and  hypokalemia  in  a 1 6-year-old  black 
female  to  her  daily  ingestion  of  clay  which 
he  showed,  by  in  vitro  studies,  to  be  capable 
of  binding  potassium.  The  ability  of  clay  to 
bind  iron  was  supported  only  by  unpublished 
laboratory  results. 

2.  On  the  other  hand,  a Turkish  study8 
showed  that  Turkish  clay  with  a high  cation 
exchange  capacity  was  quite  effective  in  bind- 
ing iron  and  thus  inhibiting  iron  absorption 
in  vivo , as  compared  to  three  samples  of  U.S. 
clays  with  lower  cation  exchange  capacities. 

3.  In  contrast  to  the  above  two  reports, 
Talkington  et  al.9  showed  that  the  ingestion  of 
30  to  60  gm.  of  starch,  or  relatively  large 
amounts  of  clay  just  prior  to  iron,  did  not  ap- 
preciably alter  the  absorption  of  iron  in  iron 
deficient  or  normal  subjects.  They  suggested 
that  starch  might  lead  to  iron  lack  by  means 
of  dietary  displacement  of  foodstuffs  which 
contain  iron,  while  the  ability  of  clay  to  in- 
hibit iron  absorption  might  vary  with  different 
clays,  as  suggested  by  the  Turkish  study. 

4.  Amylophagia  (starch  eating)  was  inves- 


tigated by  Keith  et  al.10  in  a survey  of  987 
pregnant  patients,  34.6%  of  whom  were  starch 
eaters  and  most,  but  not  all,  were  anemic. 
Despite  inadequate  evaluation  of  iron  stores, 
Keith  felt  that  iron  deficiency  was  the  cause 
of  the  anemia,  and  that  the  higher  percentages 
and  greater  severity  of  anemia  in  the  starch 
eaters  was  due  to  their  starch  ingestion.  Keith 
supported  this  stand  by  citing  the  results  of 
a study  by  Sage11  showing,  as  Talkington  sug- 
gested, that  significant  starch  ingestion  could 
lead  to  anemia  by  dietary  displacement  of 
foods  which  contain  iron. 

No  Relationship  Between  Pica  and 
Iron  Deficiency 

1 . Of  two  principal  studies  that  support  this 
finding,  the  first,  by  Gutelius  et  al.,12  showed 
an  equal  and  marked  decrease  in  the  practice 
of  pica  in  two  groups  of  children,  one  receiv- 
ing a placebo  and  the  other  intramuscular  iron 
dextran.  However,  the  small  but  significant 
increase  in  hemoglobin  in  the  placebo  group 
suggests  improvement  in  the  iron  status  of  this 
group  and  casts  doubt  on  the  interpretation 
of  the  results. 

2.  The  second  study  by  O’Rourke13  in- 
volved 200  obstetric  patients,  55%  of  whom 
admitted  to  clay  and/or  starch  ingestion.  He 
was  unable  to  find  a significant  association  be- 
tween the  practice  of  pica  and  the  occurrence 
of  anemia  in  either  group.  Actually,  this  study 
says  very  little  with  regard  to  iron  deficiency. 

In  addition  to  these  studies  there  are  nu- 
merous others  that  approach  the  study  of  pica 
from  a different  point  of  view,  suggesting 
other  etiologies.  They  will  be  mentioned 
briefly  at  this  point  since  they  too  in  a sense 
preclude  iron  deficiency  as  cause  or  effect.  In 
1959,  Edwards14  pointed  to  poor  nutrition  as 
a common  factor  among  clay  and  starch  eaters. 
In  two  studies,15,16  Gutelius  showed  no  differ- 
ence between  the  effect  of  a placebo  and  mul- 
tivitamin tablet  administered  to  two  groups 
of  children  with  pica;  both  groups  showed  a 
significant  decrease  in  the  habit.  She  did  show 
that  poor  nutrition  was  a common  finding,  but 
so  were  certain  unfavorable  familial  and  en- 
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vironmental  circumstances,  behavioral  disor- 
ders and  other  psychological  and  cultural 
factors.  Finally,  Cooper’s17  study  of  784  chil- 
dren showed  no  significant  differences  be- 
tween those  who  practiced  pica  (2.9%)  and 
those  who  did  not  with  regard  to  intelligence, 
behavior,  birth  weight,  age  at  weaning,  and 
income.  Nevertheless,  children  with  pica  did 
have  poorer  nutrition  and  a greater  number  of 
physical  defects. 

Current  Status  of  Pica 

It  is  now  clear  that  a number  of  significant 
variables  must  be  considered  before  a mean- 
ingful interpretation  of  these  differing  results 
can  be  undertaken.  Pica  must  be  understood 
as  a broad  term  encompassing  a number  of 
practices  that  may  or  may  not  be  related;  e.g., 
the  etiology  of  clay  ingestion  may  very  well 
be  distinct  from  that  of  ice  ingestion.  Thus 
one  may  not  be  able  to  compare  results  from 
one  study  to  another  if  the  two  studies  con- 
sider different  forms  of  pica.  Secondly,  re- 
sults must  be  interpreted  in  relation  to  age, 
sex,  and  race.  Pica  occurring  in  a 10-month- 
old  white  male  infant  may  have  little  in  com- 
mon with  that  found  in  a 30-year-old  black 
female.  Thirdly,  pregnancy  is  an  important 
consideration  since  the  incidence  is  so  much 
greater  in  this  condition.  Fourthly,  since  sim- 
ilar socioeconomic,  cultural,  and  environmen- 
tal factors  are  found  in  different  groups  that 
practice  pica,  these  must  also  be  considered. 

Finding  a common  etiology,  if  one  exists, 
is  not  an  easy  task.  Some  forms  of  pica  seem 
obviously  associated  with  iron  deficiency. 
Pagophagia  is  the  practice  best  shown  to  occur 
as  a result  of  iron  deficiency,  (the  occurrence 
of  anemia  is  most  likely  a concomitant  result 
of  iron  deficiency,  and  not  a cause  of  the  pica 
in  itself).  Coltman’s  study,  suggesting  deficient 
buccal  mucosal  enzymes  as  a cause,  will  likely 
point  the  way  for  future  investigation. 

Conversely,  there  is  good  evidence  to  show 
that  certain  forms  of  pica,  if  severe  enough, 
can  result  in  iron  deficiency  and  hence  anemia, 
but  one  is  hard  pressed  to  implicate  such  a 
practice  as  ice  ingestion  in  this  regard.  Certain 


clays  can  bind  iron,  and  perhaps  like  starch, 
they  also  produce  iron  deficiency  by  dietary 
displacement.  Ice  does  not  inhibit  iron  absorp- 
tion and  a displacement  mechanism  seems 
improbable. 

The  Patient  with  Pica 

When  confronted  with  a suspected  or  doc- 
umented anemia  a nutritional  history  is  impor- 
tant, and  in  this  respect,  pica  must  be  con- 
sidered. This  subject  should  be  approached 
carefully  since  some  patients  may  not  readily 
admit  to  unusual  habits.  If  ice  is  consumed 
in  excessive  quantities,  one  can  interpret  this 
to  be  a symptom  of  iron  deficiency  (anemia). 
With  the  history  of  dirt  or  starch  ingestion  an 
underlying  iron  deficiency  is  not  as  predict- 
able, although  a positive  history  certainly  war- 
rants further  diagnostic  workup  along  this  line. 


The  recent  literature  concerning  pica  and 
its  association  with  iron  deficiency  is  reviewed.; 
Six  studies  suggest  iron  deficiency  as  a cause 
of  different  types  of  pica,  but  pagophagia  (ice- 
eating)  is  the  only  form  best  shown  to  result 
from  iron  deficiency.  Four  studies  support  the 
contention  that  iron  deficiency  results  from 
the  practice  of  pica,  with  geophagia  and  amy- 
lophagia  the  two  most  important  types  in  this, 
respect.  Several  studies  suggest  the  absence 
of  a relationship  citing  other  etiologies.  This 
may  be  true  in  some  instances,  but  iron  de- 
ficiency should  always  be  a prime  considera- 
tion in  patients  with  a history  of  pica. 
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A.M.A.  Sends  American  Doctors  to  Treat  Vietnamese  Civilians 


Another  party  of  American  physicians  de- 
parted from  San  Francisco  for  Viet  Nam  in 
June  for  tours  of  duty  treating  patients  in 
provincial  hospitals  in  South  Viet  Nam  under 
the  American  Medical  Association’s  Volunteer 
Physicians  for  Viet  Nam  program. 

During  the  seven  years  of  its  operation,  the 
program,  carried  out  by  the  AMA  under  con- 
tract with  the  Agency  for  International  De- 
velopment, has  provided  more  than  70  U.S. 
civilian  physicians  to  serve  more  than  900  tours 
in  provincial  hospitals  in  the  Asian  country. 
One-fifth  of  the  volunteers  have  returned  for 
two  or  more  of  the  two-month  tours. 

The  AMA  volunteers  receive  only  a round- 
trip  plane  ticket  and  $10  per  day  toward  liv- 
ing expenses  in  Viet  Nam. 


The  volunteers  will  be  assigned  on  arrival 
in  Saigon  to  provincial  or  prefectural  hospitals, 
the  medical  school  in  Saigon  or  other  medical 
care  facilities.  They  will  provide  service  in 
surgical  and  medical  care  of  Vietnamese  civil- 
ian casualties  as  well  as  other  patients;  assist 
in  upgrading  the  national  health  services;  teach 
and  advise  their  Vietnamese  counterparts,  and 
teach  Vietnamese  medical  students. 

AID  recently  asked  the  AMA  to  extend  the 
program  through  June  30,  1973.  Some  100 
additional  volunteers  will  be  needed.  Further 
information  is  available  through  the  Office  of 
the  Program  Director,  Volunteer  Physicians 
for  Viet  Nam,  American  Medical  Association, 
535  N.  Dearborn  St.,  Chicago,  111.  60610. 
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Febrile  Convulsions 


RONALD  B.  DAVID,  M.D. 
Richmond,  Virginia 


This  poorly  understood  disorder 
affects  more  than  3%  of  the 
population  under  five  years  of 
age.  A precise  definition  is  pro- 
posed. The  significance  and 
treatment  of  the  febrile  convul- 
sion are  discussed. 

THE  FEBRILE  SEIZURE,  the  most  com- 
mon neurologic  disorder  of  infancy  and 
childhood,  affects  more  than  3 percent  of 
the  population  under  five  years  of  age.  What 
is  a febrile  convulsion?  When  is  it  indicative 
of  a seizure  disorder?  What  is  its  prognosis? 
Is  prophylaxis  advisable?  The  purpose  of  this 
paper  is  to  explore  these  questions  and  to  de- 
lineate, in  light  of  available  information,  a 
practical  approach  to  the  problem. 

Perspective 

The  following  data  exemplifies  the  problem 
of  what  constitutes  a febrile  convulsion. 

The  term  “casual  convulsions”  was  given  by 
Hochsinger  ( 1905 ) 1 to  convulsions  which 
often  preceded  an  acute  illness  in  infancy  and 
childhood.  Husler2  regarded  these  casual  con- 
vulsions as  an  unusual  reaction  to  infection 
more  related  to  shivering  or  chills  than  to 
“genuine”  epilepsy.  Faerber3  first  used  the 
term  “febrile  convulsions”.  He  questioned 
whether  there  was  any  real  difference  between 
the  casual  convulsion  of  Hochsinger  and  epi- 
lepsy, noting  that  long-term  re-evaluation  had 
not  been  done  by  most  authors.  The  clinical 
histories  of  thirty  such  seizure  patients  were 

Presented  in  part  at  the  annual  meeting  of  the 
Virginia  Chapter,  the  American  Academy  of 
Pediatrics  and  the  Virginia  Pediatric  Society  in 
Williamsburg,  February  26-27,  1971. 
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analyzed  retrospectively  by  Lederer.4  Each 
had  his  first  seizure  during  a febrile  illness. 
Bridge  assessed  the  problem  in  1949  and  con- 
cluded, “There  is  no  good  reason  for  consider- 
ing febrile  convulsions  as  a clinical  entity  dis- 
tinct from  epilepsy.  . . The  actual  term  used 
in  the  diagnosis  is  of  little  significance  and  may 
be  deceptive  if  it  connotes  to  the  physician 
and  relatives  an  entity  distinct  from  other 
forms  of  convulsive  disorders.”  5 A febrile 
convulsion  was  defined  by  Peterman6  as  a 
“major  seizure  precipitated  by  a nonspecific 
fever  of  variable  degree  in  a patient  with  a 
potential  convulsive  disorder.”  He  had  found 
a frequent  association  between  febrile  convul- 
sions and  organic  cerebral  lesions  and  con- 
cluded that  a febrile  convulsion  was  of  grave 
prognostic  significance.  Lennox7  in  1953  said, 
“If  we  accept  the  view  that  evidence  of  hered- 
itary transmission  is  the  hallmark  of  epilepsy, 
then  a febrile  seizure  is  epilepsy;  but  more  than 
that,  it  is  an  unusually  pure  culture  of  epi- 
lepsy.” Lennox  and  Lennox8  later  referred 
to  this  as  “hyperthermic  precipitation  epi- 
lepsy.” Livingston9  used  the  term  “simple” 
febrile  convulsions.  He  restricted  his  defini- 
tion to  “seizures  of  short  duration,  usually 
lasting  one  to  two  minutes  or  so,  occurring 
in  young  children  after  a sudden  rise  in  tem- 
perature and  in  whom  the  electroencephalo- 
graphic  examination  reveals  normal  findings.” 
Millichap10  defined  a febrile  convulsion  as  a 
“convulsion  that  occurs  with  fever  and  in- 
fections other  than  those  primarily  affecting 
the  brain.” 

As  is  apparent  from  the  preceding,  much  of 
the  difficulty  encountered  in  understanding  the 
prognosis  and  treatment  of  febrile  convulsions 
is  due  to  the  diversity  of  definitions  which 
have  been  offered.  If  a more  restrictive  defini- 
tion is  used  and  patients  carefully  selected,  the 
prognosis  with  respect  to  the  development  of 
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subsequent  febrile  or  afebrile  seizures  is  gen- 
erally better  than  when  defined  in  more 
inclusive  and  less  restrictive  ways.  If  retro- 
spective data  is  used  (Lederer4)  results  can 
be  misleading.  Thus,  if  what  constitutes  a 
febrile  convulsion  is  poorly  understood,  pro- 
viding an  accurate  prognosis  for  a patient  to 
his  parents  becomes  equally  difficult.  Recom- 
mendations with  respect  to  treatment  have 
been  based  primarily  on  opinion  rather  than 
firm  data.  Where  studies  have  been  available, 
patient  selection  has  been  unstated  or  so  vari- 
able from  one  author  to  another  that  the  ra- 
tionale for  a particular  mode  of  therapy  is  dif- 
ficult to  interpret.  Prospective  controlled 
studies  utilizing  large  numbers  of  patients  to 
investigate  the  efficacy  of  commonly  used 
treatment  regimens  are  unavailable. 

If  a clear-cut  statement  is  to  be  made  with 
respect  to  prognosis,  a more  restrictive  defini- 
tion is  favored.  Obviously  it  would  be  of  little 
use  to  speak  of  prognosis  with  respect  to  a 
brain  tumor  if  five-year  survivals  of  all  tumors 
were  examined  irrespective  of  type  of  histology 
or  extent  of  involvement.  Therefore,  a narrow 
definition  which  could  be  used  to  indicate 
prognosis  would  seem  to  be  much  better  than 
a broad  definition  offering  a variety  of  prog- 
noses. For  these  reasons  a restrictive  definition 
has  been  evolved  with  the  avowed  objective 
of  diagnosis,  prognosis,  and  a rational  basis  for 
prophylaxis.  For  this  the  term  benign  febrile 
convulsion  will  be  employed. 

Definition 

A benign  febrile  convulsion  is  defined  and 
delineated  by  the  criteria  outlined  in  table  be- 
low. The  data  presented  has  been  culled  from 

Definition  of  Benign  Febrile  Convulsion 
A benign  febrile  convulsion  occurs: 

1.  with  temperature  more  than  102°  F.  rectally 

2.  between  six  months  and  five  years  of  age 

3.  in  a duration  of  less  than  20  minutes 

4.  in  a generalized  fashion  from  its  onset 

5.  in  the  absence  of  neurologic  symptoms  or  signs  of 
a primary  CNS  disease  (acute  or  chronic) 

6.  in  the  exclusion  of  subsequent  benign  febrile  con- 
vulsions 

7.  in  the  absence  of  electroencephalographic  abnor- 
malities. 


a variety  of  sources  employing  diverse  defini- 
tions and  criteria.  This  does,  however,  repre- 
sent the  best  information  available.  The  bulk 
of  this  data  has  been  summarized  by  Millichap 
in  his  monograph,  Febrile  Convulsions  and 
the  data  which  follows,  except  where  other- 
wise indicated,  are  abstracted  from  this  text. 
Since  prognosis  is  of  utmost  importance,  use 
of  the  term  benign  is  made  to  delineate  a spe- 
cial type  of  seizure  occurring  with  fever  which 
has  a uniformly  good  prognosis. 

It  should  be  remembered  that  a convulsion 
is  a symptom,  not  a disease.  The  failure  to 
regard  it  as  such  in  a febrile  child  may  result 
in  overlooking  meningitis,  a subdural  hema- 
toma, or  an  easily  remediable  metabolic  en- 
cephalopathy. 

A benign  febrile  convulsion,  therefore, 
occurs: 

1.  With  a temperature  greater  than  102°  F. 
rectally.  Combining  data  from  eleven  publica- 
tions in  2,000  separate  febrile  episodes,  the 
temperature  associated  with  a convulsion  is  in 
the  range  of  102.2°  to  103.8°  F.  This  data, 
as  well  as  experimental  data,  indicates  that  a 
benign  febrile  convulsion  should  not  occur 
at  a temperature  level  less  than  102°  F.  rec- 
tally. This  is  the  ictal  temperature,  or  the 
temperature  at  which  the  child  seizes.  Fre- 
quently when  a child  is  first  evaluated,  his 
temperature  may  be  normal  or  only  slightly 
elevated.  Inquiry  should  be  made  to  get  some 
indication  of  the  temperature  preceding  the 
convulsion.  Temperature  elevations  occur 
from  prolonged  seizures,  although  tempera- 
tures in  excess  of  101°  F.  are  unusual.  Those 
patients  not  fulfilling  this  criterion  are  quite 
obviously  experiencing  their  first  afebrile 
seizure. 

2.  Between  six  months  and  five  years  of 
age.  In  the  majority  of  7,000  patients  sum- 
marized by  Millichap,  their  seizures  occurred 
between  six  months  and  five  years  of  age. 
Those  patients  whose  febrile  convulsions  oc- 
curred after  five  years  of  age  demonstrated  an 
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increased  incidence  of  spontaneous  afebrile 
seizures. 

3.  In  a duration  of  less  than  20  minutes. 
Data  from  Millichap’s  monograph  indicate 
that  in  % of  the  patients,  the  ictal  period  oc- 
cupied less  than  20  minutes,  while  98  per- 
cent had  experienced  a cessation  of  ictal 
activity  within  a 60  minute  period  of  time. 
The  occurrence  of  spontaneous  afebrile  sei- 
zures is  greater  in  those  children  whose  seizure 
lasts  more  than  twenty  minutes. 

4.  In  a generalized  fashion  from  its  onset. 
Approximately  11  percent  of  febrile  seizures 
occur  as  focal  seizures.  These  are  seizures 
which  are  fecal  from  the  onset  rather  than 
those  seizures  which  are  generalized  from  the 
onset,  although  in  the  latter  there  may  be 
focal  features  during  the  course  of  the  seizure. 
Although  data  is  lacking,  most  authors  feel 
there  was  a greater  incidence  of  subsequent 
afebrile  seizures  in  patients  whose  initial  febrile 
seizures  were  focal  in  onset. 

5.  In  the  absence  of  neurologic  symptoms 
or  signs  of  a primary  CNS  disease  (acute  or 
chronic).  Quiet  obviously  those  patients  with 
meningitis,  encephalitis,  mental  retardation, 
and  cerebral  palsy  would  not  fit  into  this 
classification. 

6.  As  a first  febrile  convulsion  and,  there- 
fore, exclusive  of  subsequent  febrile  convul- 
sions. Summary  data  indicates  the  incidence 
of  spontaneous  afebrile  seizures  in  91  patients 
was  6 percent  in  those  patients  having  one 
febrile  convulsion,  20  percent  in  those  having 
a second  febrile  convulsion,  30  percent  in 
those  with  a third,  and  50  percent  in  those 
with  a fourth  febrile  convulsion. 

7.  In  the  absence  of  electroencephalo- 
graphic  abnormalities.  A wide  variety  of 
EEG  abnormalities  have  been  reported  fol- 
lowing febrile  convulsions.  Most  electroen- 
cephalograms done  within  24  hours  of  a 
febrile  convulsion  will  contain  some  abnor- 
mality. These  abnormalities  usually  clear 
spontaneously,  and  the  EEG  reverts  to  a nor- 
mal pattern  within  a period  of  10-14  days. 
Many  minor  dysrhythmic  abnormalities  in 
subsequent  electroencephalograms  should  be 


disregarded,  but  the  presence  of  epileptiform 
discharges  should  be  regarded  as  definite  and 
prognostic. 

Despite  the  fact  that  it  may  seem  that  all 
but  very  few  patients  have  been  excluded 
from  this  definition,  this  is  not  the  case.  Only 
patients  who  have  primary  CNS  disease  and 
who  are  more  likely  to  have  subsequent  febrile 
or  afebrile  convulsions  have  been  excluded. 
These  are  best  catagorized  as  children  with 
seizure  disorders. 

Treatment 

The  treatment  of  a febrile  convulsion  in- 
cludes identification  of  the  infectious  agent, 
general  measures  including  establishment  of 
an  adequate  airway,  reduction  of  body  tem- 
perature, and  anticonvulsant  medication.  Fe- 
brile convulsions  frequently  occur  in  the 
presence  of  demonstrable  infectious  causes 
including  pharyngo-tonsilitis,  otitis  media,  and 
primary  infections  of  the  CNS.  In  each  of 
these  cases  prompt,  appropriate  antibiotic 
therapy  is  warranted.  Reduction  of  tempera- 
ture can  be  accomplished  by  a tepid  bath.  The 
employment  of  ice  water  baths  seems  to  be 
an  unnecessary  and  perhaps  rather  cruel  meas- 
ure. The  evaporation  of  tepid  water  applied 
to  the  general  body  surface  represents  a less 
traumatic  and  more  efficacious  way  to  dissi- 
pate body  heat.  The  employment  of  anti- 
pyretics including  acetylsalicylic  acid  or  aceta- 
minophen is  likewise  advisable. 

Our  present  practice  is  to  control  febrile 
convulsions  in  children  under  30  Kg.  with 
intravenous  phenobarbital  in  a single  dose  cal- 
culated at  5 mgms.  per  Kg.  given  slowly. 
Phenobarbital  administered  in  this  situation 
acts  not  only  in  the  well-recognized  role  as 
an  anticonvulsant,  but  also  in  the  not  so  well- 
known  role  as  an  antipyretic.  Valium  in  a 
dosage  of  0.25  mgms.  per  Kg.  I.V.  (maximum 
of  10  mgms.)  given  slowly  may  be  employed 
instead  of  phenobarbital.  Beyond  this  the  child 
who  continues  to  convulse  should  be  regarded 
as  having  status  epilepticus  and  measures  for 
its  treatment  should  be  employed  up  to  and 
including  general  anesthesia. 
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Prophylaxis 

The  basic  assumption  is  that  subsequent 
convulsions  particularly  generalized  or  grand 
mal  convulsions  are  to  be  avoided,  due  to  the 
possibility  of  hypoxic  brain  injury.  There  are 
three  currently  advocated  approaches  to  pro- 
phylaxis for  children  having  febrile  convul- 
sions. 

There  are  those  who  continue  to  regard 
febrile  convulsion  as  inconsequential  and  who 
advocate  no  prophylaxis.  There  is  no  support 
for  this  approach  either  from  pediatric  neu- 
rologists or  available  literature.  The  second 
approach  is  intermittent  treatment;  that  is, 
treatment  begun  at  the  first  indication  of  fever 
and  continued  through  the  febrile  period.  The 
third  opinion  recommends  continuous  treat- 
ment wherein  all  patients  are  treated  in  a 
standard  fashion  with  anticonvulsant  medica- 
tions. 

A controlled  study  by  Millichap11  of  groups 
of  patients  treated  intermittently  compared 
with  those  treated  continuously  involved  40 
children  treated  with  phenobarbital  in  a mean 
daily  dose  of  3.8  mgms.  per  Kg.  Of  the  40 
children  included,  10  (53  percent)  of  19  pa- 
tients with  intermittent  therapy  had  subse- 
quent recurrent  febrile  convulsions,  whereas 
nine  (43  percent)  of  21  patients  with  con- 
tinuous drug  therapy  had  subsequent  febrile 
convulsions.  The  difference  in  percentages 
related  to  these  two  groups  was  adjudged 
insignificant.  This  supports  the  position  that 
in  this  series  intermittent  was  as  effective  as 
continuous  prophylaxis.  If,  however,  larger 
treatment  groups  had  been  employed  signifi- 
cant differences  might  have  become  apparent. 

Most  opinions  with  respect  to  continuous 
therapy  have  used  the  following  rationale. 
Recurrent  febrile  convulsions  occur  fre- 
quently (44  percent)12  and  may  be  prevented 
by  continuous  treatment.  It  is  impossible  to 
predict  whether  a child  with  a second  febrile 
convulsion  may  develop  status  epilepticus  re- 
sulting in  permanent  brain  injury.  It  is  diffi- 
cult for  a parent  to  accurately  predict  the  on- 
set of  fever  in  a child;  and,  therefore,  suitable 


antipyretic  and  anticonvulsant  medication  may 
not  be  administered  rapidly. 

The  arguments  against  the  use  of  continu- 
ous therapy  include  the  impracticality  of  ad- 
ministering anticonvulsant  medications  to  more 
than  3 percent  of  the  childhood  population. 
The  fact  that  56  percent13  of  patients  who 
have  a single  febrile  convulsion  will  not  have 
a second  febrile  convulsion  indicates  that  treat- 
ment in  more  than  one  half  the  patients  is  un- 
necessary. Advocates  of  continuous  treatment 
also  suggest  that  the  incidence  of  hemiparesis 
following  febrile  convulsions  is  significant. 
This,  however,  fails  to  take  into  consideration 
that  the  cause  of  the  seizure  may  not  neces- 
sarily be  the  fever  but  a focal  neurologic  event 
such  as  a cortical  thrombophlebitis  associated 
itself  with  a fever.  Another  is  the  psycho-so- 
cial implication  that  a child  who  is  taking  con- 
tinuous medication  is  a “sick”  child  which 
may  foster  inappropriate  maternal  attitudes. 
The  last  is  a practical  problem  involving  ad- 
ministration of  medication  by  parents  for  what 
they  may  consider  to  be  a benign  disease. 
Whether  this  is  a justification  for  not  offering 
appropriate  treatment  is  debatable,  but  it  none- 
theless exists  as  a problem  in  continuous  ad- 
ministration of  Phenobarbital. 

Of  25  articles  appearing  in  the  literature,14 
there  are  eight  advocates  of  continuous  ther- 
apy for  all  patients.  Continuous  treatment 
was  deemed  inadvisable  in  1 7 publications.  Of 
these  25  only  four  present  evidence  to  sup- 
port their  conclusions.  Most  opinions,  there- 
fore, are  based  on  the  experience  of  the  au- 
thors involved. 

It  would  consequently  be  our  opinion  that 
if  a rather  strict  definition  of  a benign  febrile 
convulsion  is  used,  it  is  easier  to  predict  those 
children  who  are  likely  to  have  subsequent 
febrile  or  afebrile  convulsions.  For  these  chil- 
dren we  would  advocate  intermittent  treat- 
ment with  phenobarbital.  This  should  be  in- 
stituted at  the  first  sign  of  any  illness  (not 
necessarily  fever)  or  acute  illness  in  a parent 
or  sibling,  and  continue  until  the  signs  of  the 
illness  are  over.  This  should  be  used  in  similar 
situations  until  the  child  is  six  years  of  age. 
For  those  patients  not  fitting  the  specific  cri- 
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teria,  continuous  phenobarbital  prophylaxis 
should  be  used  until  the  age  of  six. 

It  is  unfortunate  that  this  single  most  com- 
mon pediatric  neurologic  problem  is  no  better 
understood  and  that  there  is  no  uniform  opin- 
ion with  respect  to  prophylaxis.  What  most 
certainly  is  needed  is  a well-controlled  study 
involving  large  numbers  of  patients  to  help 
define  the  issues  at  point. 
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12,257  Physicians  Newly  Licensed  in  1971 


Another  12,257  licensed  physicians  were 
added  to  the  U.S.  medical  profession  in  1971 
—the  largest  increase  in  newly  licensed  physi- 
cians in  any  one  year  in  the  history  of  U.S. 
medicine. 

The  11  per  cent  increase  was  reported  in 
the  70th  annual  report  on  medical  licensure 
statistics  by  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education,  appear- 
ing in  the  (June  19th)  issue  of  the  Journal  of 
the  AMA. 

Of  the  12,257  new  physicians,  4,314,  or 
more  than  one-third,  were  graduates  of  for- 
eign medical  schools,  reflecting  for  the  fifth 
consecutive  year  a substantial  increase  in  the 


number  of  foreign  physicians  taking  state 
board  examinations. 

As  of  Dec.  31,  1971,  there  were  345,000 
physicians  in  the  United  States.  The  total 
includes  302,780  licensed  physicians,  a net 
gain  of  7,775  licensed  physicians  from  the 
same  date  a year  earlier  after  physician  losses 
due  to  deaths,  retirements  and  return  of  for- 
eign graduates  to  their  homelands. 

The  figures  should  not  be  interpreted  as 
meaning  that  only  302,780  licensed  physi- 
cians are  qualified  to  take  care  of  patients. 
Thousands  of  physicians,  working  under  var- 
ious medical,  educational,  and  government 
service  permits  contribute  to  patient  care. 
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Cholelithiasis.  Commanding  Indication  for  Surgery 


Early  surgical  intervention  is  the 
treatment  of  choice  for  choleli- 
thiasis. Other  methods  of  man- 
agement allow  the  disease  to 
progress  and  complications  to 
develop. 

Unfortunately,  a casual  attitude  to- 
ward calculous  cholecystitis  is  prevalent 
today.  It  is  unwarranted.  Conservative  man- 
agement, consisting  mainly  of  dietary  restric- 
tion, allows  the  disease  to  progress  by  its  nat- 
ural history.  When  the  patient  ultimately 
demands  surgery  for  relief  of  symptoms,  or 
complications  make  intervention  imperative, 
increased  hazard  often  has  resulted  from  delay. 
The  error  seems  more  of  judgment  than  of 
diagnosis  since  cholecystography  affords  about 
97  per  cent  accuracy.  Potential  surgical  risks 
and  hazards  of  complications  do  not  justify 
medical  management  as  an  acceptable  alterna- 
tive. Relative  mortality  and  morbidity  statis- 
tics emphasize  this.  Calculous  cholecystitis  is 
best  treated  by  early  surgical  intervention. 

The  era  of  biliary  surgery  began  in  1867 
with  Bobbs’  first  and  unplanned  cholecystos- 
tomy  done  under  the  mistaken  impression  that 
he  was  opening  an  ovarian  cyst.  Karl  Lange- 
buch  followed  with  the  first  successful, 
planned  cholecystectomy  in  1882.  In  St.  Paul, 
Minnesota,  on  September  24,  1886,  Ohage  did 
the  first  successful  cholecystectomy  in  the 
United  States.  Since  this  beginning,  cholecys- 
tectomy has  become  the  second  most  fre- 
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quently  performed  abdominal  operation.  Fif- 
teen per  cent  of  the  general  population,  and 
well  over  20  per  cent  of  those  more  than  70 
years  of  age,  have  gallstones.  The  incidence 
is  two  to  three  times  more  common  among 
women  than  men  and  about  three  times  more 
common  in  the  white  races.  Each  year  in  the 
United  States,  approximately  500,000  people 
are  hospitalized  for  gallbladder  disease,  and 
nearly  two-thirds  of  these  are  treated  surgi- 
cally. 

With  this  large  experience  and  with  timely 
improvement  in  anesthesia,  in  maintenance  of 
fluid  and  electrolyte  balances,  in  antibiotics, 
and  in  general  supportive  care,  mortality  and 
morbidity  for  biliary  surgery  have  become 
less  than  the  mortality  and  morbidity  of  less 
aggressive  care.  Colcock  and  McManus  report 
1.1  per  cent  deaths  in  1,356  cases  of  cholecy- 
stitis and  cholelithiasis  treated  at  Lahey  Clinic; 
and  Bartlett  and  Quinby,  from  Massachusetts 
General  Hospital,  reported  a death  rate  of  .6 
per  cent  in  1,280  cholecystectomies  as  well  as 
963  common  bile  duct  explorations  with  death 
rate  at  1.8  per  cent.  During  1957,  1,048  pro- 
cedures for  cholecystitis,  with  or  without 
cholelithiasis  and  choledocholithiasis,  were 
performed  at  Mayo  Clinic  with  death  rate  of 
0.9  per  cent.  Karl  Meyer  reported  1,261  cases 
with  death  rate  of  1.8  per  cent.  Surgical  mor- 
tality rate,  according  to  Ferris  and  Sterling, 
is  0.9  per  cent,  and  in  patients  who  undergo 
only  cholecystectomy,  0.5  per  cent  or  less. 
Morbidity  in  these  series  has  also  been  con- 
sistently low.  Long-term  follow-up  has  been 
highly  encouraging.  The  American  College 
of  Surgeons  review  of  28,621  cholecystec- 
tomies with  overall  mortality  of  1.8  per  cent 
and  4 per  cent  complications  rate  is  signifi- 
cant. Meyer’s  cases  and  careful  review  suggest 
a low  instance  of  complications  and  mortality 
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in  community  hospitals,  as  well  as  in  the  med- 
ical centers,  and  emphasize  that  the  hazards  of 
surgery  are  less  than  the  hazards  of  medical 
management. 

Cholecystitis  is  a progressive,  not  a static, 
disease  in  which  procrastination  results  in  a 
high  percentage  of  patients  developing  com- 
plications which  almost  invariably  are  asso- 
ciated with  increased  morbidity  and  mortality. 
"‘There  is  no  such  thing  as  an  innocent  gall- 
stone.” Complications  by  natural  history  and 
progression  of  disease  include  acute  chole- 
cystitis, hydrops  or  empyema,  gangrene  and 
perforation,  peritonitis,  subphrenic  abscess, 
common  duct  stone  and  obstruction,  biliary- 
enteric  fistula,  gallstone  ileus,  hepatitis,  pan- 
creatitis, and  carcinoma  of  the  gallbladder. 
(See  Table  I) 

Table  I 

Natural  History  Complications  of  Cholelithiasis 

1.  Acute  cholecystitis. 

2.  Hydrops  or  empyema  of  gallbladder. 

3.  Gangrene  and  perforation. 

4.  Peritonitis. 

5.  Subphrenic  abscess. 

6.  Common  bile  duct  stones,  obstruction,  empyema. 

7.  Biliary-enteric  fistula. 

8.  Gallstone  ileus. 

9.  Pancreatitis. 

10.  Hepatitis. 

11.  Carcinoma  of  the  gallbladder  and/or  ducts. 

Wenchert  and  Robertson,  in  an  excellent 
16-year-old  follow-up  of  781  patients  with 
proven  calculous  cholecystitis  treated  without 
surgery,  found  a 3 5 per  cent  incidence  of  com- 
plications (severe  cholecystitis,  icterus,  pan- 
creatitis, ileus,  cancer)  or  such  severe  symp- 
toms that  elective  cholecystectomy  eventually 
was  performed.  Magee  and  MacDuffee,  re- 
viewing 1,000  cases  of  calculous  cholecystitis, 
report  5 0 per  cent  of  patients  with  cholecysti- 
tis eventually  developed  severe  symptoms  or 
complications,  and,  since  perforation  and  car- 
cinoma are  ever  present  threats,  advocated 
early  operations.  Mortality  increases  with  age, 
jaundice,  infection,  and  biliary  duct  obstruc- 
tion. The  nearly  threefold  increase  in  surgical 
mortality  rate  (1.2  per  cent)  for  patients  over 
60  years  of  age  is  largely  related  to  associated 
common  bile  duct  disease  and  is  a strong  argu- 


ment for  early  operation  of  patients  with 
cholelithiasis. 

Claggett,  in  1945,  noted  that  27  per  cent 
of  150  patients  with  non- visualizing  gallblad- 
der, who  refused  operation,  had  to  undergo  a 
surgical  procedure  for  a serious  complication 
within  two  years.  Lund’s  series  comprises  526 
non-operative  patients  followed  five  to  twenty 
years  after  the  gallstones  were  diagnosed. 
Follow-up  is  almost  complete.  Regardless  of 
the  original  degree  of  severity  of  symptoms, 
at  least  50  per  cent  of  the  women  and  30  per 
cent  of  the  men  developed  severe  symptoms 
and  / or  complications  at  a later  date.  Even  the 
group  with  the  mildest  symptoms  had  at  least 
25  per  cent  complications  including  acute 
cholecystitis,  jaundice,  and  pancreatitis.  The 
duration  of  symptoms  before  diagnosis  proved 
of  no  significance  re  the  future  course.  Four- 
teen patients  died  of  gallstone  disease,  the  mor- 
tality increasing  in  advancing  age.  Average 
total  mortality  of  medical  management  is  about 
2.7  per  cent.  This  seems  a minimum  figure 
since  a number  of  deaths  were  avoided  by 
emergency  surgery.  These  medical  deaths 
included  patients  with  acute  cholecystitis  dy- 
ing of  subphrenic  abscess  and  two  of  septi- 
cemia. Patients  with  cholangitis  died  of  hepatic 
abscess,  and  two  patients  died  of  necrotizing 
pancreatitis  with  impacted  stones  in  the  am- 
pulla of  Vater.  Carcinoma  originating  from 
the  gallbladder  was  the  cause  of  death  in  three 
patients,  (0.6  per  cent  of  the  entire  series). 
Only  6.3  per  cent  had  asymptomatic  stones. 
The  prognosis  of  asymptomatic  stones  is  not 
much  better  than  that  of  other  types  of 
diseases. 

The  so-called  “silent  gallstone”  cannot  be 
relied  upon  to  remain  silent.  Truesdell  found 
50  cases  of  asymptomatic  gallstones  in  500 
laparotomies  for  extra-biliary  disease  and,  on 
further  post-operative  questioning  of  these 
patients,  found  that  only  six  could  truly  be 
considered  silent.  Kozall  et  al.,  reviewing  1,874 
autopsies  of  patients  without  gallstones,  found 
ample  evidence  that  a gallbladder  containing  a 
stone  can,  without  producing  inflammation  of 
the  gallbladder  itself,  induce  changes  in  the 
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liver  and  pancreas  and  possibly  in  other  dis- 
tant organs  which  are  remotely  related.  “The 
concept  of  a silent  gallstone  can  be  given  up 
as  a ghost  of  the  past.”  Comfort,  Gray  and 
Wilson,  following  112  patients  who  refused 
operation  for  asymptomatic  stones,  found  that 
over  a period  of  10  to  20  years,  10  per  cent 
became  symptomatic,  and  25  per  cent  required 
operation.  (See  Table  II) 

Table  II 

Results  of  Medical  Treatme?it 

% Developing 

Number  of  Symptoms  and/or 


Author 

Cases 

Complications 

Wenckert  and  Robertson 

781 

35% 

Lund 

526 

30-50% 

Magee  and  MacDuffee 

1000 

50% 

Comfort,  Gray  and  Wilson 

112 

50% 

Clagett 

150 

Over  27% 

Only  about  one-third  of  patients  with  gall- 
bladder cancer  give  history  of  symptoms. 
Many  authorities  share  Evarts  Graham’s  view 
that  the  risks  of  future  gallbladder  cancer  alone 
indicates  removal  of  all  calculous  gallblad- 
ders. In  large  post  mortem  series,  carcinoma 
of  the  gallbladder  has  been  found  in  only  0.5 
per  cent,  though  70  or  80  per  cent  of  gallblad- 
ders with  primary  carcinoma  contain  stones. 
Glenn  and  Hayes  have  shown  that  the  gener- 
ally accepted  low  incidence  of  carcinoma  of 
the  gallbladder  is  misleading  when  the  elderly 
patient  is  considered.  They  reported  an  inci- 
dence of  8.9  per  cent  in  association  with  biliary 
tract  disease  in  patients  65  years  of  age.  Studies 
show  6,000  to  7,000  persons  die  of  carcinoma 
of  the  gallbladder  in  the  United  States  per 
year.  On  the  basis  of  such  statistics,  Finney 
and  Johnson  calculated  that  patients  with  gall- 
stones ran  4 to  5 per  cent  increased  risk  of  de- 
veloping carcinoma  of  the  gallbladder. 

This  malignancy  accounts  for  8 to  9 per 
cent  of  cancer  deaths  in  women  and  6 per  cent 
of  carcinoma  of  the  alimentary  tract.  Primary 
carcinoma  of  the  gallbladder  is  essentially  a 
disease  of  elderly  patients  with  chronic  calcu- 
lous cholecystitis.  It  remains  almost  uniformly 
lethal  in  spite  of  considerable  advances  in  di- 
agnosis and  surgery.  Paradoxically,  because  of 
its  relation  to  pre-existing  gallbladder  disease, 


it  affords  one  of  the  most  effective  therapeutic 
approaches  to  malignancy  known— that  of 
prophylaxis. 

The  occurrence  of  carcinoma  of  the  gall- 
bladder, chiefly  in  older  patients  with  gall- 
stones, together  with  the  strikingly  increased 
incidence  of  complicated  acute  cholecystitis 
in  the  same  age  group,  is  a strongly  command- 
ing indication  for  removal  of  the  gallstones  in 
younger  patients  with  or  without  symptoms 
unless  severely  contraindicated.  This  is  based 
less  on  the  threat  of  carcinoma  but  more  on 
the  danger  of  complications.  The  older  the 
patient,  the  stronger  the  indication  for  surgical 
intervention. 

The  following  cases  from  the  author’s  series 
emphasize  some  of  the  preceding  principles. 

Case  pp 1 . An  87-year-old  white  lady  was 
admitted  on  September  2,  1968,  with  severe 
jaundice  and  decompensated  arteriosclerotic 
cardiovascular  disease  with  atrial  fibrillation. 
Past  history  included  episodes  of  severe  pul- 
monary edema  partially  controlled  by  digitali- 
zation and  diuretics.  There  was  prior  history 
of  hysterectomy  and  of  16  years  of  gallstones 
for  which  she  had  been  told  she  was  too  aged 
for  surgery.  There  was  clinical  evidence  of 
moderate  cardiac  decompensation,  bronchial 
asthma,  chronic  bronchitis,  emphysema  and  a 
right  upper  quadrant  abdominal  mass.  Abdom- 
inal films  showed  a density  in  the  right  upper 
quadrant  with  a biliary  air  cholangiogram. 
(Fig.  1)  This  was  substantiated  by  a “gastro- 


Fig.  1 


962 


Virginia  Medical  Monthly 


grafin”  GI  series  demonstrating  a cholecysto- 
duodenal  fistula  with  visualization  of  the  gall- 
bladder showing  it  filled  with  multiple  faceted 
stones.  (Fig.  2) 


Fig.  2 


There  was  laboratory  evidence  of  severe 
jaundice  and  long-standing  hepatic  decompen- 
sation. Incidental  findings  besides  usual  stig- 
mata of  her  age  included  colonic  diverticulitis, 
degenerative  spondylosis  of  the  lumbar  spine, 
diffuse  arteriosclerotic  vascular  calcifications 
and  a fairly  normal  blood  volume. 

After  digitalization,  diuretics,  correction  of 
fluid  and  electrolyte  balance,  at  completion  of 
studies,  and  after  supportive  medical  prepara- 
tion of  the  patient,  on  September  10,  1968, 
under  endotracheal  anesthesia,  laparotomy 
demonstrated  an  inflammatory  mass  the  size 
of  a grapefruit  under  a moderately  cirrhotic 
liver.  Dissection  showed  calculous  cholecys- 
titis with  chclecystoducdenal  fistula  and  com- 
mon duct  stones.  (Figs.  3 and  4.) 

The  mass  was  removed  en  bloc  with  cho- 
lecystectomy, resection  of  involved  duodenum 
and  distal  stomach  containing  the  fistulous 
tract  and  inflammatory,  possibly  malignant, 
tissues.  Choledocholithotomy,  T-tube  intuba- 
tion and  cholangiography  afforded  no  appar- 
ent residual  stones.  Stomach  and  duodenum 
were  anastomosed.  Microscopy  demonstrated 


squamous  cell  carcinoma  infiltrating  inflamma- 
tory tissue  of  the  gallbladder,  duodenum  and 
in  the  cholecystoduodenal  fistula  with  gan- 
grenous changes  in  the  gallbladder.  The  post- 


i n 

ct  s. 


Sienosed 
cystic  duct 


Stone,  com  bile 
due  f 


Gall  bladder 
filled  withi 
ston 


r frolic 
vgr 


Fig.  3 


vvT  v. 


■- 

" ' " ' .•  v 

.Mmvjrnmmm 


Stone,  common 
bile  duct 


Stones  in 
gait  biadde 


Fig.  4 


operative  course  was  initially  satisfactory,  but 
slowly,  the  patient  developed  a severe  hepato- 
renal syndrome  with  progressive  deterioration 
of  liver,  kidneys,  azotemia  and  death,  ten  days 
postoperatively.  The  terminal  complication 
was  gastrointestinal  bleeding  apparently  from 
stress  ulcer.  An  autopsy  was  refused. 
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COMMENT:  This  8 7 -year-old  patient, 

denied  surgery  under  optimum  conditions,  ul- 
timately came  to  laparotomy  with  severe 
jaundice,  moderate  cardiac  decompensation 
and  fibrillation  with  severe  complications  of 
calculous  cholecystitis  including  carcinoma, 
fistula  and  common  bile  duct  obstruction.  She, 
nevertheless,  tolerated  radical  surgical  removal 
of  the  gallbladder  with  a malignantly  degen- 
erated cholecystoduodenal  fistula.  En  bloc 
removal  of  the  mass,  including  the  involved 
duodenum  and  distal  stomach  and  common 
bile  duct  exploration  and  cholangiography, 
was  necessary.  Her  excellent  tolerance  of  this 
procedure  and  strength  suggests  that,  under 
better  conditions,  salvage  may  have  been  pos- 
sible; and  perhaps  the  complication  of  fistula 
or  malignancy  or  of  common  bile  duct  ob- 
struction might  have  been  avoided  by  surgical 
treatment  years  earlier. 

Case  #2.  A 75-year-old,  alert,  white  male 
was  admitted  on  April  15,  1968,  with  com- 
plaints of  protracted  nausea,  vomiting,  epigas- 
tric substernal  pain  and  50-pound  weight  loss 
in  the  last  three  months.  He  had  known  peptic 
ulcer  distress  of  many  years  and  calculous 
cholecystitis  and  colonic  diverticulitis.  He  had 
been  treated  medically  for  at  least  sixteen 
years  prior  to  admission.  He  was  markedly 
anemic  with  6.6  grams  of  hemoglobin  and 
hematocrit  of  22,  and  mildly  dehydrated  and 
azotemic  but  without  other  remarkable,  per- 
tinent, physical  findings.  X-ray  and  EKG 
demonstrated  slight  cardiac  enlargement,  ar- 
teriosclerotic disease  and  mild  pulmonary 
emphysema.  An  initial  elevation  of  blood  urea 
nitrogen  to  40  milligrams  per  cent  returned 
to  normal  with  hydration.  Rather  complete 
laboratory  studies  were  not  very  remarkable. 
A cholecystogram  demonstrated  a non-func- 
tioning gallbladder,  and  the  upper  gastroin- 
testinal tract  examination  revealed  an  enormous 
dilatation  of  the  stomach  with  nearly  complete 
pyloric  obstruction.  (Fig.  5) 

He  was  prepared  for  surgery  by  correction 
of  anemia  and  azotemia,  and  the  massively 
decompensated  stomach  was  frequently  gav- 


aged  and  decompressed  by  intubation.  On 
April  23,  1968,  under  endotracheal  anesthesia, 
upper  abdominal  laparotomy  demonstrated  the 
huge  stomach  filling  two-thirds  of  the  peri- 


Fig.  5 

toneal  cavity.  There  was  scarring  of  the  first 
portion  of  the  duodenum  from  previous  ulcer 
and  an  apparently  burned-out  pyloric  ulcer 
with  an  inflammatory  mass  containing  a 
cholecystogastric  fistula.  (Fig.  6)  Gastrotomy 


SoHstones 


Fig.  6 


showed  a hard,  marble-sized  stone  inspissated 
in  the  pylorus  at  the  site  of  narrowing  from 
previous  ulcer  and  nearly  totally  obstructing. 
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The  gallbladder  still  contained  a few  stones, 
and  the  hepatic  ducts  had  gravel.  (Fig.  7) 

En  bloc  removal  of  the  gallbladder  with  the 
fistulous  tract  between  the  ampulla  and  stom- 


ach and  a 65  per  cent  resection  with  anti-colic 
isoperistaltic  gastrojejunostomy  was  done. 
Vagotomy  did  not  seem  warranted.  The  biliary 
ducts  were  thoroughly  cleansed  by  choleco- 
cholithotomy,  and  T-tube  cholangiography 
demonstrated  no  residual  stones. 

The  patient’s  postoperative  course  was  grat- 
ifyingly  benign,  and  following  discharge  he 
regained  his  fifty  pound  weight  loss.  He  is 
currently  thoroughly  enjoying,  as  of  date  of 
publication,  remarkable  and  active  vitality. 

COMMENT:  This  7 5 -year-old  male  with 
apparent  burned-out  peptic  ulcer  disease,  suf- 
fered extreme  weight  loss,  pain  and  ultimately, 
dehydration  and  azotemia,  before  coming  to 
surgery  for  complication  of  known  biliary 
tract  disease  which  might  have  been  prevented 
by  earlier  surgery.  A cholecystogastric  fistula 
is  unusual  with  inspissation  of  gallstone  in  a 
contracted  pylorus,  accomplishing  nearly  com- 
plete obstruction  of  the  stomach  and  enormous 
gastric  dilatation.  Though  surgery  was  suc- 
cessful, its  larger  risks  might  have  been  avoided 
by  timing  years  earlier. 

Case  # 3 . This  61 -year-old  white  female 
was  seen  in  the  Emergency  Room  with  chills 


and  fever  of  104.2  degrees,  right  upper  quad- 
rant pain  and  a past  history  of  recurrent  bouts 
of  cholangitis.  She  had  had  cholecystectomy 
fifteen  years  earlier  and  subsequent  choledo- 
cholithotomy,  but  since  that  time  had  con- 
tinued to  have  recurrent  bouts  of  chills,  fever, 
and  epigastric  distress.  She  had  been  advised 
that  further  surgical  treatment  carried  greater 
risks  than  conservative  care.  Under  heavy 
antibiotic  coverage,  intubation  and  intravenous 
feedings,  the  acute  episode  subsided,  and  she 
was  thoroughly  studied.  Findings  included 
colonic  diverticuli,  mild  arteriosclerotic  cardio- 
vascular disease  and  slight  right  ureteral  stasis. 
Intravenous  cholangiography  demonstrated  a 
recurrent  stone  confirmed  by  tomography,  and 
the  common  duct  was  enlarged  and  slightly 
strictured.  (Fig.  8) 


Fig.  8 


Laboratory  studies  showed  no  jaundice  but 
were  compatible  with  moderate  hepatic  dis- 
ease believed  to  represent  cholangitic  cirrhosis. 
A diagnosis  of  chronically  obstructed,  stric- 
tured common  duct  with  stone  and  with  em- 
barrassed drainage  leading  to  recurrent  bouts 
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of  cholangitis  was  confirmed  by  surgical  find- 
ings of  exploration  on  October  17,  1968.  In 
addition  to  a distal  common  duct  stone,  con- 
siderable mud  and  debris  was  evacuated.  (Fig. 

9) 


Fig.  9 


A large  choledochoduodenostomy,  without 
T-tube  drainage,  was  accomplished. 

The  patient’s  convalescence  was  a benign 
and  gratifying  one,  and  post-operatively  lab- 
oratory studies  showed  some  improvement  in 
hepatic  function.  An  air  cholangiogram  dem- 
onstrated, post-operatively,  patency  of  the 
large  choledochoduodenostomy.  (Fig.  10) 

COMMENT:  This  case  is  included  to  sug- 
gest the  advisability  of  pursuing  aggressive 
surgical  management  until  complete  relief  of 
any  obstructive  biliary  drainage  problem, 
hopefully,  before  hepatic  changes  become 
irreversible. 

Case  $4.  This  22-year-old  white  female, 
six  months  pregnant,  was  admitted  with  nau- 
sea, vomiting,  and  epigastric  pain  which  be- 
came generalized  prior  to  admission. 

She  presented  the  classical  findings  of  an 
acute  surgical  abdomen. 

Laboratory  studies  were  equivocal  and  con- 
fusing and  x-rays  were  deferred. 

Laparotomy  demonstrated  a peritoneal  cav- 
ity filled  with  bile  and  the  gallbladder,  al- 


though containing  stones,  was  intact.  There 
was  severe  inflammatory  reaction  but  the  point 
of  perforation  was  just  proximal  to  the  junc- 
tion of  the  cystic  duct  with  the  common  duct 
where  a stone  had  eroded  through  permitting 


Fig.  10 


the  decompression  of  bile  and  stones  into  the 
Tee  peritoneal  cavity  and  into  the  lesser  bursa. 
(Fig.  11) 


Fig.  11 
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Microscopy  of  the  cystic  duct  showed 
marked  hyperplasia  with  stricture.  The  com- 
mon duct  was  not  remarkable,  and  cholangi- 
ography was  deferred. 

Cholecystectomy  was  performed  and  the 
peritoneal  cavity  thoroughly  cleansed. 

The  patient’s  convalescence  required  close 
attention  to  renal  output,  blood  volume  and 
electrolyte  care  for  the  severe  burnlike  insult 
of  the  peritoneal  cavity  and  convalescence  was 
essentially  uneventful. 

She  delivered  prematurely  a living  and  nor- 
mal child  and  both  baby  and  mother  have  sub- 
sequently done  well.  This  case  suggests  neces- 


sity of  considering  biliary  disease  and  its 
complications  as  possible  diagnosis  in  the 
young  as  well  as  in  the  aged. 

CONCLUSION:  Aggressive  surgical  man- 
agement of  calculous  cholecystitis  and/or  its 
complications,  as  early  as  possible  has  less 
morbidity  and  mortality  than  non-operative 
treatment. 


A copy  of  the  Bibliography  may  be  ob- 
tained from  the  authors. 


802  Medical  T onjoer 
Norfolk , Virginia  23501 


Clinical  Center  Study  of  Patients  with  Primary  or  Secondary 
Amenorrhea,  or  Oligomenorrhea 


The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  primary  or 
secondary  amenorrhea,  or  oligomenorrhea  for 
studies  being  conducted  by  the  National  In- 
stitute of  Child  Health  and  Human  Develop- 
ment’s Reproduction  Research  Branch  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Selected  patients  in  the  following  categories 
will  be  admitted  for  diagnosis,  treatment,  or 
both: 

1.  Primary  or  secondary  amenorrhea.  Ovu- 
lation induction  will  be  done  in  appro- 
priate patients  interested  in  conceiving. 

2.  Oligomenorrhea  with  intermenstrual  in- 
tervals of  35-45  days.  Anovulatory  or 


infertile  patients  referred  for  ovulation 
induction  in  this  category  should  have 
undergone  appropriate  studies  to  rule 
out  organic  pelvic  disease. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of  find- 
ings. 

Physicians  interested  in  having  their  patients 
considered  for  admission  to  these  studies  may 

j 

write  or  telephone:  Judith  Vaitukaitis,  M.D., 
or  Grifif  T.  Ross,  M.D.,  Clinical  Center,  Room 
10-B-09,  National  Institutes  of  Health,  Bethes- 
da, Maryland  20014.  Telephone:  301-496- 
4698  or  301-496-6974. 
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Intraspinal  Tuberculous  Abscess  Simulating 
Lumbar  Disc  Disease 


WILLIAM  M.  CHADDUCK,  M.D. 
Morgantown,  West  Virginia 


Several  aspects  of  this  case  make 
it  a most  unusual  one.  Tubercu- 
lous spinal  epidural  abscess  must 
be  added  to  the  differential  diag- 
nosis of  low  back  pain. 

PATIENTS  having  lumbar  pain  syndromes 
are  treated  by  most  practicing  physicians. 
Quite  commonly  the  symptoms  and  signs  are 
attributable  to  degeneration  or  herniation  of 
a lumbar  disc;  however,  less  common  causes, 
such  as  intraspinal  neurilemmomas1  or  menin- 
giomas2 may  be  present,  and  care  must  be 
taken  to  avoid  overlooking  these  lesions.  Mye- 
lography may  be  utilized  to  excellent  advan- 
tage in  demonstrating  intraspinal  tumors  other- 
wise unsuspected  from  the  clinical  findings. 
The  following  report  describes  the  exception- 
ally rare  occurrence  of  a lumbar  tuberculous 
epidural  abscess  in  a patient  having  a clinical 
presentation  consistent  with  lumbar  disc  dis- 
ease. Of  additional  interest  are  the  facts  that 
the  radiographs  of  the  lumbar  spine  showed 
no  evidence  of  tuberculous  spondylitis  and 
that  the  myelogram  suggested  the  presence  of 
an  intradural  tumor. 

Report  of  Case 

W.M.  ( D.M.H . No.  392151 ),  a 45-year- 
old  man,  was  admitted  to  Danville  Memorial 
Hospital  because  of  severe  back  pain  with 
radiation  into  the  posterior  aspects  of  both 
legs,  more  on  the  left  than  the  right.  His  past 
medical  history  included  prostatic  tuberculo- 
sis. His  examination  disclosed  percussion  ten- 


derness over  the  lumbar  spine,  bilateral  sciatic 
stretch  signs,  a diminished  left  Achilles  reflex, 
and  patchy  hypesthesia  and  hypalgesia  involv- 
ing the  left  lateral  thigh  and  leg.  Motor  testing 
showed  no  significant  muscle  group  weakness 
or  atrophy,  but  precise  muscle  testing  was  dif- 
ficult due  to  severe  pain.  His  temperature  was 
never  elevated  during  an  eleven-day  pre-oper- 
ative hospital  course;  his  chest  x-ray  was  nor- 
mal at  the  time  of  admission,  and  had  been 
reported  as  normal  one  year  previously.  Ra- 
diographs of  the  lumbar  spine  showed  narrow- 
ing of  the  L-4/L-5  disc  space,  but  no  evidence 
of  intervertebral  disc  space  infection  or  bone 
destruction  (Fig.  1).  The  cerebrospinal  fluid 
contained  one  red  cell  and  four  lymphocytes 
per  high  power  field  and  a protein  concentra- 
tion of  202  mgs.  per  cent.  Numerous  cultures 
of  the  spinal  fluid  for  acid-fast  organisms  were 
all  negative;  glucose  and  chloride  determina- 
tions were  normal.  Lumbar  myelography  dis- 
closed an  almost  complete  block  at  the  level 
of  L-l  (Fig.  2).  Laminectomies  of  T-12,  L-l, 
and  L-2  were  accomplished  with  no  extradural 
pathology  being  present  posteriorly.  The  in- 
tradural contents  were  tightly  contained,  mak- 
ing it  difficult  to  open  the  dura  without  irritat- 
ing the  proximal  roots  of  the  cauda  equina. 
The  conus  medullaris  was  quite  enlarged,  but 
needle  aspiration  yielded  no  intramedullary 
fluid.  In  attempting  to  inspect  the  antero- 
lateral portions  of  the  conus  medullaris  by 
further  lateral  exposure,  an  extradural  mass 
was  encountered,  and  upon  opening  the  dura 
anteriorly,  pus  and  soft  granular  material  were 
found.  Pathologic  examination  of  the  tissue 
showed  caseous  necrosis,  granulomata,  and 
Langhans’  cells.  Acid-fast  organisms  were  also 
demonstrated  in  the  biopsy  specimens.  As 
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much  material  as  possible  was  removed  an- 
teriorly, and  wide  decompression  was  accom- 
plished posteriorly.  The  patient’s  post-opera- 


Fig. 1.  Radiographs  (lateral  views)  show  (a)  narrowing 
of  the  interspace  between  L-4  and  L-5,  a common  find- 
ing with  degenerative  disc  disease;  and  (b)  normal 
vertebral  bodies  and  disc  spaces  in  the  upper  lumbar 
spine. 


tive  course  was  prolonged,  and  he  required 
multiple  aspirations  of  the  false  meningocele. 
Repeated  cultures  of  the  aspirant  failed  to 


Fig.  2.  Myelogram  (anteroposterior  view;  head-down 
position)  shows  a virtually  complete  block  at  L-l,  with 
a smooth,  well-marginated  mass  suggesting  an  intra- 
dural tumor  involving  the  conus  medullaris. 

grow  any  acid-fast  organisms.  The  patient 
was  treated  with  large  doses  of  anti-tubercu- 
lous drugs,  and  at  his  most  recent  follow-up 
examination,  six  months  after  operation,  he 
was  fully  ambulatory  with  very  little  pain,  and 
there  was  no  re-accumulation  of  fluid  in  the 
site  of  the  spinal  decompression.  It  is  specu- 
lated that  the  patient’s  tuberculous  spinal  epi- 
dural abscess  spread  from  the  prostatic  tuber- 
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culous  infection,  possibly  via  the  epidural 
venous  plexus  of  Batson. 

Discussion 

The  neurological  complications  of  tubercu- 
losis are  varied,  but  the  most  common  prob- 
lem involving  the  spinal  axis  is  that  of  tuber- 
culous spondylitis.  As  shown  by  Cohn,3  tuber- 
culous infection  of  the  spine  generally  begins 
in  the  intervertebral  disc  space,  spreads  through 
cartilaginous  plates,  finally  resulting  in  changes 
of  osteomyelitis.  Spread  of  tuberculous  infec- 
tion beneath  the  longitudinal  ligament  was  also 
described.  Ginsburg,  et  al .4  in  reviewing  their 
experience  with  tuberculous  spondylitis,  con- 
clude that  the  diagnosis  should  be  considered 
in  a febrile  patient  who  has  back  pain,  spinal 
tenderness,  myelopathy,  and  destructive  bone 
changes  without  evidence  of  primary  malig- 
nancy. Most  cases  of  tuberculous  spondylitis 
involve  the  thoracic  spine,  causing  a mye- 
lopathy with  spasticity,  hyperactive  deep  ten- 
don reflexes,  Babinski  signs,  and  sensory  ab- 
normalities corresponding  somewhat  to  the 
level  of  spinal  cord  compression.  However, 
Berris5  has  reported  two  cases  of  tuberculous 
spondylitis  with  radiculopathies  (rather  than 
myelopathies)  simulating  herniation  of  lumbar 
intervertebral  discs.  One  of  his  cases  showed 
osteomyelitic  changes  by  plain  x-ray  and  a 
complete  block  was  present  at  the  time  of 
myelography.  In  the  second  case,  bone  changes 
were  evident  and  the  myelographic  defect  was 
on  the  side  opposite  from  the  patient’s  radi- 
cular pain.  Both  patients  were  afebrile,  and 
one  had  a normal  chest  x-ray. 

The  first  case  of  epidural  tuberculous  ab- 
scess simulating  lumbar  disc  disease  was  re- 
ported by  Decker,  Shapiro  and  Porter,6  who 
described  a 67-year-old  man  with  a classic  S-l 
radiculopathy  and  a myelographic  defect  at 
the  L-5/S-1  level  on  the  side  of  the  patient’s 
pain  and  neurologic  deficit.  Their  patient  was 
afebrile  and  had  a normal  genito-urinary  sys- 
tem evaluation  after  the  diagnosis  of  epidural 
tuberculous  abscess  was  made.  The  operative 
findings  were  similar  to  those  of  our  case,  with 


granulomatous  tissue,  as  well  as  purulent  mate- 
rial, being  found  in  the  spinal  epidural  space. 
One  other  patient  similar  to  the  one  described 
by  Decker,  et  al.,  has  recently  been  reported 
from  India  by  Balaparameswara  Rao  and 
associates.7  Myelography  was  not  done  on 
their  patient  as  it  is  not  their  practice  to  make 
myelograms  on  all  patients  having  typical  lum- 
bar disc  syndromes.  X-rays  of  the  lumbar 
spine  were  reported  to  be  normal,  but  the 
presence  or  absence  of  fever  in  their  patient 
was  not  mentioned. 

It  would  appear  then  that  tuberculous  spinal 
epidural  abscess  must  be  considered  in  the  dif- 
ferential diagnosis  of  lumbar  radicular  syn- 
dromes, even  in  the  absence  of  demonstrable 
primary  tuberculosis,  fever,  or  radiographic 
evidence  of  destructive  lesions  of  the  vertebrae. 

Summary 

A rare  case  of  lumbar  spinal  epidural  tuber- 
culous abscess  is  added  to  the  differential  diag- 
nosis of  lumbar  pain  syndromes.  The  location 
of  the  lesion,  the  absence  of  fever,  and  the  lack 
of  radiographic  evidence  of  bone  destruction 
are  noteworthy  exceptions  to  the  expected 
clinical  findings  of  tuberculous  spondylitis. 
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Childhood  Obesity  A Problem  of  the  Poor 


The  child  of  poverty  apparently  has  a better 
chance  than  his  well-to-do  counterpart  of  be- 
ing overweight. 

That  is  the  finding  of  four  researchers  from 
the  University  of  Pennsylvania’s  Department 
of  Psychiatry  and  Philadelphia  General  Hos- 
pital. Their  study  of  the  relationship  between 
obesity  and  social  class  is  reported  in  the  Au- 
gust 7 issue  of  the  Journal  of  the  American 
Medical  Association. 

“Our  conception  of  the  nature  of  obesity,” 
the  researchers  report,  “based  largely  on  the 
results  of  treating  members  of  the  upper  and 
middle  classes,  has  been  shaken  by  the  discov- 
ery that  obesity  is  largely  a problem  of  the 
lower  classes.  It  now  appears  that  socioeco- 
nomic status  and  related  social  factors  have 
more  to  do  with  determining  whether  a per- 
son will  be  obese  than  does  individual  psycho- 
pathology.” 

Authors  of  the  report  are  Albert  Stunkard, 
M.D.;  Eugene  d’Aquili,  M.D.;  Sonja  Fox;  and 
Ross  D.  L.  Filion,  Ph.D. 

The  researchers  based  their  study  on  a meas- 
urement of  3,3  34  children  from  11  schools  in 
New  York,  Philadelphia  and  Wilmington. 
Their  measure  of  obesity  was  based  on  the 
thickness  of  a fold  of  skin  over  the  triceps 
muscle,  indicative  of  the  relative  amounts  of 
fat  in  the  children’s  bodies. 

Because  of  significant  racial  differences  in 
body  measurements,  the  study  was  confined  to 
white  children.  Socioeconomic  status  was 
based  on  the  fathers’  occupations  as  ranked  by 
a U.S.  Census  Bureau  publication,  Intermedi- 
ate Occupational  Classification  for  Males 
(1950). 

Results  showed  significantly  greater  per- 
centages of  obese  children  among  the  lower 
socioeconomic  group  than  among  the  higher. 


For  boys,  the  ratio  was  more  than  25  per  cent 
obese  for  the  lower  class,  against  less  than  13 
per  cent  for  the  upper  class.  The  difference 
was  even  more  striking  among  girls:  22  per 
cent  obese  among  the  lower  class,  against  only 
5 per  cent  among  the  upper  class. 

When  broken  down  by  age,  the  researchers’ 
figures  show  that  differences  are  apparent  as 
early  as  age  6.  Although  the  difference  nar- 
rowed among  girls  at  about  age  12,  and  even 
reversed  itself  among  boys  at  ages  12  and  13, 
the  general  trend  of  greater  obesity  among  the 
lower-class  children  was  apparent  through 
age  18. 

When  the  researchers  looked  at  thinness, 
they  found  a greater  percentage  of  thin  girls 
in  the  upper  class  group  than  in  the  lower, 
although  the  difference  was  less  than  for  obes- 
ity and  tended  to  disappear  after  age  12. 
Among  boys,  no  correlation  could  be  estab- 
lished. 

Implications  of  these  findings  are  far  reach- 
ing. Instead  of  looking  pessimistically  at  psy- 
chodynamic theories  of  obesity,  they  suggest 
“an  educational  approach  that  recognizes  the 
importance  of  social  factors  and  is  designed  to 
influence  the  values  and  life-styles  of  large 
groups”  as  more  appropriate. 

They  note  that  childhood  obesity  should 
be  considered  a serious  problem  not  only  in 
itself,  but  even  more  so  because  the  overweight 
child  has  an  85  per  cent  likelihood,  by  the 
most  authoritative  estimate,  of  becoming  a 
fat  adult. 

“We  do  not  know  yet  to  what  extent  these 
faulty  nutritional  practices  (which  cause  early 
childhood  obesity  among  the  poor)  result 
from  lack  of  information  or  from  lack  of  ap- 
propriate food.”  But  they  reported  that  they 
have  started  recently  on  a project  to  find  out. 
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Minimum  Brain  Syndrome  and  Learning  Disabilities 
in  Childhood 


Learning  problems  in  childhood 
are  of  great  concern  to  the  par- 
ents, teachers,  psychiatrists, 
counselors  and  others  who  deal 
with  affected  children.  They  are 
very  widespread.  These  learning 
problems  can  be  divided  into 
three  groups,  each  with  its  special 
significance  and  treatment.  The 
Minimum  Brain  Syndrome  is  con- 
sidered in  detail. 

HE  SINGLE  MOST  COMMON  REFER- 
RAL to  child  guidance  clinics  and  private 
psychiatrists,  children’s  counselors,  etc.  is  the 
nine  to  nine  and  a half  year  old  boy  with  a 
learning  problem.  About  20  years  ago,  Dr. 
Ralph  Rabinovitch  attempted  to  classify  these 
problems  and  arrived  at  the  following  cate- 
gorization which  still  holds  very  well:  The 
Primary  Learning  Disabilities  which  consist 
of  conditions  such  as  dyslexia  and  specific 
learning  disabilities,  central  processing  prob- 
lems. The  second  group  he  called,  Secondary 
Learning  Disabilities  which  are  largely  related 
to  emotional  problems  in  living.  The  child 
does  not  learn  or  is  underdelivering  because  of 
important  emotional  problems  or  mental  dis- 
turbances he  is  experiencing.  The  third  group 
is  what  he  called  the  Aphasic  or  those  children 
who  had  some  definitive  brain  damage.  Sta- 
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tistically  about  one  out  of  ten  children  have 
a learning  disability  resulting  in  and  involv- 
ing the  above  named  groups  of  conditions. 

The  one  that  seems  to  have  attracted  the 
most  attention  in  our  time,  from  a medical 
point  of  view,  is  the  Minimum  Brain  Syn- 
drome. This  is  a group  of  conditions  which 
has  a group  of  similar  symptoms.  Essentially 
here  we  are  dealing,  as  the  name  implies,  with 
some  alterations  in  biological  function  which 
ultimately  reflect  themselves  in  both  behavioral 
and  cognitive  dysfunctions.  Very  often  these 
conditions  do  not  come  to  the  attention  of 
the  practitioner  until  the  child  is  attending 
school.  Historically,  there  may  be  genetic 
factors  underlying  this  condition:  the  child 
has  phenylketonuria  or  other  amino  acid  dis- 
turbances, where  there  is  a history  that  the 
mother  has  had  flu  during  the  first  or  second 
trimester  or  other  viral  diseases,  where  there 
has  been  hemorrhaging  or  spotting  during 
pregnancy,  excessive  weight  gain,  hypo  and 
hyperthyroidism.  Prematurity  is  a particularly 
common  offender,  as  are  jaundice  at  birth, 
protracted  periods  of  hypoxia  and  anoxia, 
placental  insufficiency,  post-natal  encephalitis 
either  due  to  measles,  chicken  pox,  or  other 
viral  diseases,  trauma,  cerebral  vascular  acci- 
dents in  childhood,  and  repeated  high  fevers. 
All  of  these  are  some  of  the  causes  that  pre- 
cipitate minimum  brain  syndromes.  They  are 
not,  in  the  classical  sense  of  the  word,  gross 
brain  damage  but  these  disturbances  listed 
above  and  others  do  cause  errors  in  intracel- 
lular metabolism,  failure  to  develop  enzyme 
systems,  failure  to  develop  integrating  capac- 
ities within  the  central  nervous  ssytem.  All 
of  these  conditions  described  are  primarily 
central  and  do  not  concern  themselves  with 
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peripheral  sensory  or  motor  loss  but  rather  are 
primarily  central  nervous  system  disturbances. 
Typical  histories  concern  themselves  with 
hyperkinesis  and  drivenness  in  the  child  from 
a very  early  age,  a degree  of  scatterness,  run- 
onness,  difficulty  in  management,  paradoxical 
reaction  to  sedatives  and  to  stimulants.  The 
sedatives  cause  the  child  to  become  extremely 
agitated  and  upset  and  sleep  very  poorly  and 
drugs  like  the  Amphetamines,  Ritalin,  and  the 
like,  calm  the  child  down,  sometimes  causing 
sleepiness.  These  children  very  often  have  a 
short  attention  span,  temper  tantrums,  are 
disobedient,  uncooperative,  readily  distractible, 
and  seem  to  have  poor  judgment.  They  have 
what  is  known  essentially  as  poor  impulse 
barriers  and  therefore  their  feelings,  their  ap- 
petites, their  desires  spill  through  with  the 
child  having  little  capacity  to  interrupt  him- 
self. They  seem  to  lack  empathy.  If  the  con- 
dition is  not  sensed  and  if  it  goes  on  for  any 
length  of  time  with  the  child  living  in  a world 
that  does  not  perceive  this  problem,  he  begins 
to  develop  emotional  problems.  These  are 
feelings  of  inferiority,  inability  to  have  fun, 
social  uneasiness,  social  inadequacy,  reticence, 
at  times  almost  a paranoid  quality  to  their 
thinking,  daydreaming,  depression,  and  often 
withdrawal.  The  children  develop  a dislike 
for  peers,  they  feel  picked  on,  they  constantly 
project  their  problems  onto  others  not  really 
perceiving  that  they  are  the  cause  of  the  prob- 
lem. They  very  often  feel  victimized  and  very 
often  they  batter  the  parents,  who  not  under- 
standing, not  perceiving  the  true  nature  of  the 
child’s  problem,  often  react  against  the  child 
and  the  child  over-reacts  and  we  have  a bat- 
tered child  and  a battered  parent  emotionally. 
Many  of  the  body  processes  are  unstable. 
There  may  be  poor  fine  motor  coordination. 
There  is  a high  incidence  of  stuttering.  In  the 
pre-school  and  early  school  child  there  is  poor 
capacity  to  abstract,  their  thinking  is  often 
literal,  concrete  and  functional  and  the  chil- 
dren are  socially  and  emotionally  immature. 
There  is  much  restlessness  at  night.  In  learn- 
ing disabilities,  as  well  as  in  minimum  brain 
syndrome  especially  in  childhood  and  latency, 
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the  boys  out-number  the  girls  four  to  five  to 
one.  Too  often  the  parents  are  told  that  the 
child  will  grow  out  of  their  condition. 

One  must  treat  the  entire  family  as  in  most 
disturbances  in  childhood.  It  is  of  paramount 
importance  that  one  treat  the  child  in  his 
natural  environment.  The  parents  need  to 
be  helped  to  understand  the  nature  of  the 
problem.  It  is  necessary  to  get,  as  early  as 
possible,  electroencephalographic  studies  and 
a pediatric-neurological  evaluation.  These 
children  need  psychological  testing.  The  fam- 
ily needs  to  have  a careful  case  history.  The 
child  will  need  adequate  physical  examination 
and  evaluation.  Many  of  the  children,  espe- 
cially if  the  problem  has  gone  on  any  length 
of  time,  will  benefit  from  psychotherapy.  If 
these  problems  can  be  picked  up,  as  most  of 
them  can,  before  the  child  begins  school,  he 
can  be  placed  in  Learning  Readiness  programs. 
From  a management  point  of  view  these  chil- 
dren benefit  by  routine.  They  need  a pre- 
dictable environment.  They  need  pre- 
dictable messages.  They  need  to  have  their 
health  and  well-being  guarded.  They  cannot 
stand  much  overstimulation.  They  cannot 
stand  bad  handling.  Ideally  they  should  have 
limits  set  for  them  in  a warm,  kind,  friendly 
fashion  but  set  early  (earlier  than  the  average 
child),  and  set  a little  more  firmly.  The  parent 
must  and  should  stay  out  of  power  struggles. 
Wherever  humanly  possible,  the  parent  must 
find  a way  to  find  positive  elements  in  the 
child’s  behavior  and/or  learning  and  reinforce 
this.  Some  of  the  time  the  parent  must,  of 
course,  confront  the  child.  These  children 
are  disorganized,  some  of  them  to  the  point 
of  having  catastrophic  reactions.  They  are 
engaged  in  power  struggles  and  overwhelmed 
by  the  parents.  They  are  creatures  of  routine 
and  benefit  by  it.  When  routine  has  to  be 
changed,  then  it  is  important  to  explain  simply 
to  prepare  and  remind  the  child. 

Over  half  of  these  children  will  require  spe- 
cial remedial  education.  It  is  interesting  to 
note  that  they  are  usually  children  of  Average 
or  higher  native  endowment.  The  problem  is 
not  whether  they  have  the  gross  coping  ca- 
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pacity  but  that  they  cannot  bring  it  to  bear 
unless  they  have  special  remedial  education. 
Some  forms  of  learning  disability  such  as  dys- 
lexia have  congenital  factors  so  there  may  be 
several  members  of  the  family  or  several  gen- 
erations in  a family  that  have  a learning  dis- 
ability based  on  an  inherited  inability  to  form 
word  symbols  or  to  learn  from  word  symbols 
and  therefore  they  will  need  special  remedial 
education  which  first  observes  the  child’s  abil- 
ity to  learn  and  then  deals  in  an  individual 
learning  program  to  teach  them  via  the  per- 
ceptual area  of  greatest  strength  to  the  per- 
ceptual area  of  least  strength.  For  instance,  if 
a child  does  have  a more  adequate  auditory 
comprehension  and  an  ability  to  think  audi- 
torily and  to  perform  better  at  an  oral  level, 
this  is  the  area  that  is  emphasized,  gradually 
working  to  the  reading  and  to  the  writing 
aspects  of  the  learning  tasks.  There  are  no 
simple  formulas.  Each  child  must  be  treated 
as  an  individual.  This  is  where  the  special 
remedial  educational  therapists  who  are  spe- 
cially trained  teachers  with  additional  graduate 
work  and  training,  are  of  inestimable  value 
both  to  the  family,  to  the  child  and  to  the 
classroom  teacher.  Very  many  of  these  chil- 
dren need  not  be  taken  out  of  the  regular  class- 
room but  they  will  need  supplementation.  Some 
of  them,  however,  cannot  benefit,  cannot  keep 
pace  and  therefore  must  have  a total  special 
remedial  education  program.  The  family  has  to 
take  this  on  as  a project;  brothers  and  sisters 
must  understand.  A child  needs  rewards  and 
needs  recognition  but  also  benefits  by  having 
his  world  made  predictable.  The  child  must 
come  to  know  that  the  reasonable  requests 
that  are  made  will  be  enforced,  not  by  ter- 
rorizing or  frightening  him  and  that  there  are 
also  good  consequences  for  good  behavior  and 
there  are  negative  consequences  for  unac- 
ceptable behavior.  The  child  should  be  given 
as  much  recognition  and  as  much  responsibil- 
ity as  he  can  handle.  Children  want  to  learn 
in  every  sense  of  the  word  and  they  do  want 
the  praise,  they  do  want  the  recognition,  they 
want  the  love  and  they  want  to  know  that 
they  are  cared  for.  These  children  do  not 


know  the  nature  of  their  problem.  They  are 
frightened,  they  are  anxious,  they  are  phobic, 
they  are  defensive  and  they  strike  out  against 
the  world  that  they  do  not  understand  and 
most  often  does  not  understand  them.  It  is 
important  especially  to  avoid  the  child  getting 
overwhelmed  too  often;  when  he  has  explo- 
sions and  temper  tantrums  it  is  as  devastating, 
if  not  more  so,  to  the  child  as  to  the  teacher 
and  family.  These  children  need  to  feel  loved, 
wanted,  needed  and  respected  even  though 
they  have  this  important  problem  which  at 
times  is  of  disability  proportions.  It  is  impor- 
tant that  there  be  few  surprises  in  their  life 
but  this  does  not  mean  that  there  cannot  be 
pleasant  surprises.  But,  interestingly  enough, 
they  are  often  as  disturbed  by  pleasant  events 
that  are  overwhelming  as  bad  events  that  are 
overwhelming. 

It  is  extremely  important  to  emphasize  the 
fact  that  children  with  Minimal  Brain  Syn- 
dromes can  be  helped  through  the  use  of  a 
variety  of  medication.  After  the  careful  study 
indicated  above  (namely  the  psychological, 
psychiatric,  neurological,  pediatric,  and  case 
history  work-up  and  staffing)  very  often  these 
children  can  be  helped  to  deal  with  their 
hyperkinesis  and/or  their  lethargy  and  with- 
drawal by  the  use  of  medication.  One  of  the 
single  most  beneficial  drugs  over  the  years 
for  the  Minimum  Brain  Syndromes  and  the 
brain  damaged  syndrome  are  drugs  like  Dex- 
troamphetamine Sulfate,  used  in  the  Spansule 
form,  5 mgm  usually  for  the  child  under  nine 
or  10  years,  10  mgm  for  the  child  under  13 
or  14,  and  15  mgm  Spansules  once  a day  for 
the  child  14  and  over.  In  addition  to  this  be- 
cause of  the  explosive  quality  of  many  of 
these  children’s  productions,  it  is  useful  to  use 
a drug  like  Mellaril  10  mgm,  three  times  a 
day  up  to  25  mgm  up  to  four  times  a day 
depending  upon  the  degree  of  hyperactivity, 
the  degree  of  anger,  the  breakthrough  of  tan- 
trums and  the  age  and  weight  of  the  child. 
When  there  is  a concomitant  existence  of 
seizure  patterns  or  overt  seizures  that  some 
of  these  children  show  who  have  epilepsy  or 
a predisposition  of  epilepsy,  then  drugs  like 


974 


Virginia  Medical  Monthly 


Sodium  Dilantin,  Infatabs  for  the  child  under 
1 0 or  1 1 , 5 0 mgm  three  times  a day,  1 00  mgm 
for  the  child  over  1 2 three  times  a day.  Some- 
times there  are  adverse  effects  to  these  drugs 
and  then  some  of  the  other  drugs  such  as 
Celontin  and  Milontin  may  be  employed. 
Some  of  these  children  have  psychomotor 
seizures,  some  have  petit  mal,  some  have  seizure 
equivalents  in  terms  of  oculoyric  crisis, 
stomachaches,  headaches,  14  and  six  positive 
spike  waves.  The  important  thing  is  to  do 
what  we  can  to  stabilize  their  Central  Nervous 
System.  It  is  important  to  emphasize  the  fact 
that  we  do  not  want  the  Central  Nervous 
System  over-reacting  to  the  abnormal  brain 
waves.  Many  of  us  are  quite  aware  of  the 
fact  that  EEG’s,  which  if  taken  at  two,  three 
or  four  years  of  age  might  have  been  abnor- 
mal but  when  taken  for  the  first  time  at  six, 
seven,  eight,  nine,  10,  we  pull  a so-called  nor- 
mal EEG.  It  is  of  paramount  importance, 
therefore,  to  get  an  awake  and  asleep  EEG 
record,  to  get  serial  EEGs  if  necessary  and 
also  get  an  adequate  neurological  and  psycho- 
logical evaluation.  All  of  these  tools  with 
the  history  put  together  can  then  give  us 
clearer  evidence  than  a simple  negative  EEG. 
The  EEG  does  have  a tendency  to  return  to 


normal  despite  the  fact  that  we  have  a Central 
Nervous  System  dysfunction  and/or  epileptic 
equivalent  or  epileptic  patterns. 

A final  word— very  often  during  adolescence 
there  is  an  exacerbation  of  the  symptomatol- 
ogy under  the  impact  of  new  hormones,  bodily 
changes,  social  changes  and  emotional  changes. 
One  should  not  get  alarmed  with  that  but 
very  often  one  must  re-employ  medication, 
remedial  education  and  sometimes  psycho- 
therapy with  the  child  and  with  the  family. 
It  is  extremely  important  to  emphasize  the  fact 
that  this  is  a total  family  project  requiring 
the  understanding,  the  patience,  and  the  fam- 
ily’s resources  and  help.  Special  remedial  edu- 
cation is  of  inestimable  value  in  helping  these 
children  who  otherwise  will  not  be  able  to  use 
their  good  endowment.  Caught  early,  dealt 
with  intensively,  dealt  with  over  a sufficient 
period  of  time,  these  children  can  come  to 
resemble,  in  the  final  analysis,  the  Average  or 
Bright  children  of  their  own  peer  group.  They 
will  be  more  difficult  to  rear.  However,  they 
are  most  rescuable,  most  reclaimable  and  at  the 
present  time,  unfortunately,  to  some  extent 
they  are  a lost  resource  to  us. 

2330  Monument  Avenue 
Richmond , Virginia  23220 


Let's  Reminisce! 

The  American  Medical  Association 

Will  meet  in  Odd  Fellows  Hall  building,  San  Francisco,  Cal.,  at  11  A.M., 
Tuesday,  June  5th-8th,  1894.  Palace  Hotel— four  blocks  away— will  be  head- 
quarters—the  Registration  Room  being  in  “Marble  Hall’'.  Special  rates  have 
been  secured  at  the  principal  hotels— some  on  American  and  others  on  Eu- 
ropean plan— from  $1.00  to  $5.50  per  day.  Members  may  have  letters,  etc., 
addressed  to  them  while  in  San  Francisco  to  Postoffice,  Section  D.  *####  The 
railroad  cost  of  the  round  trip  to  San  Francisco  will  be,  from  points  on  the 
Missouri  River,  $65.50;  From  St.  Louis,  Memphis  and  New  Orleans,  $77.50; 
from  Chicago,  $85.50.  We  presume  sleeping-car  fare  is  extra.  (Virginia 
Medical  Monthly,  volume  21,  April  1894) 
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Clinical  History 

This  57-year-old  white  female  was  admitted 
to  the  Medical  College  of  Virginia  Hospitals 
on  5/2/68  with  a history  of  nausea,  vomiting, 
fever,  chills,  left  flank  pain  and  dysuria  of 
about  three  weeks’  duration.  Four  weeks  prior 
to  admission  she  had  been  hospitalized  for  the 
removal  of  a cataract  on  the  left  eye  from 
which  she  recovered  uneventfully.  A week 
after  returning  home,  she  noted  the  onset  of 
the  above  symptoms  and  was  seen  by  her  fam- 
ily physician  who  examined  her  and  did  a 
urinalysis.  She  was  told  she  had  a urinary  tract 
infection  and  was  started  on  antibiotics  which 
seemed  to  give  her  some  relief  for  a time.  Her 
symptoms  gradually  recurred  and  became  more 
severe  with  progressive  malaise  and  she  was 
brought  to  the  Emergency  Room. 

Past  Medical  History 

She  has  always  been  extremely  nervous  and 
required  two  hospitalizations  for  “nerves”  dur- 


ing one  of  which  she  received  shock  therapy. 
She  had  had  bilateral  oophorectomies  and  a 
hysterectomy,  as  well  as  removal  of  an  anal 
fissure  and  a hemorrhoidectomy.  She  was  told 
that  she  had  had  a stroke  several  years  ago 
but  has  had  no  residual.  She  has  been  known 
to  be  hypertensive  for  several  years. 

Eighteen  months  prior  to  her  current  ad- 
mission, she  had  noticed  the  appearance  of  easy 
bruising  and  was  evaluated  for  this  complaint 
at  MCV.  Tourniquet  test  was  normal.  Bleed- 
ing time  three  minutes,  platelet  count  344,000/ 
mm3.  There  was  a slight  increase  in  the  level 
of  several  of  the  clotting  factors.  A fasting 
blood  sugar  was  slightly  elevated. 

Family  History:  Her  father  was  an  ex- 
tremely nervous  individual.  He  also  had  a 
history  of  pulmonary  tuberculosis. 

Review  of  Systems : Negative. 

Physical  Examination:  Blood  pressure  120/ 
60,  respirations  24,  pulse  120,  temperature 
104°F.  (rectally).  The  patient  was  a well  de- 
veloped, florid-faced,  acutely  ill  white  female, 
lying  quietly  in  bed  complaining  of  severe 
nausea  and  retching  periodically.  She  appeared 
to  be  dehydrated  and  her  skin  showed  a few 
scattered  ecchymoses.  There  was  a patch  cov- 
ering the  left  eye.  The  right  eye  showed  early 
cataract  formation,  but  the  fundus  on  that  side 
could  be  adequately  visualized  and  appeared 
to  be  normal.  The  neck  was  supple.  There 
were  no  masses  or  bruits  and  no  significant 
lymphadenopathy.  She  was  edentulous;  mu- 
cous membranes  were  dry  but  appeared  to  be 
of  good  color.  The  breasts  were  pendulous 
without  masses  or  discharges.  Lungs  were 
clear  to  percussion  and  auscultation.  Cardiac 
apical  impulse  was  not  palpable  because  of  the 
thickness  of  the  chest  wall.  There  was  a tachy- 
cardia with  a regular  rhythm.  No  murmurs 
were  detected.  The  abdomen  was  obese  and 
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protuberant,  and  tympanitic  to  percussion. 
There  was  direct  and  rebound  tenderness  to 
palpation  which  seemed  most  marked  on  the 
left  side  of  the  abdomen  and  in  the  left  costo- 
vertebral angle.  Bowel  sounds  were  hypo- 
active.  There  was  bilateral  pitting  edema  over 
the  lower  extremities  to  the  knees.  Neurologi- 
cal examination  was  within  normal  limits. 
Rectal  examination  revealed  old  hemorrhoid- 
ectomy scars.  No  masses  were  felt.  There 
was  brown  watery  stool  in  the  rectal  ampulla 
which  was  negative  for  blood. 

Laboratory  Data:  Urine  was  amber,  cloudy 
and  acid  with  specific  gravity  of  1.014  g/ml. 
There  was  a trace  of  proteinuria,  but  sugar 
and  acetone  were  not  present.  Examination  of 
the  urinary  sediment  showed  20-30  WBC/ 
hpf,  few  RBC/hpf,  and  moderate  amounts  of 
mucus  with  abundant  amorphous  material. 
Numerous  bacteria  were  noted.  Gram  stain 
of  urinary  sediment  revealed  the  presence  of 
gram  negative  rods.  Hemoglobin  11.9  gm%, 
WBC  20,700/mm3  with  88%  neutrophils,  1% 
eosinophils,  8%  lymphocytes,  and  3%  mono- 
cytes. BUN  38  mg%,  sodium  130  mEq/1, 
C02  23  mEq/1,  potassium  3.4  mEq/1.  Serum 
amylase  74. 

An  electrocardiogram  revealed  a sinus 
tachycardia  with  ST  and  T wave  changes 
which  were  thought  to  be  secondary  to  digi- 
talis. 

Chest  x-ray  was  reported  as  being  essentially 
normal.  An  intravenous  pyelogram  showed 
bilateral  dense  nephrographic  effect  with  in- 
complete filling  of  the  pelvo-calyceal  systems. 
Upright  and  lateral  decubitus  views  of  the 
abdomen  demonstrated  retroperitoneal  air 
which  appeared  to  be  more  extensive  on  the 
left  than  on  the  right.  An  infusion  nephropy- 
elogram  was  performed  which  revealed  delayed 
function  on  the  left.  The  psoas  margin  and 
renal  outline  were  visible  on  the  left.  Retro- 
grade pyelogram  showed  a normal  collecting 
system  without  obstruction,  and  the  kidney 
contours  were  felt  to  be  normal.  Patient  un- 
derwent drainage  of  a left  retroperitoneal 
abscess  on  5/5/68.  The  urine  cultures  grew 


E.  coli  and  the  drainage  material  from  the  left 
flank  grew  Klebsiella  group  and  Proteus.  She 
was  treated  with  Chloramphenicol  and  peni- 
cillin and  her  fever  appeared  to  subside  over 
the  next  four  days.  Electrolyte  levels  post- 
operatively  were:  serum  sodium  122  mEq/L, 
serum  chlorides  87  mEq/L,  serum  potassium 
3.2  mEq/L,  C02  15  mEq/L.  These  levels  were 
corrected  by  the  administration  of  hypertonic 
saline.  However,  her  BUN  rose  to  75  mg% 
with  a creatinine  of  2.8  mg%  despite  adequate 
urine  output.  She  developed  fairly  marked 
respiratory  difficulty  and  blood  gases  revealed 
a p02  of  101  mm  Hg  with  98%  oxygen  satu- 
ration of  hemoglobin.  The  pC02  was  51  mm 
Hg  with  a bicarbonate  of  19.2  mEq/ml.  The 
pH  was  7.19.  She  was  treated  with  diuretics 
with  a considerable  diuresis  and  improvement 
in  her  respiratory  complaints.  However,  she 
became  more  febrile  and  gram  negative 
Bacilli  were  grown  from  two  blood  cultures. 
Her  antibiotic  was  changed  to  Coly-Mycin 
(colistimethate  sodium),  but  she  went  progres- 
sively downhill  and  died  suddenly  on  5/15/68. 
The  serum  creatinine  level  was  2.3  mg%,  and 
serum  electrolyte  determinations  were  normal 
on  the  day  prior  to  death. 

An  autopsy  was  obtained. 

Clinical  Discussion 

St.  George  Tucker , M.D.:  I will  summarize 
what  seems  to  be  the  main  line  of  this  history. 
A 57-year-old  woman,  shortly  after  going 
home  following  a cataract  operation,  began 
to  have  nausea  and  vomiting,  fever,  chills,  left 
flank  pain  and  dysuria.  Her  doctor  examined 
her  urine  and  treated  her  for  urinary  infection 
for  three  weeks.  When  she  did  not  improve, 
she  was  hospitalized  here.  She  was  acutely 
ill  with  fever  of  104°,  dehydrated  and  nau- 
seated. The  abdomen  was  protuberant  and 
distended.  Bowel  sounds  were  hypoactive  and 
there  was  direct  rebound  tenderness  over  the 
left  abdomen  and  in  the  left  flank.  There  was 
bilateral  ankle  edema.  The  heart  and  lungs 
were  negative  except  for  tachycardia.  Blood 
pressure  was  120/60,  but  it  is  said  she  had 
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previous  hypertension,  so  this  may  have  been 
a little  bit  low. 

Her  urine  showed  some  white  and  red  cells, 
and  a trace  of  albumin.  Study  of  the  urinary 
sediment  showed  Gram  negative  rods,  so,  I 
think  we  have  to  assume  that  she  did  indeed 
have  a urinary  tract  infection.  The  culture 
grew  E.  Coli.  She  had  a mild  anemia  and  a 
very  severe  leukocytosis.  BUN  was  38  mg%. 

We  also  have  a series  of  radiologic  findings 
of  the  kidneys  which  will  be  shown  in  a few 
minutes  by  Dr.  Glenn.  The  gist  of  these  re- 
ports was  that  the  pyelogram  did  not  show 
very  good  concentration  of  dye,  but  there 
was  a delayed  appearance  of  the  dye,  or 
nephogram  effect.  I presume  this  simply  means 
delayed  excretion.  An  infusion  pyelogram 
was  done  and  on  this  there  was  enough  excre- 
tion to  determine  that  the  kidneys  were  of 
normal  size.  There  were  no  deformities  of 
the  outline.  The  right  collecting  system  ap- 
peared normal  and  subsequently  on  the  retro- 
grade pyelogram,  the  left  collecting  system 
also  appeared  normal.  We  seem  to  have  evi- 
dence that  the  kidneys  were  not  contracted, 
and  there  was  no  obstruction  and  no  evidence 
of  hydronephrosis  or  stones.  At  the  same 
time,  upright  and  decubitus  films  of  the  abdo- 
men showed  dilated  stomach  and  intestines 
indicating  some  ileus,  but  most  importantly, 
extensive  retroperitoneal  air.  The  protocol, 
and  apparently  the  x-ray  report,  says  “retro- 
peritoneal air  on  both  sides”.  It  would  be 
unusual  to  have  an  abscess  that  extended  across 
the  midline.  I looked  at  these  films  with  Dr. 
Weidner  and  neither  of  us  could  see  any  air 
except  on  the  left.  I wonder  if  there  really  is 
any  air  on  the  other  side.  However,  there  is 
extensive  retroperitoneal  air  on  the  left  all  the 
way  from  the  diaphragm  down  to  the  pelvis 
dissecting  very  widely.  It  was  obvious  she  had 
an  extensive  retroperitoneal  abscess.  This  was 
drained.  The  culture  showed  Klebsiella  group 
and  Proteus.  If  this  were  connected  with  the 
urinary  tract,  the  Klebsiella  was  probably 
aerobacter. 

She  was  treated  with  Chloramphenicol  and 
penicillin  and  at  first  appeared  to  improve,  but 


she  then  developed  hyponatremia,  hypokale- 
mia and  some  acidosis.  This  responded  to 
hypertonic  saline,  but  when  she  was  given 
hypertonic  saline,  she  became  dyspneic  and 
seemed  to  have  more  heart  failure.  She  pre- 
viously had  been  taking  digitalis. 

The  BUN  rose  somewhat  in  spite  of  a good 
urine  output.  Dr.  Moon  subsequently  told  me 
that  she  had  some  rales  in  the  right  base  at 
this  time  and  I think  on  one  of  the  late  chest 
x-rays,  there  is  some  infiltrate  in  the  right  base. 
She  may  have  developed  pneumonia  in  addi- 
tion to  heart  failure. 

About  this  time,  she  was  found  to  be  in 
rather  severe  acidosis  with  a pH  of  7.19.  The 
serum  bicarbonate  of  19  mEq/ml  with  a 
pC02  of  51  mm  Hg  indicates  that  she  had  a 
combined  metabolic  and  respiratory  acidosis. 
Since  this  woman  was  in  the  midst  of  rather 
severe  sepsis  and  there  is  not  enough  evidence 
of  renal  disease  to  look  for  a renal  acidosis,  I 
imagine  she  had  some  degree  of  lactate  acidosis 
on  which  was  superimposed  a respiratory  aci- 
dosis connected  with  her  difficulty  in  breath- 
ing. Some  blood  gas  levels  are  given.  The 
pC02  was  101  mm  and  arterial  oxygen  satura- 
tion was  98%.  Both  are  perfectly  normal. 
This  could  not  have  been  possible  unless  she 
were  receiving  oxygen.  I inquired  of  Dr. 
Moon,  who  confirmed  my  suspicion  that  she 
was  receiving  oxygen  at  this  time. 

She  was  given  diuretics  with  some  improve- 
ment in  her  breathing,  but  her  fever  continued. 
She  was  changed  to  Coly-Mycin,  but  failed  to 
improve  and  died  about  13  days  after  admis- 
sion. 

The  main  line  of  this  does  not  sound  too 
difficult.  It  seem  that  this  is  a woman  who 
had  a urinary  tract  infection  which  extended 
to  the  perinephric  space  with  a perinephric 
abscess  and  that  this  spread  widely  retroperi- 
toneally.  She  had  ileus,  Gram  negative  sep- 
ticemia and  died.  But  there  are  some  disturb- 
ing features.  In  the  first  place,  why  did  she 
do  so  badly?  We  must  ask  if  there  were  an 
underlying  condition  of  the  patient  that  per- 
mitted the  infection  to  progress  unchecked 
over  a rather  short  time.  Did  the  retro- 
peritoneal abscess  really  come  from  the 
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kidneys?  When  I looked  at  the  x-rays  with 
Dr.  Weidner,  he  said  that  the  kidney  outline 
was  quite  distinct  on  the  left  and  the  psoas 
shadows  appeared  normal.  He  thinks,  and  this 
is  where  the  x-rays  are  so  important,  that  a 
perinephric  abscess  would  be  unlikely  under 
these  circumstances.  Well,  if  that  were  so, 
where  else  could  all  this  retroperitoneal  abscess 
come  from?  It  might  come  from  the  GI  tract, 
I suppose.  There  is  neither  history  nor  phys- 
ical findings  to  point  to  this  source.  The  ileus 
seemed  to  be  secondary  to  sepsis  in  the  pos- 
terior retroperitoneal  area.  She  might  have 
had  a lesion  in  the  bowel.  She  could  have  had 
an  abscess  in  the  abdomen.  She  may  have  had 
an  infarction  of  the  bowel  with  infection 
which  spread  to  the  retroperitoneal  space,  but 
there  is  really  nothing  to  suggest  this.  I sup- 
pose since  she  had  a Gram  negative  septicemia, 
the  retroperitoneal  abscess  could  be  blood- 
borne.  She  could  have  had  adrenal  hemorrhage 
with  rupture.  Septic  infarction  of  the  adrenals 
could  perhaps  lead  to  abscesses  in  this  area. 
We  do  not  really  have  much  information  to 
support  any  of  these  diagnoses. 

Let  us  consider  how  much  previous  renal 
disease  she  had.  I do  not  think  this  woman 
had  much  prior  renal  disease.  Her  kidney 
outlines  are  of  normal  size.  If  we  consider  her 
general  condition,  the  BUN  was  not  much 
elevated.  It  did  go  up,  but  the  creatinine  never 
went  up  very  much.  I believe  she  did  have 
pyelonephritis.  There  was  very  little  protein 
in  the  urine,  so  it  seems  unlikely  that  she  had 
glomerulonephritis.  With  hypertension  and 
a diabetic  glucose  tolerance,  there  may  be  evi- 
dence for  diabetic  glomerulosclerosis.  But 
there  was  hardly  enough  albumin  to  think  she 
had  very  serious  glomerulosclerosis. 

What  about  the  nephogram  effect  or  de- 
layed excretion  of  dye?  This  usually  reflects 
impairment  of  blood  flow  through  the  kid- 
neys. I think  this  woman  must  have  had  some 
degree  of  arteriolar  nephrosclerosis  associated 
with  her  previous  hypertension.  She  never  was 
hypotensive,  but  in  relation  to  her  earlier 
hypertension,  I wonder  if  she  was  not  rela- 
tively hypotensive  and  with  this  and  the  de- 
hydration, I think  there  was  enough  func- 


tional impairment  of  the  circulation  of  the 
kidneys  in  addition  to  the  arteriolar  nephro- 
sclerosis to  account  for  the  nephrographic 
effect. 

We  have  not  yet  answered  the  question  of 
why  this  lady  did  so  badly.  Why  did  this  in- 
fection get  out  of  control?  We  have  covered 
what  seem  to  be  the  main  features  of  the  case. 
If  we  now  go  back  over  the  protocol,  can 
we  find  any  other  clues? 

First  of  all,  the  trouble  began  after  a cataract 
operation.  Could  this  have  been  the  portal 
of  entry  for  an  infectious  agent  which  lead 
to  bacteremia,  and  localization  in  the  retro- 
peritoneum?  This  seems  unlikely.  Her  post- 
cataract-operation course  was  uneventful.  She 
had  been  home  a week  when  all  these  symp- 
toms began,  so  it  is  hard  for  me  to  believe  the 
eye  was  the  entry  point  of  her  infection.  I 
wondered  if  the  cataracts  themselves  were  any 
clue.  In  a 57-year-old  woman,  I doubt  it. 
Cataracts  certainly  are  common  enough  at 
this  age.  Naturally  we  think  about  diabetes, 
which  apparently  she  had  in  a mild  form,  and 
hypoparathyroidism  as  causes  of  cataracts,  but 
neither  one  of  these  seem  particularly  relevant 
here,  so  I get  no  help  from  this.  The  family 
history  of  tuberculosis  does  not  seem  relevant. 
Certainly  this  sort  of  infection  does  not  seem 
to  me  to  be  related  to  tuberculosis  in  any  way. 

We  are  told  several  other  things.  She  had 
had  hypertension  for  several  years.  She  was 
apparently  on  digitalis,  so  I would  guess  she 
had  had  fairly  severe  hypertensive  cardiovas- 
cular disease.  She  had  had  a previous  stroke. 
Her  glucose  tolerance  test  was  mildly  diabetic. 
There  is  a statement  in  the  protocol  that  she 
had  always  been  very  nervous  and  had  had 
shock  treatments.  It  says  the  father  was  very 
nervous  too.  If  these  were  clues,  they  did  not 
help  me  very  much.  Then  there  are  some 
clinically  significant  things.  She  had  had  easy 
bruising  for  a year  and  a half,  and  she  was 
observed  to  have  spontaneous  ecchymoses. 
These  were  apparently  of  sufficient  impor- 
tance to  lead  to  studies  of  the  platelets,  bleed- 
ing and  clotting  times.  These  were  normal 
except  the  clotting  times  were  slightly  in- 
creased. 
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Then  we  come  to  the  statement  that  she 
was  well  nourished  and  florid-faced.  I think 
Dr.  Moon  is  trying  to  tell  me  something  or 
maybe  he  is  trying  to  lead  me  down  a prim- 
rose path,  but  he  has  certainly  thrown  some 
bait  out  there.  With  all  of  this,  we  have  to 
think  of  Cushing’s  syndrome.  This  lady  had 
many  symptoms  that  might  fit  this  syndrome. 
Her  abdomen  was  protuberant,  but  if  she  had 
ileus,  I do  not  think  this  means  very  much  and 
no  striae  were  mentioned.  A diagnosis  of 
Cushing’s  syndrome  might  explain  several 
things.  Certainly,  these  patients  are  much  more 
susceptible  to  infection  and  to  uncontrollable 
spread  of  infection,  so  if  she  did  have  Cush- 
ing’s, it  might  be  a clue  as  to  why  this  infec- 
tion progressed  to  its  fatal  conclusion. 

Can  we  make  a diagnosis  of  Cushing’s  on 
the  data  that  we  have  here?  We  certainly  can- 
not! Nobody  can  be  said  to  have  Cushing’s 
because  they  have  a florid  face,  hypertension 
and  diabetes.  We  require  much  more.  If  she 
had  red  striae  or  hirsuitism  or  some  of  the 
definite  signs,  we  would  come  closer  to  think- 
ing that  she  really  had  it.  All  I can  say  is 
that  Cushing’s  syndrome,  at  this  point,  is  some- 
thing that  definitely  should  enter  into  our 
thinking  with  the  data  that  we  are  given.  I 
wanted  to  know  what  the  adrenal  glands 
looked  like  on  x-ray,  so  I went  to  Dr.  Weidner 
and  looked  at  the  x-rays. 

I think  at  this  point,  because  there  is  so 
much  importance  attached  to  the  x-rays,  that 
we  might  ask  Dr.  Glenn  if  he  would  show 
them  to  us. 

James  Glenn , M.D.:  The  first  film  is  the 
chest  film  taken  the  day  after  admission.  It 
reveals  that  the  heart  was  at  the  upper  limits 
of  normal  size.  The  lungs  were  clear  except 
at  the  left  lateral  costophrenic  angle,  where 
there  was  a small  pleural  reaction,  and  some  of 
it  extended  along  the  lower  left  lateral  chest 
wall.  Subsequent  films  also  indicated  that  there 
was  a small  amount  of  pleural  fluid.  The  lungs 
were  otherwise  clear. 

The  lateral  film  on  the  same  date  revealed 
prominence  of  the  heart  in  the  left  ventricular 
region.  This  film  also  showed  some  blunting 


of  the  left  posterior  costophrenic  angle  due 
to  pleural  fluid.  The  spine  showed  no  evi- 
dence of  biconcave  deformity  or  compressed 
vertebrae  that  you  may  see  in  Cushing’s  dis- 
ease. 

The  chest  film  taken  two  days  prior  to 
death  showed  that  an  alveolar  infiltration  had 


Fig.  1.  X-ray  of  abdomen  with  retroperitoneal  gas 
shadow  outlining  left  kidney. 


developed  in  the  right  lower  lung  field.  This 
alveolar  infiltration  was  probably  due  to  pneu- 
monia. Pulmonary  infarction  was  also  con- 
sidered, but  thought  less  likely. 

The  plain  film  of  the  abdomen  showed  the 
retroperitoneal  gas  on  the  left  (Fig.  1)  in  the 
region  of  the  left  kidney.  The  upper  pole  of 
the  left  kidney  could  be  seen  fairly  easily,  but 
the  lower  pole  was  only  faintly  visualized.  The 
left  kidney  appeared  to  be  approximately  nor- 
mal in  size.  Gas  over  and  around  the  kidney 
had  a mottled  appearance.  Gas  also  was  pres- 
ent farther  down  in  the  retroperitoneal  region 
overlying  the  pelvis.  On  the  right  side  of  the 
abdomen,  there  was  no  definite  sign  of  gas. 
Most  of  the  gas,  if  not  all,  appeared  to  be  in 
the  left  retroperitoneum.  The  right  kidney 
was  better  outlined  than  the  left  and  also  was 
of  normal  size. 
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On  intravenous  pyelography,  there  was  no 
definite  visualization  of  contrast  material  in 
either  kidney  at  five  minutes. 

Voice  from  Audience:  Was  there  air  on 
the  right  side? 

Dr.  Glenn:  In  the  region  of  the  kidney?  I 
am  not  sure.  It  could  be  interpreted  as  gas, 
but  I think  more  likely  there  was  none.  It 
may  just  be  fat  around  the  kidney.  The  pa- 
tient is  quite  obese.  I cannot  definitely  rule 
out  gas  on  the  right. 

The  15 -minute  film  revealed  some  visuali- 
zation of  contrast  material  in  each  upper  col- 
lecting system.  It  was  better  visualized  in  the 
right  kidney.  The  left  kidney  was  not  so  well 
visualized,  but  there  was  one  spot  of  contrast 
material  that  was  probably  in  a calyx,  and  the 
pelvis  is  very  faintly  visualized  at  15  minutes. 


Fig.  2.  X-ray— IVP  at  l/z  hours  showing  visualization  of 
kidney  and  possibly  outline  of  adrenals. 


An  hour  and  a half  after  injection  of  the 
contrast  material,  there  was  somewhat  better 
visualization  (Fig.  2).  I am  not  sure  you  can 
see  it  on  the  projection,  but  we  saw  the  pelvis 
on  the  left.  This  calyx  we  saw  before  and 
there  may  be  seen  one  other  calyx.  After  this 


interval,  the  right  side  was  better  visualized. 
The  pelvis  and  a few  calyces  were  visible. 
From  this  film,  we  can  get  an  idea  of  what 
may  represent  the  adrenal  glands.  They  are 
difficult  to  see,  but  the  outline  of  the  right 
adrenal  gland  appears  approximately  normal  in 
size.  On  the  left,  there  is  a suggestion  of  a 
density  that  could  be  the  gland.  If  it  is  the 
adrenal,  it  would  be  enlarged.  Also  its  con- 
figuration is  not  normal.  Usually  the  left 
adrenal  has  a semilunar  shape.  If  this  is  an 
enlarged  adrenal  gland,  the  abnormal  con- 
figuration would  be  more  compatible  with 
neoplasm  than  with  simple  hyperplasia.  The 
gas  due  to  the  retroperitoneal  abscess  has  a 
mottled  appearance,  and  so  is  less  helpful  than 
it  would  be  if  it  were  the  usual  retroperitoneal 
insufflation  of  gas  for  visualization  of  the  adre- 
nals. The  bones  seen  on  this  film  appeared 
normal  in  the  lumbar  spine  and  pelvic  region. 
We  saw  no  evidence  in  these  bones  to  support 
the  possibility  that  the  patient  had  Cushing’s 
disease. 

A left  retrograde  pyelogram  was  done  be- 
cause of  the  poor  visualization  of  the  left  upper 
collecting  system.  On  retrograde  injection, 
there  was  approximately  normal  appearance. 
The  only  questionable  abnormality  was  a small 
projection  of  contrast  material  on  the  upper 
pole  which  might  have  represented  a small 
calyceal  diverticulum.  It  could  be  a tract  lead- 
ing to  an  abscess  cavity,  but  it  appeared  to  be 
small  and  the  contour  over  that  region  was 
well-visualized.  Probably  it  was  of  no  clinical 
significance. 

George  R.  Front , Jr.,  M.D.:  The  long  axis 
of  the  left  kidney  does  not  appear  normally 
oriented.  Instead  of  the  kidney’s  collecting 
system  lying  obliquely  with  the  upper  pole 
more  medial  than  the  lower,  the  position  of 
this  kidney  is  exactly  the  reverse.  This  is  the 
pyelogram  one  sees  with  an  enlarged  adrenal. 
I’m  not  saying  this  is  the  case  here,  but  it  is 
certainly  what  one  sees  with  an  adrenal  lesion. 

Dr.  Glenn:  In  the  calyces  of  which  I was 
speaking,  you  are  absolutely  right.  As  seen 
on  the  retrograde  pyelogram,  the  upper  por- 
tion of  the  left  pelvocalyceal  system  appears  to 
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be  rotated  laterally.  On  the  plain  films,  the 
left  kidney  was  not  so  definitely  rotated,  and 
we  got  the  impression  that  the  angulation  is 
approximately  normal.  When  the  calyces  were 
better  visualized  on  the  retrograde,  however, 
they  seemed  tipped  the  opposite  way  from 
normal.  This  suggests  that  there  is  something 
medial  to  the  upper  pole  of  the  left  kidney, 
pushing  it  laterally.  This  condition  would  be 
compatible  with  an  enlarged  left  adrenal  gland. 
But,  a retroperitoneal  abscess  can  also  cause 
rotation  of  the  kidney,  so  it  could  be  due  to 
the  abscess  and  not  necessarily  due  to  enlarge- 
ment of  the  adrenal  gland.  As  you  can  see, 
there  is  definitely  no  obstruction  of  the  left 
upper  collecting  system. 

On  the  basis  of  the  x-rays,  there  was,  as 
we  know,  a left  retroperitoneal  abscess,  but 
there  was  no  definite  evidence  that  this  origi- 
nated in  the  kidney.  Usually,  when  an  abscess 
does  originate  in  the  kidney,  the  kidney  will 
show  more  changes  in  the  calyces  and  pelvis. 
There  was  questionable  enlargement  of  the  left 
adrenal  gland  which  might  be  due  to  a neo- 
plasm. Among  other  considerations,  one  of 
the  most  common  causes  of  retroperitoneal 
gas  is  perforation  of  a colonic  diverticulum  in 
the  sigmoid  or  descending  portion.  This  would 
have  to  be  a strong  consideration.  A right 
retrograde  pyelogram  was  not  done. 

Dr.  Tucker:  You  can  understand  why  I 
wanted  to  see  the  x-rays,  but  maybe  the  car- 
rot on  the  stick  is  luring  me  way  out  onto  the 
end  of  the  limb.  It  so  happens  that  when  Dr. 
Weidner  and  I looked  at  these  x-rays,  he 
thought  that  the  right  adrenal  gland  was  en- 
larged and  I thought  so  too.  With  this  sort 
of  encouragement,  I think  this  patient  did  have 
Cushing’s  syndrome  and  I would  be  inclined 
to  guess  that  it  was  due  to  bilateral  adrenal 
hyperplasia  rather  than  tumor,  although  this, 
of  course,  is  impossible  to  tell  without  any 
steroid  or  functional  tests,  suppression  tests, 
etc.  I think  that  she  had  Cushing’s  syndrome 
and  her  illness  must  have  begun  with  pyelo- 
nephritis, and  that  she  developed  a Gram  neg- 
ative septicemia.  I thought  originally  that  she 
probably  developed  a perinephric  abscess 


which  had  ruptured  or  extended  into  the 
retroperitoneal  space,  but  I am  being  lured 
away  from  this  diagnosis  because  everybody 
tells  me  the  kidney  looks  normal,  the  psoas 
muscle  looks  normal  and  doesn’t  look  like  she 
had  a perinephric  abscess. 

She  might  have  had  a ruptured  diverticulum 
or  almost  anything  else.  On  that  possibility, 
there  is  absolutely  no  information.  I will 
propose  that  as  a result  of  septicemia,  she  had 
hemorrhages  into  the  adrenal  glands  with  sep- 
tic infarction  and  rupture.  The  source  of  the 
abscess  was  from  the  adrenal  glands.  I think 
that  she  did  have  hypertensive  cardiovascular 
disease.  The  kidneys  will  show  arteriolar 
nephrosclerosis  and  perhaps  she  did  have  a 
pneumonia  although  that  may  have  cleared  by 
the  time  she  died. 

Dr.  Trout:  There  is  one  thing  about  peri- 
nephric abscesses  that  I would  like  to  point 
out,  if  I may,  since  there  has  been  considerable 
discussion  about  it  at  this  meeting.  Let  us 
visualize  what  happens  when  an  infection  of 
the  kidney  actually  goes  through  either  the 
renal  pelvis  or  the  renal  parenchyma.  The 
infection  is  caught  in  Gerota’s  fascia  and  so 
that  early  before  this  fascial  barrier  finally 
yields  to  the  infectious  process,  we  may  see 
radiographic  evidence  of  a greatly  enlarged 
kidney.  Eventually,  if  nothing  is  done,  the 
infection  will  rupture  through  Gerota’s  fascia 
and  go  down  along  the  ureter.  I think  about 
three  or  four  weeks  ago,  we  actually  had  a 
patient  with  a perinephric  abscess  and  it  pre- 
sented, as  tuberculous  abscesses  used  to  present 
classically,  in  the  groin.  It  had  gone  down 
along  the  psoas  muscle. 

Dr.  Moon : Is  that  your  diagnosis,  Dr. 
Prout? 

Dr.  Prout:  No  one  has  described  what  the 
abscess  was  like  that  was  drained  or  where  it 
was  drained  or  anything  else.  It  would  seem 
to  me  that  the  diagnosis  of  diverticulitis  with 
rupture  retroperitoneally  would  be  a reason- 
able one. 

Dr.  Moon:  Thank  you,  Dr.  Prout.  Pathol- 
ogy on  the  case  today  is  to  be  presented  by 
Dr.  Goodale. 
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Discussion  of  Pathology 

Fairfield  Goodale,  M.D.:  For  the  purposes 
of  discussion,  I think  that  we  can  divide  into 
three  parts  the  series  of  calamitous  events  that 
occurred  to  this  lady;  the  terminal  event,  and 
then  what  I have  chosen  to  call  the  precepitat- 
ing  illness,  and  then  the  underlying  disease 
process.  As  we  pass  from  event  to  event,  it 
becomes  increasingly  complex  and  I feel  that 
I am  on  slightly  slippery  ground  when  we 
reach  the  last  stage. 

The  lungs  were  normal  at  the  time  of  au- 
topsy. There  was  no  evidence  of  pneumonia 
remaining.  This  had  apparently  been  cured, 
if  it  had  been  there  at  any  time.  The  heart 
did  show  evidence  of  hypertension.  It  weighed 
450  gm  and  the  left  vetricle  was  1.6  cm  in 
thickness,  definitely  indicating  hypertrophy. 
There  were  125  ml  of  fluid  in  the  left  pleural 
space  as  you  saw  on  the  x-ray.  She  had  one 
solitary  gallstone. 

The  terminal  event  was  the  inhalation  of  a 
mass  of  material  into  the  trachea  where  it  was 
impacted.  I believe  it  came  from  the  esopha- 
gus. You  will  remember  that  she  had  been 
vomiting.  I think  that  she  aspirated  as  the 
terminal  event.  The  histologic  sections  of 
this  bolus  of  tissue  show  evidence  of  a great 
deal  of  squamous  epithelium  in  it  with  a lot 
of  keratonized  material  and  I think  that  it  is 
reasonable  to  assume  that  this  was  of  esopha- 
geal origin. 

You  will  remember  that  she  had  a cerebro- 
vascular accident  several  years  ago  with  ap- 
parently not  much  in  the  way  of  residual  dis- 
ability. There  was  an  old  infarct  in  the  right 
motor  cortex. 

There  was  a retroperitoneal  abscess  on  the 
left  side  measuring  20  cm  in  north  and  south 
direction  and  extending  laterally  all  the  way 
from  the  pelvic  rim  almost  to  the  midline.  I 
was  going  to  call  this  of  renal  origin,  but  Dr. 
Prout  undercut  me  slightly.  I am  not  sure  of 
its  source.  There  were  no  diverticula  in  the 
colon.  This  abscess  abutted  the  renal  capsule 
on  the  left,  but  it  was  at  least  3 cm  away  from 
the  bowel  wall  at  any  point.  For  these  reasons 
I have  chosen  to  believe  this  was  of  renal  ori- 
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gin,  although  I cannot  rule  out  origin  else- 
where. There  was  no  evidence  of  infarction 
or  infection  of  the  adrenal  glands. 

The  kidneys  were  of  normal  weight.  There 
was  some  evidence  of  mild  healed  pyelo- 
nephritis. There  was  also  a fine  granularity 
indicative  of  arteriolar  nephrosclerosis,  which 
one  would  expect  to  find  with  the  hyperten- 
sive history.  There  was  neither  gross  nor 
microscopic  evidence  of  a severe  acute  pyelo- 
nephritis. No  abscesses  were  present  in  the 
parenchyma. 

There  was  a mild,  subsiding  pyelonephritis. 
I am  sure  from  the  history  of  the  urinary 
findings  that  she  did  have  a severe  renal  infec- 
tion, but  that  is  not  present  at  the  time  of 
autopsy.  I presume  that  this  had  been  cleared 
by  the  antibiotics  that  she  was  given.  She  also 
had  scattered  deposits  of  calcium  throughout 
the  kidney.  This  was  not  in  anyway  severe, 
but  was  clearly  present. 

So  much  for  the  precipitating  illness  and 
what  I believe  was  the  cause  of  her  death.  As 
Dr.  Tucker  proposed,  she  had  a septic  con- 
dition. Gram  negative  organisms  were  cul- 
tured out  of  her  blood  twice  shortly  before 
she  died.  She  had  small  areas  of  focal  necrosis 
in  her  liver  which  one  commonly  sees  with 
severe  sepsis,  and  the  infectious  and  necrotiz- 
ing processes  occurring  in  the  retroperitoneal 
abscess  were  still  very  active.  I think  her  over- 
whelming infection  was  the  precipitating  ill- 
ness. 

Now,  as  to  her  underlying  process.  She  had 
numerous  ecchymotic  areas  at  the  time  of 
autopsy.  During  life,  she  had  been  seen  by 
Dr.  Lyman  Fisher,  who  remarked  that  these 
ecchymoses  were  similar  to  those  seen  in  pa- 
tients given  large  amounts  of  steroids. 

She  had  osteoporosis  and  many  of  the  bony 
trabeculae  were  thinned  and  almost  diapho- 
nous. 

She  also  had  parathyroid  hyperplasia.  There 
were  two  parathyroids  identified;  one  was 
about  half  again  normal  size  and  the  other 
was  about  three  times  normal  size.  Both  of 
them  had  undergone  secondary  hyperplasia. 

This  patient  also  had  evidence  of  hyper- 
plasia of  the  pancreatic  islets.  There  was  nesi- 
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dioblastosis,  or  the  transformation  of  acinar 
into  islet  tissue,  and,  although  this  was  not 
marked,  this  was  also  a clear  cut  finding 
related  to  the  endocrine  system. 

The  right  adrenal  was  larger  than  the  left 
and  within  the  right  gland  was  an  adrenal 
adenoma  4 cm  in  diameter  (Fig.  3).  There 


Fig.  3.  Gross  photo  of  adrenal  cortical  adenoma. 


was  another  adenoma  half  that  size  within  the 
cortex  of  the  left  adrenal.  Microscopically, 
both  these  adenomas  were  made  up  of  cells 
morphologically  characteristic  of  the  adrenal 
cortex. 

To  call  this  Cushing’s  syndrome,  as  we  will, 
it  is  essential  to  find  Crooke’s  hyaline  changes 
in  the  pituitary.  Crooke,  a London  patholo- 
gist, wrote  his  original  paper  describing  the 
distinctive  hyaline  pituitary  change  in  1935. 
The  process  begins  in  the  pituitary  basophils 
as  fine  granulations  and  progresses  to  a hya- 
linization  which  gathers  in  perinuclear  loca- 
tions and  displaces  normal  basophil  granules 
which  eventually  disappear  altogether.  Also, 
in  Cushing’s  syndrome,  hyperplasia  of  the 
pituitary  basophils  is  often  found.  Both  of 
these  findings  are  present  in  this  case. 

I think  then  that  this  patient  has  enough 
of  the  characteristics  to  make  a diagnosis  of 
Cushing’s  syndrome.  Nowhere  in  the  chart 
did  I find  anything  which  describes  the  obesity 
as  being  other  than  the  usual  type.  Her  weight 
was  said  to  be  170  pounds.  At  autopsy,  the 


obesity  was  primarily  abdominal  and  no  striae 
were  found.  There  was  no  hirsuitism  men- 
tioned in  the  chart.  There  was  no  mention  of 
a buffalo  hump.  She  was  hypertensive  and 
osteoporotic. 

The  fasting  blood  sugar  that  we  have  sug- 
gests that  she  may  have  had  diabetes.  She  had 
the  ecchymoses  and  apparently  the  suscepti- 
bility to  infection,  the  florid  facies  and,  of 
course,  she  had  been  hysterectomized  several 
years  ago. 

I think  it  is  always  of  interest  to  look  back 
occasionally.  Fulton’s  biography  of  Cushing 
includes  the  following  provocative  comment: 
“For  those  who  believe  that  the  originality  of 
most  men  reaches  its  peak  before  the  age  of 
40  and  that  it  would  be  a good  thing  if  most 
of  us  were  chloroformed  at  60,  it  is  a fact  of 
some  significance  that  one  of  Cushing’s  most 
original  single  contributions  to  clinical  medi- 
cine was  made  in  his  sixty-third  year  as  he 
was  about  to  retire.”  There  is  hope  for  us  all 
yet. 

What  remains  to  be  explained  is  the  hyper- 
plasia of  the  other  endocrine  organs,  the  para- 
thyroid and  pancreas.  I was  discussing  this 
with  Dr.  Lurie  and  he  mentioned  that  Dr. 
Wermer  had  described  a polyglandular  syn- 
drome in  which  there  were  either  adenomas 
or  hyperplasia  of  the  pituitary,  the  adrenal, 
pancreas  and  parathyroid.2  This  was  often 
associated  with  peptic  ulceration,  which  this 
patient  did  not  have,  and  is  usually  genetic  or 
familial.  There  was  no  investigation  of  the 
family  in  this  case,  and  I simply  bring  this  up 
as  something  I would  like  to  hear  Dr.  Tucker 
comment  on. 

Dr.  Moon:  Dr.  Tucker,  would  you  like  to 
make  any  closing  comments? 

Dr.  Tucker:  Maybe  we  are  justified  in  say- 
ing that  this  is  Cushing’s  syndrome,  but  it  is 
hard  to  be  dogmatic  without  any  knowledge 
of  the  steroid  levels.  The  adenomas  of  the 
adrenals  give  you  pretty  strong  evidence  that 
she  had  Cushing’s.  I think  the  really  clinch- 
ing thing  is  the  hyaline  changes  in  the  pitui- 
tary basophils  which,  as  all  of  you  probably 
know,  are  the  result  of  the  high  cortisol  levels. 
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Cushing  originally  thought  that  these  were  the 
cells  that  were  making  the  ACTH  which 
caused  the  syndrome,  but  we  know  now  that 
you  see  the  same  Crooke’s  changes,  or  hyaline 
changes,  in  the  pituitary  basophils  of  patients 
who  have  received  high  doses  of  a cortisone. 
They  are  a feed-back  effect  on  the  pituitary 
cells.  To  me  that  is  the  most  convincing  find- 
ing- 

I am  not  familiar  with  the  term  “Wermer’s 
syndrome”,  but  it  sounds  as  if  it  is  related  to 
the  polyendocrine  adenoma  syndrome  that  we 
do  know  about.  Nobody  knows  what  the 
cause  is,  but  there  are  multiple  adenomas  of 
the  parathyroids,  pancreas  and  certain  other 
glands  and  it  is  hard  to  relate  them  to  any 
common  cause.  To  my  knowledge,  nobody 
has  precisely  defined  this  syndrome.  If  ade- 
nomas can  develop  like  this,  there  might  be 
a pre-adenomatous  phase  of  hyperplasia.  I 
think  another  possible  explanation  of  the 
changes  in  the  pancreas  is  that  if  she  did  have 
Cushing’s,  steroids  are  known  to  be  antagonis- 
tic to  insulin.  Extremely  high  insulin  levels 
are  found  in  patients  with  Cushing’s  syndrome 
because  the  antagonism  of  the  steroid  to  the 
action  of  the  insulin  causes  compensatory 
hyperplasia  of  the  pancreatic  islet  cells.  The 
new  formation  of  islet  cells  from  ductal  cells 
could  be  the  result.  I would  have  no  explana- 
tion for  the  hyperplasia  of  the  parathyroids. 


It  is  still  a bit  puzzling  to  me  as  to  where 
the  retroperitoneal  abscess  came  from.  There 
does  not  seem  to  be  any  evidence  of  an  abdom- 
inal source.  It  may  have  extended  through  the 
kidney.  I don’t  know  if  you  can  get  infection 
extending  across  the  kidney  capsule  and  across 
the  fascia  without  any  visible  changes.  In  the 
absence  of  any  direct  renal  communication,  I 
would  wonder  if  the  abscess  could  have  re- 
sulted from  septicemia. 

Final  Anatomical  Diagnosis 

1.  Cushing’s  syndrome. 

P Wermer’s  syndrome. 

2.  Pyelonephritis,  mild,  subsiding. 

a)  Retroperitoneal  abscess,  drained. 

3.  Aspiration  of  esophageal  contents. 

4.  Cerebral  infarct,  healed,  right  motor 

cortex. 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Public  Health 


Solid  Waste  Disposal 

The  problem  of  the  proper  storage,  collec- 
tion, and  disposal  of  solid  waste  has  been  of 
great  concern  for  many  years  and  has  become 
increasingly  acute  in  the  past  decade.  An  in- 
crease in  population  and  solid  waste  produc- 
tion per  person,  a shift  toward  a more  urban 
society,  and  a trend  toward  use  of  single- 
service items,  coupled  with  spiraling  costs, 
have  severely  taxed  waste  disposal  resources 
of  the  local  communities.  There  is  every  in- 
dication that  these  present  increases  and  trends 
will  continue. 

There  are  many  small  and  large  manufactur- 
ing and  processing  plants  scattered  throughout 
the  State,  each  producing  some  kind  of  solid 
waste. 

Solid  waste,  if  not  properly  handled,  con- 
stitutes a public  health  hazard  by  furnishing 
breeding  media  for  flies,  food  and  harborage 
for  rats,  and  breeding  places  for  mosquitoes 
and  other  pests,  many  of  which  are  known  to 
be  involved  in  the  transmission  of  diseases  of 
man  and  animals.  Improper  burning  of  refuse 
contributes  to  the  air  pollution  problem  and 
creates  fire  hazards  and  the  destruction  of 
property.  Refuse  placed  on  the  land  can  result 
in  water  pollution.  Often  dumps  are  unsightly, 
they  smell  bad,  and  they  decrease  property 
values.  From  a public  health  and  aesthetic 
standpoint,  the  proper  disposal  of  solid  waste 
is  mandatory. 

In  the  past,  attitudes  of  the  general  public 
and  public  officials  toward  the  disposal  of  solid 
waste  have  been  characterized  by  apathy.  The 
controlling  factor  was  to  spend  only  as  much 
as  necessary  to  keep  complaints  to  a minimum. 
This  approach  has  been  more  prevalent  in  the 
lesser  populated  areas  because  of  the  avail- 
ability of  out-of-the-way  places  for  refuse 
disposal. 


Today  people  are  becoming  concerned  with 
the  quality  of  their  environment  and  are  de- 
manding that  solid  waste  be  properly  handled, 
and  the  so-called  out-of-the-way  places  are 
becoming  scarce. 

Because  mishandled  disposal  of  refuse 
creates  public  health  problems,  the  State 
Health  Department  has  been  concerned  with 
solid  waste  for  a number  of  years.  For  years 
its  program  was  one  of  promotion  and  per- 
suasion, and  many  improvements  resulted;  but 
with  the  increased  production  of  solid  waste 
in  recent  years,  such  a cooperative  approach 
became  increasingly  inadequate. 

The  1968  General  Assembly  created  a spe- 
cial legislative  committee  to  study  the  prob- 
lem. As  a result  of  this  study,  a bill  was 
enacted  into  law  by  the  1970  General  Assem- 
bly directing  the  State  Board  of  Health  to 
regulate  and  prescribe  the  method  or  methods 
of  solid  waste  disposal.  It  also  required  coun- 
ties, cities,  and  towns  to  submit  20-year  plans 
by  January  1,  1972.  Subsequently,  the  State 
Board  of  Health  adopted  regulations  which 
became  effective  April  1,  1971.  The  regula- 
tions fix  the  responsibility  for  the  proper 
disposal  of  solid  waste  on  the  county,  city,  or 
town  in  which  it  is  generated.  For  the  first 
time  the  tools  with  which  to  solve  the  problem 
are  available;  however,  the  additional  person- 
nel needed  to  carry  out  the  intent  of  the  law 
have  not  been  provided.  It  will  take  the  ef- 
forts and  coordination  of  state  and  local  gov- 
ernments, private  industry,  and  the  general 
public.  None  is  capable  of  doing  the  job 
alone.  Each  must  assume  his  logical  and 
equitable  responsibility  without  duplication  or 
conflict,  and  with  a maximum  of  cooperation 
and  collaboration.  Regional  solid  waste  man- 
agement systems  are  highly  desirable  and 
should  be  encouraged  within  the  framework 
of  existing  local  governments.  The  capabili- 
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ties  of  private  enterprise  should  be  fully  con- 
sidered in  developing  programs. 

Actually  there  are  only  two  methods  of 
solid  waste  disposal  that  are  acceptable  from 
a practical  standpoint  based  on  present  disposal 
technology.  One  is  incineration  to  reduce  the 
volume  with  a sanitary  landfill  to  dispose  of 
the  unburnables  and  ash,  and  the  other  is  the 
sanitary  landfill. 

Incinerators  are  expensive  to  build  and  oper- 
ate. The  proposed  air  pollution  standards  will 
be  difficult  and  costly  to  meet,  if  at  all  possible. 
The  sanitary  landfill  consists  of  placing  the 
refuse  in  or  on  the  land,  compacting  it,  and 
covering  it  each  day  with  a 6"  layer  of  earth. 
Because  of  its  reduced  cost  when  compared 
with  incineration,  it  will  be  the  method  of 
choice  for  most  communities  in  Virginia  for 
the  next  several  years.  There  are  limitations 
to  its  use.  There  must  be  suitable  land  avail- 
able within  reasonable  haul  distance,  there 
must  be  all-weather  access  to  the  site,  there 
must  be  sufficient  and  suitable  soil  available 
for  cover,  and  there  should  be  no  danger  of 
pollution  of  the  surface  and  ground  waters. 

The  State  Health  Department  evaluates  all 
sanitary  landfill  sites  and  collaborates  with  the 
State  Water  Control  Board,  and  if  the  sites 
are  satisfactory,  issues  permits.  After  July  1, 
1973,  it  will  be  illegal  to  operate  a solid  waste 
disposal  system  in  Virginia  that  has  not  been 
approved  by  the  State  Health  Department. 

A system  for  rural  counties  which  is  be- 
coming very  popular  is  the  container  system. 
This  consists  of  placing  4 to  6-cu.  yd.  con- 
tainers at  convenient  places  throughout  the 
county.  A mother  truck  visits  each  container 
twice  a week,  empties  it,  and  hauls  the  refuse 
to  a central  sanitary  landfill.  This  system 
offers  convenience  to  the  citizens  and  is  ideal 
for  rural  counties.  At  present,  there  are  six 
counties  in  Virginia  that  have  set  up  container 
systems,  and  about  25  more  are  in  the  process 
of  developing  plans  to  initiate  such  a program. 

In  the  urban  areas  of  the  State,  the  regional 
approach  has  much  merit.  Generally  the  core 
city  is  without  suitable  locations,  while  the 
surrounding  suburbs  may  have  land  which 
can  be  used.  By  cooperating  in  the  operation 
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of  a single  disposal  site,  all  concerned  can  save 
considerable  tax  money.  Cooperation  between 
cities  and  counties  has,  in  many  cases,  been 
strained;  but  in  the  field  of  solid  waste  dis- 
posal, this  is  one  area  where  getting  along  with 
one’s  neighbor  will  pay  off. 

A unique  method  of  solid  waste  disposal 
was  developed  at  Virginia  Beach.  In  this  low 
coastal  plain  where  there  are  no  hills,  a moun- 
tain has  been  built  out  of  domestic  solid 
wastes.  This  consisted  of  placing  one  sanitary 
landfill  on  top  of  another.  The  final  hill  was 
shaped  into  an  amphitheater  with  a soap  box 
derby  ramp  down  the  back.  It  is  kidney  shaped, 
900'  long,  300'  wide,  and  70'  high.  Earth 
for  cover  material  was  obtained  from  a borrow 
pit  which  is  now  flooded  forming  a lake  which 
is  the  background  for  the  amphitheater.  This 
method  has  three  advantages:  (1)  the  refuse 
was  placed  above  ground  thereby  protecting 
the  groundwater  which  is  very  close  to  the 
surface;  (2)  space  was  conserved,  as  the  area 
used  was  approximately  six  acres  whereas  in 
a normal  sanitary  landfill  50  to  60  acres  of  land 
would  be  needed;  and  (3)  a useful  facility  has 
been  created. 

There  has  been  much  propaganda  on  the 
recycling  of  solid  waste.  This  is  not  a new 
idea.  In  fact,  there  is  probably  less  recycling 
today  than  in  years  past.  It  seems  that  the 
more  affluent  the  society,  the  less  salvage  takes 
place.  There  is  no  question  but  that  it  is  right 
to  recycle  solid  waste  and  every  effort  should 
be  directed  toward  this  end.  The  main  rea- 
sons why  more  is  not  done  are  because  the 
salvaged  material  is  not  worth  the  cost  of 
reclaiming  it  and  there  is  no  market  for  it.  If 
and  when  it  becomes  profitable  to  recycle,  it 
will  be  done.  However,  even  if  carried  out  to 
the  Nth  degree,  there  will  always  be  some- 
thing to  dispose. 

In  a survey  made  1967-1970,  it  ^vas  revealed 
there  were  380  authorized  disposal  sites  in  the 
State,  plus  1 1 incinerators,  which  handled 
domestic  solid  waste.  Seventy-five  per  cent  of 
these  disposal  sites  were  operated  in  an  unsatis- 
factory manner.  Only  three  of  the  incinera- 
tors are  modern  and  even  these  might  not  be 
able  to  meet  air  pollution  standards.  In  addi- 
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Preliminary  Program 


125th  Meeting 

The  Medical  Society  of  Virginia 

Williamsburg  Conference  Center 
Williamsburg,  Virginia 
November  5-8,  1972 


SUNDAY,  NOVEMBER  5 

9:00  A.M. 

COUNCIL 
Room  C 


2:00  P.M. 

HOUSE  OF  DELEGATES 
Virginia  Room 


SPECIAL  EVENTS 

SUNDAY,  NOVEMBER  5 

Council,  The  Medical  Society  of  Virginia 
9:00  A.M.— Business  Session  (Room  C) 

12:00  Noon— Luncheon  (Room  B) 

Virginia  Society  of  Anesthesiologists 
10:00  A.M —Business  Meeting  (Room  F) 

1:00  P.M. —Luncheon  (Room  A) 

Southern  Medical  Association  Councilors 
12:00  Noon— Luncheon  (Room  G) 

House  of  Delegates,  The  Medical  Society  of  Vir- 
ginia 

2:00  P.M. —Virginia  Room 

International  College  of  Surgeons,  Virginia  State 
Surgical  Division 

5:00  P.M. — Business  Meeting  (Room  F) 

5:30  P.M. —Social  Hour  (Room  F) 

VaMPAC 

6:00  P.M. —Reception  (Foyer) 

7:30  P.M.— Banquet  (Tidewater  Room) 


MONDAY  MORNING,  NOVEMBER  6 
9:00  A.M. 

Section  " A — Auditorium 

Welcome  and  Preliminary  Announcements— Har- 
ry G.  Hager,  Jr.,  M.D.,  Chairman,  Committee 
on  Arrangements. 

Memorial  Service 

SCIENTIFIC  PROGRAM 

W.  Leonard  Weyl,  M.D.,  Arlington,  Presiding. 

9:00  A.M.— Panel  on  Medical  Education— 
Participants:  Warren  H.  Pearse,  M.D.,  Dean, 
Medical  College  of  Virginia,  Richmond; 
William  R.  Drucker,  M.D.,  Dean,  University 
of  Virginia  School  of  Medicine,  Charlottes- 
ville; and  Robert  T.  Manning,  M.D.,  Dean, 
Eastern  Virginia  Medical  School,  Norfolk. 

Each  Dean  will  discuss  current  programs 
of  interest  in  his  school. 

9:45  A.M.— Questions  and  Answers. 

10:00  A.M.— Panel  on  Peer  Review— Sponsored 
by  Virginia  Society  of  Internal  Medicine. 

This  Panel,  to  be  moderated  by  Thomas 
L.  Gorsuch,  M.D.,  Waynesboro,  will  treat 
peer  review  as  it  pertains  to  hospital  and  of- 
fice practice— emphasizing  the  role  of  the 
computer  in  both  peer  review  and  cost  con- 
trol. 


11:00  A.M. —Coffee  in  the  Exhibit  Hall 
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11:30  A.M.— Mobile  Coronary  Care  in  Char- 
lottesville and  Albemarle  County:  Pre- 
liminary Observations— R.  S.  Crampton, 
M.D.,  and  Invited  Speakers  J.  A.  Gascho, 
B.A.,  R.  H.  Harris,  Jr.,  M.D.,  and  F.  P. 
Hunter,  Jr.,  B.E.E.,  Charlottesville. 

An  ambulance  team  of  volunteer  rescue  and  hos- 
pital personnel  answered  96  cardiac  calls  over  the 
course  of  a year.  Fifty-one  (53.1%)  patients  en- 
tered a hospital  CCU,  21  (21.9%)  with  acute  myo- 
cardial infarction  and  15  (15.6%)  with  coronary 
insufficiency.  Ventricular  fibrillation  was  removed 
outside  hospital  in  four,  and  two  have  since  re- 
turned to  work.  Two  died— indicating  a hospital 
mortality  of  9.5%.  One  died  outside  the  hospital 
after  arrival  of  MCCU.  Thus  19  of  22  (86.4%)  pa- 
tients with  acute  myocardial  infarction  survived. 
A lower  mortality  for  acute  myocardial  infarction 
was  seen.  Existing  ambulances  and  personnel  were 
used;  new  equipment  cost  $3,900.  It  is  concluded 
that  prehospital  coronary  care  is  cheap  and  prac- 
ticable. 

11:45  A.M.— A Collaborative  Analysis  of  Car- 
diac Unit  Experiences— Lockhart  B.  Mc- 
Guire, M.D.,  Charlottesville. 

Since  1970  an  increasing  number  of  Virginia  hos- 
pitals have  submitted  uniform  records  on  all  pa- 
tients admitted  to  their  cardiac  intensive  care  units 
for  a collaborative  analysis  sponsored  by  Regional 
Medical  Programs.  Approximately  150  items  of 
medical  history,  EKG  and  laboratory  findings,  im- 
portant clinical  events,  treatment  methods,  and  out- 
comes for  each  patient  have  been  tabulated.  After 
18  months  of  operation  there  were  13  hospitals 
which  had  contributed  information  on  2,562  patients, 
of  whom  920  had  proven  myocardial  infarction. 

12:00  Noon— Medical  Mismanagement  of  Psy- 
chiatric Cases— M.  E.  Scott,  M.D.,  and  J. 
William  Giesen,  M.D.,  Radford. 

Over  a ten  year  period  of  psychiatric  practice, 
many  cases  of  mismanagement  of  people  with  psy- 
chiatric problems  have  been  observed.  Mismanage- 
ment can  be  categorized  as  follows:  (1)  Overmedi- 
cation or  the  use  of  wrong  medication  in  psychia- 
tric cases;  (2)  Elective  procedures  which  are  sched- 
uled at  a time  when  it  is  to  a patient’s  disadvantage 
in  his  psychiatric  illness;  (3)  Overexamination  of 
psychiatric  cases  in  an  attempt  to  establish  a medi- 
cal cause  for  psychiatric  illness;  (4)  Inadequate  ex- 
amination of  psychiatric  cases;  (5)  Overintimacy 
with  patients,  either  sexual  or  social  intimacies,  and 
(6)  Neglecting  confidentiality. 

Cases  representing  each  of  these  categories  are 
outlined  with  results  of  attempts  to  reconcile  the 
damage  whcih  has  been  produced  in  the  patient. 
Emphasis  is  placed  on  a better  working  relationship 
between  the  psychiatrist  and  other  physicians  in  an 


attempt  to  eliminate  or  to  appreciably  decrease  in- 
cidents of  medical  mismanagement. 

12:15  P.M.— General  Discussion. 

12:30  P.AL— Recess. 


11:30  A.M. 

Section  ##B## — Tidewater  Room 

Anthony  J.  Munoz,  M.D.,  Farmville,  Presiding. 

1 1: 30— Preoccupation  with  Weight  Control 

— Vamik  D.  Volkan,  M.D.,  Charlottesville. 

This  paper  deals  with  eating  problems  exhibited 
by  adult  psychiatric  patients  (as  in  anorexia  ner- 
vosa) and  explores  the  meaning  of  the  widespread 
concern  about  eating  or  not  eating.  Since  obses- 
sional preoccupation  with  issues  concerning  the  diet 
may  be  a symptom  of  a psychopathological  prob- 
lem, the  better  acquainted  the  general  practitioner 
is  with  the  meaning  and  motivations  that  underly 
it  the  better  able  he  will  be  to  diagnose  the  difficulty 
and  to  seek  psychiatric  consultation  when  it  is 
required. 

11:45  A.M.— Total  Hip  Replacement  and 
Its  Application  to  Various  Hip  Disorders 
—Joel  Andrew  Mason,  M.D.,  Norfolk. 

This  paper  deals  with  the  total  hip  replacement 
procedure  and  its  application  to  degenerative  joint 
disease,  rheumatoid  arthritis,  congenital  dislocation 
of  the  hip,  traumatic  arthritis  and  as  a salvage  pro- 
cedure in  hips  where  previous  surgery  and  prosthe- 
tics have  failed.  It  contains  a preliminary  report  of 
fifty  cases  which  began  in  June,  1970,  and  includes 
the  technique  employed,  as  well  as  a discussion  of 
the  results  and  complications.  Criteria  for  selection 
of  patients,  pre-operative  evaluation,  and  postopera- 
tive rehabilitation  program  are  included. 

12:00  Noon— Emergency  Management  of 
Finger  Injuries— Invited  Speaker— I.  Kel- 
man  Cohen,  M.D.,  Richmond. 

Thoughtful  emergency  care  of  finger  injuries 
helps  avoid  prolonged  morbidity  and  permanent 
disability  that  frequently  follow.  This  presentation 
will  discuss  (1)  evaluation  of  the  injured  digit,  (2) 
indications  for  timing  repair  of  digital  structures. 
(3)  management  of  ring  avulsion  injuries,  (4)  man- 
agement of  paronychia  and  felons,  and  (5)  soft 
tissue  coverage  after  digital  injuries. 

Emphasis  will  be  placed  on  the  common  compli- 
cations seen  with  these  injuries. 

12:15  P.M.— General  Discussion. 

12:30  P.M.— Recess. 
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MONDAY  AFTERNOON,  NOVEMBER  6 
2:00  P.M. 

General  Session — Auditorium 

Gerald  J.  Fisher,  M.D.,  Arlington,  Presiding. 

2:00  P.M.— Panel  on  Hodgkin’s  Disease  Man- 
agement—1972— Sponsored  by  American 
Cancer  Society,  Virginia  Chapter. 

Walter  Lawrence,  Jr.,  M.D.,  Richmond, 
Moderator. 

Participants:  Munsey  S.  Wheby,  M.D. 

(Medical  Oncology),  Charlottesville;  E. 
Richard  King,  M.D.  (Radiotherapy),  Rich- 
mond; Robert  J.  Faulconer,  M.D.  (Patholo- 
gy), Norfolk;  and  J.  Shelton  Horsley,  III, 
M.D.  (Surgery),  Charlottesville. 

Panel  members  will  briefly  discuss  latest 
developments  within  their  own  disciplines. 
A question  and  discussion  period  will  follow. 

3:30  P.M.— Adjourn. 


3:00  P.M. 

Reference  Committee  #1— Room  A 
Reference  Committee  #2— Room  B 
Reference  Committee  #3— Tidewater  Room 


SPECIAL  EVENTS 

MONDAY,  NOVEMBER  6 

VaMPAC 

7:30  A.M.— Breakfast— Board  of  Directors 
(Room  C) 

Virginia  Urological  Society 

1:00  P.M.— Luncheon— (Room  C) 

American  College  of  Physicians,  Virginia  Section 
1:00  P.M.— Luncheon  (Rooms  D-E) 

American  College  of  Radiology,  Virginia  Chapter 
1:00  P.M.— Luncheon  (Room  H) 

The  Medical  Society  of  Virginia 

6:30  P.M.— Cocktails  (North  Gallery) 

7:30  P.M.— Banquet  (Virginia  Room) 
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TUESDAY  MORNING,  NOVEMBER  7 
9:00  A.M. 

Section  " A " — Auditorium 

Duncan  S.  Owens,  Jr.,  M.D.,  Richmond,  Presid- 
ing. 

SCIENTIFIC  PROGRAM 

9:00  A.M.— Management  of  Urinary  Tract 
Infection,  Current  Concepts— Jay  Y.  Gil- 
lenwater,  M.D.,  Charlottesville. 

This  paper  will  describe  current  concepts  about 
use  of  “prophylactic  antibiotics”,  management  of 
recurrent  infections  in  children,  adult  females  and 
prostatitis  in  the  male.  The  use  of  antibiotics  in 
patients  with  various  impairments  of  renal  function 
will  be  included. 

9:15  P.M.— T-Strain  Mycoplasmas  in  Male 
Students  with  Nongonococcal  Urethritis 
—Invited  Speaker— Arnold  J.  Zedd,  3rd  Year 
Medical  Student,  Charlottesville. 

In  this  study  all  patients  and  controls  were  Uni- 
versity students  seen  at  the  Student  Health  Clinic 
of  the  University  of  Virginia  from  January  to  May, 
1971.  This  population  was  felt  to  be  as  homogeneous 
as  possible.  Nineteen  patients  with  N.G.U.  and  ap- 
propriate controls  were  cultured  while  symptomatic 
and  following  therapy. 

9:30  A.M.— New  Advances  in  Myasthenia 
Gravis— T.  R.  Johns,  M.D.,  Charlottesville. 

This  paper  will  emphasize  those  developments 
which  have  led  to  new  methods  of  treatment. 

9:45  A.M.— General  Discussion. 


10:00  A.M.— Coffee  in  the  Exhibit  Hall. 


10:30  A.M.— Panel  on  Family  Practice. 

Fitzhugh  Mayo,  M.D.,  Richmond,  and  Richard 
W.  Lindsay,  M.D.,  Charlottesville,  will  lead  a dis- 
cussion on  the  family  practice  programs  at  the  Med- 
ical College  of  Virginia  and  University  of  Virginia 
School  of  Medicine.  Directors  of  satellite  residency 
programs  will  round  out  a most  interesting  and  in- 
formative session. 

11:00  A.M.— Discussion  period. 

11:30  A.M.— Panel  on  Privileged  Communi- 
cations—Sponsored  by  Neuropsychiatric  So- 
ciety of  Virginia— John  Buckman,  M.D., 
Charlottesville,  Moderator.  Participants:  P. 
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Browning  Hoffman,  M.D.,  Charlottesville, 
and  Charles  Whitebread,  Associate  Professor 
of  Law,  University  of  Virginia  School  of 
Law,  Charlottesville. 

Panel  will  cover  Virginia’s  present  statute  and 
compare  it  with  those  of  other  states.  Suggestions 
will  be  made  as  to  how  our  Virginia  statute  could 
be  amended  to  the  benefit  of  both  physician  and 
patient. 

12:10  P.M.— Discussion  period. 

12:30  PAL— Recess. 


9:00  A.M. 

Section  "B" — Tidewater  Room 

John  A.  Owen,  Jr.,  M.D.,  Charlottesville,  Presid- 
ing. 

9:00  A.M.— State  Health  Department— 

Special  program  commemorating  the  100th 
Anniversary  of  its  founding. 

Symposium  on  Medical  Aspects  of  Sports— 

9:30  A.M. —Participants:  Robert  P.  Nirschl, 
M.D.,  Arlington,  and  Joseph  Gieck,  Head 
Trainer,  University  of  Virginia,  Charlottes- 
ville. 

This  symposium  will  deal  with  new  dimensions 
in  the  treatment  of  the  weekend  adult  athlete.  An 
over  all  discussion  of  the  following  athletic  treat- 
ment concepts  will  be  included:  (1)  relief  of  acute 
inflammation,  (2)  increase  of  power  and  flexibility 
of  muscular-skeletal  system,  and  (3)  diminution  of 
forces  placed  against  muscular-skeletal  system  by  in- 
crease of  skill  level  and  equipment  change.  Specific 
discussions  concerning  shoulder  bursitis,  tennis  el- 
bow and  knee  cartilage  programs  should  aid  in  the 
formation  of  good  practical  treatment  plans. 


10:00  A.M. —Coffee  in  the  Exhibit  Hall. 


Symposium:  The  Commonest  Infectious  Dis- 
ease (VD— What  Can  We  Do  About  This?) 
—Sponsored  by  Virginia  Ob/Gyn  Society. 

10:30  A.M  —Guest  Speaker— Nicholas  J.  Fi- 
umara,  M.D.,  M.P.H.,  Director,  Division  of 
Communicable  and  Venereal  Diseases,  De- 
partment of  Public  Health,  Boston,  Mass. 
11:00  A.M.— Epidemiology,  Is  It  Worth- 
while?— Invited  Speaker— Angelo  F.  Marino, 


M.D.,  Chief  Epidemiologist,  Norfolk  Health 
Department,  Norfolk. 

11:20  A.M.— Serologic  Tests  in  the  Diagno- 
sis and  Treatment  of  Syphilis— Harry 
Pariser,  M.D.,  Norfolk. 

11:35  A. M.— Questions  and  Answers. 


12:00  Noon— Recess. 


TUESDAY  AFTERNOON,  NOVEMBER  7 
2:00  P.M. 

General  Session — Tidewater  Room 

Gene  E.  Clapsaddle,  M.D.,  Vinton,  President. 

2:00  P.M.— Panel  on  Practical  Respiratory 
Care— Emergencies,  Respirators  and  Blood 
Gasses. 

James  P.  Baker,  M.D.,  Richmond,  Modera- 
tor. 

Panel  will  be  composed  of  staff  members  from  the 
Medical  College  of  Virginia  and  University  of  Vir- 
ginia School  of  Medicine. 

3:30  P.M.— Adjourn. 


SPECIAL  EVENTS 

TUESDAY,  NOVEMBER  7 

American  Association  of  Public  Health  Physi- 
cians, Virginia  Chapter 
7:30  A.M.— Breakfast  (Room  A) 

Virginia  Academy  of  Family  Physicians 
1:00  P.M.— Luncheon  (Virginia  Room) 
Virginia  Obstetrical  & Gynecological  Society 
1:00  P.M.— Luncheon  (Room  F) 

House  of  Delegates,  The  Medical  Society  of  Vir- 
ginia 

3:00  P.M.— Auditorium 

Medical  College  of  Virginia  Medical  Alumni  As- 
sociation 

6:00  P.M. —Reception  (North  Gallery) 

7:00  P.M.— Banquet  (Rooms  A,  B,  C) 
University  of  Virginia  Medical  Alumni  Associa- 
tion '> 

6:30  P.M. —Reception  and  Banquet  (Virginia 
Room) 

Election  Night  Party 

8:00  P.M.— Tidewater  Room 
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WEDNESDAY  MORNING,  NOVEMBER  8 
9:00  A.M. 

General  Session — Auditorium 

Edward  D.  Levy,  M.D.,  Norfolk,  Presiding. 

SCIENTIFIC  PROGRAM 

9:00  A.M.— Symposium  on  Newer  Concepts 
in  the  Management  of  Viral  Infections 
of  the  Skin— Sponsored  by  Virginia  Derma- 
tological Society. 

A thorough  discussion  of  the  subject  will  be  fol- 
lowed by  a question  and  answer  period. 


10:00  A.M. —Coffee  in  the  Exhibit  Hall. 


10:30  A.M.— Panel  on  Free  Medical  Clinics— 
George  M.  Bright,  M.D.,  Richmond,  Moder- 
ator. 

Participants:  John  Buckman,  M.D.,  Char- 
lottesville; Mark  Greenspan,  M.D.,  Norfolk; 
and  Robert  E.  Petres,  M.D.,  Richmond. 


Panel  members  will  discuss  free  clinics  in  their 
respective  areas.  Their  comments  will  be  followed 
by  a question  and  answer  period. 

11:30  A.M. —Assigned  Community  Practice— 
Participants:  John  A.  Owen,  Jr.,  M.D., 
Charlottesville;  Alan  Mackintosh,  M.D.,  Vi- 
enna; Robert  Reid,  M.D.,  Charlottesville; 
and  Peter  Shea,  3rd  Year  Medical  Student, 
Medical  College  of  Virginia,  Richmond. 

Panel  will  discuss  the  idea  that  two  years  of  as- 
signed community  practice  should  be  a requirement 
of  any  residency  program.  It  will  seek  to  answer 
the  question  as  to  whether  such  a requirement 
would  solve  the  shortage  of  primary  care  physicians. 

12:00  Noon— Adjourn. 


SPECIAL  EVENTS 
WEDNESDAY,  NOVEMBER  8 

Virginia  Diabetes  Association 

7:30  A.M. —Breakfast  (Room  A) 


SCIENTIFIC  EXHIBITS 
North  Ballroom 


MATERNAL  HEALTH  IN  VIRGINIA— Bureau  of 
Maternal  Health,  Virginia  State  Department  of  Health, 
Richmond. 

This  exhibit  gives  five  examples  of  television  commer- 
cials we  have  done  as  one  means  of  encouraging  wom- 
en to  seek  early  and  complete  prenatal  care. 

INJURIES  OF  THE  HAND  IN  ATHLETICS-Frank 
C.  McCue,  M.D.,  University  of  Virginia,  Charlottes- 
ville. 

CANCER  OF  THE  CERVIX-A  CURABLE  CANCER 
—American  Cancer  Society,  Virginia  Division,  Rich- 
mond. 

Emphasizes  the  role  that  early  diagnosis  plays  in  con- 
trolling cancer  of  the  cervix.  Stresses  the  importance 
of  the  Papanicolaou  test  in  detecting  cervical  cancer 
while  it  is  still  in  the  curable  stage.  Suggests  what  the 
physician  can  do  and  indicates  what  the  ACS  is  doing 
about  the  problem. 

CONGENITAL  AGANGLIONIC  MEGACOLON: 
THE  PICTURE  IN  INFANCY-Anthony  Shaw, 
M.D.,  University  of  Virginia,  Charlottesville. 
Congenital  aganglionic  megacolon  may  be  lethal  in 
infancy,  occurs  more  frequently  than  is  commonly 
appreciated,  and  is  often  unrecognized  until  port- 


mortem  examination.  This  exhibit  will  portray  the 
symptoms  and  sign  that  should  alert  the  physician  to 
the  possible  presence  of  the  disease.  The  diagnosis  can 
usually  be  made  on  clinical  grounds  and  is  supported 
by  barium  enema  examination.  Rectal  biopsy  is  neces- 
sary for  confirmation  prior  to  a definitive  procedure. 
The  various  surgical  procedures,  based  on  experience 
at  the  University  of  Virginia  Medical  Center  in  an  18- 
month  period  will  be  presented. 

PLUMBISM:  A PUBLIC  HEALTH  PROBLEM 
WHICH  CAN  BE  SOLVED-Norfolk  Health  De- 
partment, Norfolk. 

Distribution  of  lead  poison  cases  in  Norfolk  by  epi- 
demological  map  and  detection  clinic  sites,  including 
lead  poison  testing  Public  Health  Laboratory  equip- 
ment. Literature  appropriate  for  physician  education 
to  be  available. 

A NEW  APPROACH  TO  EARLY  DIAGNOSIS  OF 
BREAST  CANCER-Hans  Riddervold,  M.D.,  and 
Charles  D.  Teates,  M.D.,  University  of  Virginia,  Char- 
lottesville. 

Case  presentations  showing  the  use  of  physical  exam- 
ination, thermography,  and  mammography  in  the 
screening  and  early  detection  of  breast  cancer.  Early 
detection  increases  survival  significantly. 
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MEDICAID— WHO,  WHAT,  WHERE,  HOW? -The 
Virginia  Medical  Assistance  Program,  State  Depart- 
ment of  Health,  Richmond. 

To  augment  the  efforts  of  the  State  Department  of 
Health  in  continuing  education  about  Virginia’s  Medi- 
caid Program,  a medical  care  program  to  assist  phy- 
sicians and  their  patients  obtain  health  services. 

PROTECTING  THE  BATTERED  CHILD-Univer- 
sity  of  Virginia  Medical  Center  Committee  for  Child 
Protection,  Anthony  Shaw,  M.D.,  Chairman,  Char- 
lottesville. 

Child  abuse  in  rural  Virginia  is  a problem  of  greater 
magnitude  than  has  been  appreciated  in  the  past.  A 
multidisciplinary  committee  of  the  Medical  Center  has 
been  recently  formed  to  identify  abuses  and  neglected 
children  and  to  develop  effective  child  protection  serv- 
ices in  Central  Virginia.  The  exhibit  portrays  different 
manifestations  of  child  abuse,  illustrates  the  various 
clinical  and  radiographic  features  and  describes  the 
vital  and  innovative  role  of  the  Committee. 

ALLERGY  CONTROL  AND  HUMIDITY  CON- 
TROL TO  ASSIST  RESPIRATORY  MEMBRANE 
FUNCTION— Charles  S.  Sale,  M.D.,  Norfolk. 

This  exhibit  will  be  made  up  of  four  sections: 


Section  1— Normal  and  abnormal  respiratory  mem- 
brane: its  appearance  microscopically,  its  function  in 
good  health,  its  response  to  inhaled  allergic  agents  and 
its  response  to  overheated  dry  indoor  environmental 
air. 

Section  2— Allergy  control:  medical  control  with  anti- 
histamines, avoidance  of  antigenic  agents,  desensiti- 
zation. 

Section  3— Humidity  control:  measuring  relative  hu- 
midity, portable,  table  top,  console  and  central  hu- 
midifiers. 

Section  4— Results  obtained  with  1,452  patients. 

MEDICAL  X-RAY  PROTECTION— Bureau  of  Radi- 
ological Health,  FDA,  John  Villforth,  Bureau  Director, 
and  Samuel  Sperling,  Chief,  Info  Services,  Rockville, 
Maryland. 

This  exhibit  graphically  poses  the  problem  of  radia- 
tion exposure  to  patient  and  operator  from  medical 
diagnostic  radiology  and  depicts  practical  steps  by 
which  patient  exposure  can  be  reduced  without  sacri- 
ficing diagnostic  quality  of  the  radiograph.  Tech- 
niques include  adequate  collination,  filtration,  use  of 
shielding,  good  darkroom  processing,  patient  position- 
ing, optimal  film  speed,  etc.,  to  reduce  “retakes”.  Also 
to  be  displayed  is  a prototype  gonadal  shield  called 
“radiological  hot  pants”. 


TECHNICAL  EXHIBITS 
North  Ballroom 


ABBOTT  LABORATORIES,  North  Chicago,  Illinois 
BLUE  SHIELD  OF  VIRGINIA,  Richmond,  Virginia 
BRISTOL  LABORATORIES,  Syracuse,  New  York 

CARNRICK  LABORATORIES,  Cedar  Knolls,  New 
Jersey 

CIBA  PHARMACEUTICAL  PRODUCTS,  Summit, 
New  Jersey 

COMMERCIAL  INSURANCE  COMPANY,  Roanoke, 
Virginia 

DAVID  A.  DYER  INSURANCE  AGENCY,  Roanoke, 
Virginia 

ENCYCLOPAEDIA  BRITANNICA,  Chicago,  Illinois 
C.  B.  FLEET  COMPANY,  Lynchburg,  Virginia 

GENERAL  MEDICAL  CORPORATION,  Seaboard 
Surgical  Division,  Newport  News,  Virginia 

HERALD  PHARMACAL,  Bedford,  Virginia 


LAKESIDE  LABORATORIES,  Milwaukee,  Wisconsin 

ELI  LILLY  AND  COMPANY,  Indianapolis,  Indiana 

LITTON  BIONETICS,  Bethesda,  Maryland 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana 

THE  MEDICAL  PLAN  OF  VIRGINIA,  Richmond, 
Virginia 

MERCK  SHARP  & DOHME,  West  Point,  Pennsylvania 

WM.  P.  POYTHRESS  & COMPANY,  Richmond,  Vir- 
ginia 

A.  H.  ROBINS  COMPANY,  Richmond,  Virginia 

SANDOZ  PHARMACEUTICALS,  Hanover,  New  Jer- 
sey 

W.  B.  SAUNDERS  COMPANY,  Philadelphia,  Pennsyl- 
vania 

THE  STUART  COMPANY,  Wilmington,  Delaware 

SUTER  ASSOCIATES  RETIREMENT  PLANNING 
COMPANY,  Arlington,  Virginia 
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DELEGATES  TO  THE  1972  MEETING 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 


Where  no  name  is  listed 

it  is  indicative  that  no  dele- 

Delegates 

Alternates 

gate  or  alternate  was  reported  in  time  for  publication. 

Dr.  J.  E.  Prominski 

Dr.  A.  S.  Lineberger,  Jr. 

Delegates 

Alternates 

Dr.  N.  M.  Tart 

Dr.  W.  J.  Reardon 

ACCOMACK 

Dr.  D.  S.  Thorn 

Dr.  T.  M.  Wright 

Dr.  W.  A.  Eskridge 

Dr.  D.  F.  Fletcher,  Jr. 

FAUQUIER 

ALBEMARLE 

FLOYD 

Dr.  C.  H.  Gleason 

Dr.  J.  S.  Davis,  IV 

Dr.  L.  V.  Marshall 

Dr.  F.  C.  Bedsaul 

Dr.  W.  C.  McLean 

Dr.  R.  W.  Garnett,  Jr. 

Dr.  F.  E.  Taylor 

Dr.  C.  F.  Hunt 

FOURTH  DISTRICT 

Dr.  M.  S.  Wheby 

Dr.  L.  B.  McGuire 

Dr.  M.  C.  Wilhelm 

Dr.  A.  W.  Wyker 

FREDERICKSBURG 

ALEXANDRIA 

Dr.  W.  D.  Liddle,  Jr. 

Dr.  H.  L.  Earnhardt,  Jr. 

Dr.  F.  A.  Phillips 

Dr.  W.  Hollister,  Jr. 

ALLEGHANY-BATH 

Dr.  L.  E.  Southworth 

Dr.  R.  E.  Matson 
Dr.  J.  R.  McArtor 

Dr.  G.  N.  Chucker 

Dr.  A.  W.  Finestone 

Dr.  W.  J.  Ellis 

Dr.  J.  P.  Harnsberger 

HALIFAX 

Dr.  G.  L.  Fischer 

Dr.  W.  W.  Harris,  Jr. 

Dr.  D.  S.  Myers 

Dr.  R.  A.  Jones 

Dr.  M.  F.  Durfee 

Dr.  R.  H.  Gordon 

Dr.  W.  C.  Nunley 

AMHERST-NELSON 

Dr.  W.  E.  Vermilya 

HAMPTON 

Dr.  F.  C.  Robert 

Dr.  R.  F.  Clark 

ARLINGTON 

HANOVER 

Dr.  W.  D.  Dolan 

Dr.  H.  L.  Bastien 

Dr.  T.  L.  Kelly,  Jr. 

Dr.  J.  H.  Judson 

Dr.  M.  T.  Lowry 

Dr.  E.  S.  Wysor 

Dr.  R.  P.  Nirschl 

Dr.  T.  G.  McWilliams 

Dr.  W.  L.  Weyl 

Dr.  B.  C.  Snyder 

JAMES  RIVER 

AUGUSTA 

Dr.  W.  A.  Pennington 

Dr.  G.  Dyches 

Dr.  R.  N.  Snead 

Dr.  A.  C.  Whitley 

BEDFORD 

Dr.  J.  H.  Yeatman 

Dr.  T.  H.  Jennings 

LEE 

BOTETOURT 

Dr.  B.  H.  Owens 

Dr.  K.  D.  Taylor,  II 

BUCHANAN-DICKENSON 

LOUDOUN 

Dr.  B.  D.  Berry 

Dr.  R.  F.  Baxter 

Dr.  R.  W.  Hess 

Dr.  J.  P.  Sutherland 

LOUISA 

CHARLOTTE 

LYNCHBURG 

CULPEPER 

Dr.  R.  V.  Crowder,  Jr. 

Dr.  P.  R.  Bryan 

Dr.  E.  A.  Hansbarger,  Jr. 

Dr.  W.  R.  Holland 

DANVILLE-PITTSYLVANIA 

Dr.  J.  W.  Stone 

Dr.  J.  S.  Morris,  Jr. 

Dr.  G.  V.  Thompson,  Sr. 

Dr.  E.  J.  Harvie,  Jr. 

MID-TIDEWATER 

Dr.  G.  B.  Updike,  Jr. 

Dr.  J.  W.  Milam 

Dr.  W.  B.  Brown 

Dr.  R.  B.  Bowles 

FAIRFAX 

Dr.  H.  W.  Felton 

Dr.  P.  L.  Fisher 

Dr.  M.  H.  Harris 

Dr.  H.  B.  Hudgins 

Dr.  W.  L.  Bekenstein 

Dr.  R.  L.  Fields 

Dr.  W.  H.  Hosfield 

Dr.  A.  G.  Oliver 

Dr.  C.  B.  Cook 

Dr.  F.  G.  Gentile 

Dr.  S.  C.  Olsson 

Dr.  A.  L.  VanName 

Dr.  T.  M.  Fulcher 

Dr.  I.  D.  Godwin 

Dr.  N.  H.  Oster 

Dr.  J.  L.  Wise,  Jr. 

Dr.  Alan  Adackintosh 

Dr.  R.  A.  Koehler 

Dr.  S.  N.  Ransone 
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Delegates 

NEWPORT  NEWS 

Dr.  F.  G.  Horne 
Dr.  E.  B.  Mewborne 
Dr.  J.  T.  Myles 
Dr.  H.  L.  Williams 

NORFOLK 

Dr.  J.  W.  Creef 
Dr.  F.  T.  Given,  Jr. 

Dr.  J.  S.  Kitterman 
Dr.  M.  M.  Miller 
Dr.  G.  S.  Taylor,  Jr. 
Dr.  C.  N.  VanHorn,  Jr. 
Dr.  J.  A.  Vann 

NORTHAMPTON 

Dr.  W.  S.  Burton 

NORTHERN  NECK 

Dr.  J.  K.  Cunningham 
Dr.  L.  T.  Griffith 
Dr.  M.  B.  Lamberth 
Dr.  P.  C.  Pearson 

NORTHERN  VIRGINIA 

Dr.  J.  R.  Holsinger 
Dr.  John  Hortenstine 
Dr.  D.  P.  McCarty 
Dr.  C.  L.  Riley 
Dr.  G.  R.  Waterman 
Dr.  H.  G.  White 
Dr.  J.  R.  York 

ORANGE 

Dr.  J.  G.  Bruce,  Jr. 

PATRICK  HENRY 

Dr.  N.  Fox,  Jr. 

Dr.  J.  D.  French 

PORTSMOUTH 

PRINCE  WILLIAM 

Dr.  A.  E.  Conner 

RICHMOND 

Dr.  W.  S.  Beazley 
Dr.  W.  M.  Belle 
Dr.  G.  H.  Bryson 
Dr.  C.  M.  Caravati,  Jr. 
Dr.  C.  L.  Coleman 
Dr.  R.  K.  Duley 
Dr.  H.  Goodman 
Dr.  W.  H.  Higgins,  Jr. 
Dr.  E.  C.  Mathews 
Dr.  K.  Nelson 
Dr.  H.  I.  Nemuth 


Alternates 


Dr.  M.  L.  Binder 
Dr.  W.  H.  Kretz 
Dr.  J.  M.  Quarles 
Dr.  W.  H.  Sipe 


Dr.  A.  J.  Ciccone 
Dr.  R.  D.  Evett 
Dr.  O.  W.  Hoffler 
Dr.  R.  M.  Kesler 
Dr.  R.  A.  Adorton 
Dr.  B.  L.  Smith 
Dr.  H.  W.  Wood 


Dr.  R.  E.  Beatley 
Dr.  A.  B.  Gravatt,  Jr. 
Dr.  H.  E.  Kerr 
Dr.  H.  E.  Sisson 


Dr.  R.  L.  Anderson 
Dr.  W.  W.  Ellis 
Dr.  A.  A.  Futral,  Jr. 

Dr.  T.  C.  Iden 
Dr.  G.  H.  Kessler,  Jr. 
Dr.  W.  B.  Kingree 
Dr.  M.  A.  H.  Smith,  Jr. 


Dr.  D.  IT  Miller 


Dr.  R.  E.  Herring 
Dr.  C.  P.  Sherman 


Dr.  C.  K.  Hylton 


Dr.  W.  A.  Atiyeh 
Dr.  Wr.  H.  A twill 
Dr.  J.  McD.  Barnes 
Dr.  W.  E.  Bundy 
Dr.  J.  G.  Campbell 
Dr.  R.  W.  Campbell 
Dr.  L.  L.  Clark 
Dr.  B.  W.  Elliott 
Dr.  J.  W.  Goodner 
Dr.  J.  S.  Gregory 
Dr.  W.  H.  Harris,  Jr. 


Delegates 

Dr.  F.  J.  Spencer 
Dr.  E.  A.  Talman 
Dr.  W.  T.  Thompson, 
Dr.  G.  R.  Tyler 
Dr.  J.  R.  Wickham 
Dr.  C.  Williams,  Jr. 
Dr.  P.  Wootton 


Alternates 

Dr.  P.  A.  Hunt 
Dr.  T.  N.  P.  Johns 
Dr.  J.  J.  Kelly,  III 
Dr.  R.  G.  King,  Jr. 
Dr.  J.  D.  Markham 
Dr.  F.  S.  Royal 
Dr.  I.  N.  Sporn 


ROANOKE 

Dr.  G.  E.  Clapsaddle 
Dr.  T.  E.  Donnelly 
Dr.  W.  S.  Johnson 
Dr.  R.  L.  A.  Keeley 
Dr.  D.  E.  Pierce 
Dr.  J.  G.  Snead 
Dr.  K.  D.  Tuck 

ROCKBRIDGE 

ROCKINGHAM 

Dr.  J.  T.  Glick,  Jr. 

Dr.  G.  M.  Nipe 

SCOTT 

Dr.  G.  C.  Honeycutt,  Jr. 


Dr.  H.  C.  Alexander  III 
Dr.  J.  Cole,  Jr. 

Dr.  A.  H.  Myers 
Dr.  T.  E.  Strong,  Jr. 
Dr.  N.  S.  Teague 
Dr.  D.  R.  Williams 


Dr.  J.  E.  Gardner 
Dr.  J.  T.  Hearn 


Dr.  B.  R.  Adkins 


SOUTHWESTERN  VIRGINIA 


Dr.  J.  H.  Early,  Jr. 

Dr.  W.  C.  Elliott 
Dr.  J.  L.  Givens 
Dr.  C.  C.  Hatfield 
Dr.  G.  B.  Kegley 
Dr.  G.  W.  McCall 
Dr.  C.  D.  Moore,  Jr. 
Dr.  M.  C.  Newton,  Jr. 
Dr.  J.  H.  Smith 
Dr.  W.  B.  Waddell 
Dr.  W.  W.  Walton 


STUART 

Dr.  S.  P.  Adassie 


Dr.  W.  S.  Barton 
Dr.  G.  Dalton 
Dr.  L.  E.  Dunman 
Dr.  P.  W.  Fant 
Dr.  G.  Q.  Gilmer 
Dr.  C.  J.  Harkrader,  Jr. 
Dr.  P.  C.  Hendrix 
Dr.  M.  G.  Martin 
Dr.  W.  F.  McGuire 
Dr.  G.  R.  Smith,  Jr. 

Dr.  O.  O.  Smith,  Jr. 

Dr.  W.  J.  Stanford 


Dr.  J.  A.  Kastretsios 


TAZEWELL 

Dr.  R.  A.  Abernathy  Dr.  M.  E.  Johnston 

TRI-COUNTY 


VIRGINIA  BEACH 

Dr.  T.  J.  Wakeman,  Jr.  Dr.  J.  P.  Charlton 

Dr.  K.  K.  Wallace,  Jr.  Dr.  J.  H.  Trant  III 


WILLIAMSBURG-JAMES  CITY 
WISE 

Dr.  J.  J.  Bofill  Dr.  J.  M.  Straughan 
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Woman's  Auxiliary 


• • • • 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President  . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary . . .Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 

50th  ANNUAL  CONVENTION 

WOMAN'S  AUXILIARY  TO 
THE  MEDICAL  SOCIETY  OF  VIRGINIA 

November  5,  6,  7 and  8#  1972 

WILLIAMSBURG  LODGE 
WILLIAMSBURG,  VIRGINIA 

A cordial  invitation  is  extended  to  all  members  of 
the  Woman’s  Auxiliary  to  The  Medical  Society  of  Vir- 
ginia, their  guests,  and  the  wives  of  physicians  attending 
the  convention  to  participate  in  the  social  functions  and 
to  attend  the  general  meeting  of  the  Auxiliary.  Adembers 
and  guests  are  requested  to  register. 

REGISTRATION — North  Gallery 

Sunday— November  5—1:00  to  5:00  P.M. 

Monday— November  6—8:00  A.M.  to  12:00  Noon 

SUNDAY,  NOVEMBER  5 

4:00  P.M.— Pre-Convention  Board  Meeting— Mrs.  David 
B.  Hill,  President,  presiding.  (Room  B) 

VaMPAC  Banquet 
6:00  P.M.— Cocktails  (Foyer) 

7:30  P.M.— Dinner  (Tidewater  Room) 

MONDAY,  NOVEMBER  6 

8:00  A.M.— Continental  Breakfast  (Rooms  A-B) 
Members  and  guests 


9:00  A.M.— Formal  Opening  of  the  50th  Annual  Meet- 
ing (Rooms  A-B) 

Mrs.  David  B.  Hill,  President,  presiding. 

Invocation— Mrs.  Daniel  Anderson,  Chaplain. 

Pledge  of  Allegiance  to  the  Flag. 

Pledge  of  Loyalty: 

“I  pledge  my  loyalty  and  devotion  to  the  Worn- 
man’s  Auxiliary  to  the  American  Medical  Associa- 
tion. I will  support  its  activities,  protect  its  rep- 
utation and  ever  sustain  its  high  ideals.” 

Address  of  Welcome— Mrs.  Malcolm  H.  Harris,  West 
Point 

Response— Mrs.  Charles  Smith,  McLean 

Presentation  of  Honored  Guests— Mrs.  David  B.  Hill, 
President 

Convention  Announcements— Mrs.  Grey  C.  Hughes,  Con- 
vention Co-Chairman 

Convention  Rules  of  Order— Mrs.  Thomas  FI.  Hunnicutt, 
Jr.,  Parliamentarian 

Roll  Call— Mrs.  Randolph  H.  Hoge,  Recording  Secretary 

Minutes  of  the  49th  Annual  Convention— Report  of  the 
Reading  Committee— Mrs  Thomas  H.  Hunnicutt,  Jr. 

Report  of  the  Treasurer— Mrs.  Hans  J.  Klapproth 

Report  of  the  Auditing  Committee 

Report  of  the  Credentials  Committee— Mrs.  Richard  F. 
Clark 

Recognition  of  State  Officers  and  Committee  Chairmen 

Greeting— Dr.  Carl  Stark,  President-Elect,  The  Medical 
Society  of  Virginia 

Recommendations  from  the  Board 

Report  of  the  Finance  Committee— Mrs.  Robert  D.  Keel- 
ing, Chairman 

Unfinished  and  New  Business 

Greetings  from  the  Southern  Medical  Association  Aux- 
iliary—Mrs.  W.  Nash  Thompson,  1st  Vice  President, 
Smart 

Keynote  Address— Mrs.  Robert  F.  Beckley,  President  of 
the  Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation 

Report  of  the  Delegates  to  the  50th  Annual  Convention 
of  the  Woman’s  Auxiliary  to  the  A.M.A.— Mrs.  Don- 
ald F.  Fletcher,  Jr.,  Atlantic 

Presentation  of  State  Scrapbook— Mrs.  Robert  E.  Stout, 
Historian 
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Presentation  of  State  President’s  Scrapbook— Mrs.  Robert 
E.  Stout,  Historian 

Report  of  the  Nominating  Committee— Mrs.  Reuben  F. 
Simms,  Chairman 

Election  of  Officers 

Courtesy  Resolutions— Mrs.  James  R.  Brunk,  Harrison- 
burg 

Memorial  Service— Mrs.  Daniel  Anderson,  Chaplain 

Adjournment 

Annual  Luncheon 

12:00  Noon— Hospitality  Time  (North  Gallery) 

12:30  P.M.— Luncheon— Mrs.  David  B.  Hill,  President, 
presiding 

(Virginia  Room) 

Invocation— Mrs.  Daniel  Anderson,  Chaplain 

Recognition— Honored  Guests  and  Past  Presidents 

Presentation  of  Awards— Mrs.  George  Kelly 

Installation  of  Officers— Mrs.  Robert  F.  Beckley 

Acceptance— Mrs.  William  J.  Reardon 

Presentation  of  President’s  Pin— Mrs.  David  B.  Hill 

Presentation  of  Past  President’s  Pin— Mrs.  Reuben  F. 
Simms 

Convention  Announcements— Mrs.  Robert  E.  Stout, 
Convention  Co-Chairman 


The  Medical  Society  of  Virginia 
6:30  P.M.— Cocktails  (North  Gallery) 

7:30  P.M.— Dinner  (Virginia  Room) 

TUESDAY,  NOVEMBER  7 

8:00  A.M.— Continental  Breakfast  for  Members  (Room 
A) 

8:00  A.M.— Past  President’s  Breakfast  (Room  F) 

9:00  A.M.— Post-Convention  Board  Meeting  (Room  C) 
Mrs.  William  J.  Reardon,  President,  presiding 

All  new  State  Officers,  Directors,  Committee  Chair- 
men, County  Presidents  and  Presidents-Elect  are  re- 
quested to  attend.  Out-of-State  Auxiliary  guests  are 
invited. 

10:00  A.M.— Health  Education  Workshop— Mrs.  Linus 
W.  Hewit,  National  Chairman,  presiding 

Adedical  College  of  Virginia  Alumni 
6:00  P.M.— Reception  (North  Gallery) 

7:00  P.M.— Dinner  (Rooms  A-B-C) 

University  of  Virginia  Alumni 
6:30  P.M.— Reception  (Virginia  Room) 

7:30  P.M.— Dinner  (Virginia  Room) 

Election  Night  Party 
8:00  P.M.— Tidewater  Room 
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Medicare  Part  B . . . I 


Uniform  Statement  on  the  Effect  of 
Phase  Bl  Guidelines  on  Computation 
of  Allowable  Charges  for  Fiscal  Year 
1973 

The  Social  Security  Administration  has  is- 
sued the  following  statement  of  interest  to  the 
Medical  Community. 

“Effect  of  Phase  II  Controls  on  Allowable 
Charges  Under  Medicare  (Part  B) 

“The  allowable  charge,  on  which  Medicare 
Part  B payment  is  based,  may  not  exceed  the 
lowest  of  ( 1 ) the  physician’s  or  supplier’s  cus- 
tomary charge  for  the  service,  (2)  the  prevail- 
ing charges  in  the  locality  for  similar  services, 
or  (3)  the  charge  applicable  for  comparable 
services  under  comparable  circumstances  to 
the  policyholders  or  subscribers  of  the  carrier. 

“Under  present  SSA  regulations,  allowable 
charges  are  updated  annually  to  take  into  ac- 
count the  actual  charges  physicians  and  sup- 
pliers have  billed  for  covered  services  in  the 
immediately  preceding  calendar  year.  The 
revised  allowable  charge  levels  go  into  effect 
on  July  1st  of  each  year  or  as  soon  thereafter 
as  they  can  be  incorporated  into  the  carrier’s 
payment  system.  Thus,  for  the  12-month  pe- 
riod beginning  July  1,  1972,  the  allowable 


CURTIS  J.  KELLY  JD 
Richmond,  Virginia 

charge  levels  will  be  calculated  from  actual 
charge  levels  for  calendar  year  1971. 

“However,  because  of  a ruling  by  the  Price 
Commission,  only  40%  of  these  calculated 
increases  in  allowable  charge  levels  can  be  rec- 
ognized for  the  12-month  period  beginning 
July  1,  1972. 

“The  ruling  of  the  Price  Commission  is  that 
the  Medicare  allowable  charges  in  effect  on 
November  13,  1971,  must  be  considered  as 
base  prices  for  Phase  II  purposes,  and  that,  as 
a result,  they  may  not  be  increased  by  more 
than  2.5  percent  in  the  aggregate  during  the 
fiscal  year  beginning  July  1,  1972.  Based  on 
actual  increases  in  physician  and  supplier  bill- 
ings in  calendar  year  1971,  the  charges  allowed 
under  the  Medicare  program  for  the  12-month 
period  beginning  July  1,  1972,  would  have 
been  increased  by  about  6.2  percent  in  the 
aggregate.  To  implement  the  Price  Commis- 
sion’s ruling,  therefore,  only  40  percent  (2.5 
is  about  40  percent  of  6.2)  of  the  increases  that 
would  ordinarily  have  been  allowed  will  be 
recognized  in  calculating  allowable  charges  for 
the  fiscal  year  beginning  July  1,  1972.” 

The  Travelers  Medicare  expects  to  have 
1971  charge  data  incorporated  into  its  pay- 
ment system  by  October,  1972. 
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Compulsory  Continuing  Education 

IS  THERE  AN\  REAL  EVIDENCE  of  a convincing  nature  that  compul- 
sory continuing  education  is  necessary?  The  February  1972  Bulletin  of 
The  American  College  of  Physicians  Executive  Vice  President’s  Page  ex- 
amines this  question  and  concludes  that  it  is  not. 

Oregon,  Pennsylvania  and  Arizona  have  adopted  requirements  for  con- 
tinuing education.  In  addition,  a number  of  other  states  including  Virginia 
are  considering  the  matter  but  have  not  as  yet  adopted  a plan.  We  learn 
that  eleven  doctors  have  been  suspended  from  membership  in  the  Oregon 
Medical  Society  for  failure  to  meet  the  Society’s  educational  requirements. 
Suspension  carries  with  it  loss  of  AMA  membership  and  membership  in  any 
society  which  requires  AMA  membership. 

The  American  College  of  Physicians  has  considered  the  problem  a number 
of  times  but  has  not  yet  arrived  at  a conclusion.  It  is  their  current  belief 
that  it  is  not  really  necessary.  On  one  occasion,  a questionnaire  survey  of 
College  members  showed  that  about  95%  of  them  engaged  in  as  much  con- 
tinuing education  on  their  own  as  is  presently  required  by  the  states  men- 
tioned. They  believe  that  compulsory  continuing  education  efforts  do  not 
really  guarantee  competence,  and  that  physicians  acquire  the  information 
that  they  need  for  patient  care  from  a variety  of  sources  including  reading, 
conferences  with  colleagues,  films,  tapes  and  medical  meetings. 

This  analysis  expresses  the  opinion  that  if  state  licensing  boards  require 
evidence  of  formal  learning,  it  is  not  difficult  to  predict  that  the  next  step 
will  be  an  examination  to  prove  that  the  education  is  effective.  Even  then  this 
would  be  no  guarantee  of  a physician’s  true  competence  or  that  his  attitude 
makes  his  knowledge  available  to  patients. 

The  analysis  suggests  that  voluntary  programs  should  suffice  without  re- 
quiring any  punitive  measures.  There  is  reason  for  confidence  in  the  funda- 
mental desire  of  physicians  to  do  the  very  best  they  can  for  their  patients. 

How  this  is  done  should  be  a flexible  and  personal  decision  for  the  physician. 

It  would  seem  that  no  matter  how  well  informed  the  physician  may  be, 
no  wealth  of  knowledge  can  be  helpful  if  it  is  not  available  to  the  patient. 

Those  who  are  creating  so  much  agitation  for  these  programs  are  in  many 
cases  not  involved  in  patient  care,  and  they  should  look  upon  the  man  on 
the  firing  line  with  much  more  understanding  than  we  have  seen  voiced 
recently. 

We  still  do  not  see  how  a suspended  physician  can  make  a contribution 
to  patient  care,  and  it  is  passing  strange  that  this  movement  for  compulsory 
continuing  education  is  exactly  paralleled  by  another  whose  purpose  is  to 
recruit  the  feldsher-paramedical  type  of  medical  practitioner  who,  let’s  face 
it,  whatever  he  may  be,  is  not  a doctor. 

If  we  are  questioning  the  value  of  compulsory  continuing  education,  can 
it  be  due  to  the  deep  mistrust  of  the  auspices?  Ultimately  such  movements 
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get  into  the  hands  of  dedicated  enthusiasts  whose  intensity  of  crusading  zeal 
and  urge  to  reform  recognizes  no  limitations. 

Then,  farewell  peace  of  mind! 

William  H.  Kaufman,  M.D. 


The  University  Plays  It  Cool 

AN  ARTICLE  in  the  June  issue  of  Medical  Opinion  by  Dr.  James  G. 

Warren  of  Columbus,  Ohio,  entitled  “Emergency  Care:  A National  Need: 
A National  Response”  dealt  with  the  myocardial  infarction  Lyndon  B.  John- 
son suffered  during  the  early  morning  hours  of  April  7,  while  visiting  his 
daughter  in  Farmington  near  Charlottesville.  Dr.  Warren  said  in  part:  “As 
I write  this  Mr.  Johnson  is  resting  at  home.  His  personal  cardiologist  and 
current  president  of  the  American  Heart  Association,  Dr.  J.  Willis  Hurst, 
gives  considerable  credit  to  early  emergency  care  given  by  the  crew  of  a 
mobile  coronary-care  unit  sent  from  the  University  of  Virginia  Hospital. 

“Had  he  suffered  his  ‘heart  attack’  in  Columbus,  Ohio— where  we  main- 
tain a similar  service— Mr.  Johnson  would  have  received  equally  competent 
pre-hospital  care.  The  same  may  be  said  of  perhaps  a dozen  large  cities  in 
this  country,  including  Miami,  Seattle  and  San  Francisco.  But  the  list  remains 
woefully  short.  Most  cities  and  towns  do  not  have  the  ability  to  deliver 
early  coronary  care,  and  many  areas  are  doing  without  any  well  organized 
system  of  emergency  care  in  the  broader  sense.” 

It  was  good  to  have  Charlottesville  (pop.  38,880)  compared  with  similar 
services  available  in  Columbus,  Miami,  Seattle  and  San  Francisco.  The  list 
also  could  have  included  Belfast,  Ireland,  and  Moscow,  USSR,  where  the 
earliest  mobile  coronary-care  units  were  organized.  But  it  was  even  better 
for  the  Professor  of  Medicine  at  the  Ohio  State  University  College  of  Medi- 
cine to  point  out  this  excellent  service  available  at  the  University  of  Virginia 
than  to  have  it  publicized  by  a public  relations  officer  at  the  University.  The 
news  releases  about  this  service  were  restrained,  and  Dr.  Richard  S.  Cramp- 
ton’s  role  in  establishing  the  sole  mobile  coronary-care  unit  in  this  area  was 
not  mentioned  until  late  in  Mr.  Johnson’s  stay  at  the  hospital. 

It  is  no  doubt  a fact  of  life  that  state  supported  institutions  must  point  out 
their  many  worthwhile  activities  in  order  that  our  legislators  will  appreciate 
the  contributions  these  institutions  make  to  the  Commonwealth  with  the 
result,  one  hopes,  that  they  will  be  motivated  to  loosen  the  purse  strings.  Es- 
pecially true  is  this  in  the  case  of  medical  schools  for  they  require  larger 
and  larger  budgets  each  year.  Grants,  too,  have  become  the  life  blood  of 
teaching  centers,  and  the  competition  is  keen.  The  temptation  doubtless  is 
great  to  overstep  the  proprieties  in  terms  of  questionable  publicity  in  order 
to  obtain  the  last  available  dollar  that  is  so  urgently  needed. 

With  these  considerations  in  mind,  it  should  be  pointed  out  that  from  this 
distance  the  University  of  Virginia  Medical  School  appears  to  have  chosen 
a happy  middle  course.  The  readers  of  the  daily  press  are  reminded  from 
time  to  time  that  good  work  continues  in  Charlottesville  but  it  is  heartening 
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to  note  that  these  releases  are  in  keeping  with  the  dignity  and  stature  of  the 
institution. 


H.J.W. 


"The  Pale  Sweetheart" 

THE  EXCELLENT  GUEST  EDITORIAL  in  this  issue  of  the  journal  by 
Dr.  William  Bickers  is  a deserved  tribute  to  his  friend,  Dr.  Felix  Marti- 
Ibanez,  whose  death  on  May  24  brought  an  unique  career  to  a close.  Our 
country  has  produced  many  outstanding  physicians,  perhaps  more  than  those 
of  any  other  nation  during  the  past  century  and  a half.  But  in  one  respect  we 
have  fallen  behind— we  have  had  few  physicians  who  were  also  outstanding 
authors  and  medical  philosophers.  S.  Weir  Mitchell  possibly  was,  Oliver 
Wendell  Holmes  undoubtedly  was  and  more  recently  William  Osier  and 
Marti-Ibanez  unquestionably  were.  But  here  the  list  stops,  and  the  last  two 
were  not  native  Americans. 

Dr.  Marti-Ibanez’s  interests  were  so  varied  that  only  one  or  two  aspects 
that  pertained  especially  to  the  Virginia  Medical  Monthly  could  be  touched 
upon  here.  A resume  of  his  crowded  life  may  be  found  in  the  July  issue  of 
MD.  He  was  founder  of  MD  Publications,  Inc.,  and  editor-in-chief  of  MD 
Magazine.  In  the  initial  issue  of  this  remarkable  medical  journal  an  editorial 
essay  appeared  entitled  “The  Fabric  and  Creation  of  a Dream”  by  the  editor 
who  summarized  his  thoughts  as  to  what  a physician  should  be: 

“Even  as  a student  I had  already  realized  the  strange  paradox  that  is  the 
physician.  He  is  an  intellectual,  yet,  unlike  the  ‘pure’  intellectual,  he  is 
also  and,  above  all,  a man  of  action,  concerned  far  more  with  occupation 
than  with  preoccupation.  ...  Yet,  as  an  intellectual,  the  physician  per- 
force has  intellectual  needs  that  his  time-consuming  work  does  not  allow 
him  to  satisfy.  He  is  thus  forced  to  anesthetize  his  inner  vocations,  to 
stifle  his  intellectual  yearnings,  to  let  his  artistic  gifts  grow  rusty,  to 
bury  his  ‘unlived  lives’  in  his  daily  work.  The  physician  often  lives  in 
an  enclosure  of  mirrored  walls  that  reflect  only  the  never  changing 
images  of  his  professional  interests;  yet  what  he  really  needs  is  not  mir- 
rors but  wide-open  windows,  allowing  him  to  see  the  sweeping  vistas 
that  stretch  beyond  his  office  or  hospital.” 

MD  first  appeared  in  January  1957,  a matter  of  just  a few  weeks  after  the 
appointment  of  the  present  Editorial  Board  of  the  Virginia  Medical  Monthly. 
The  philosophy  so  evident  in  MD  undoubtedly  influenced  your  state  journal 
in  at  least  one  respect— a studied  effort  to  make  the  physicians  of  Virginia  a 
little  more  aware  of  what  had  gone  on  before  in  general  as  well  as  medical 
historical  matters  in  this  region.  Many  of  our  newer  physicians  and  all  too 
often  our  native  practitioners  have  been  exposed  to  relatively  little  history  in 
their  haste  to  obtain  the  required  credits  in  academical  and  medical  schools. 
Limitations  of  space,  time  and  lack  of  ability  on  the  part  of  the  editor 
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regretfully  confined  the  Virginia  Medical  Monthly  to  this  one  small  facet 
of  Marti-Ibanez’s  concept  of  what  a medical  magazine  should  bring  to  its 
readers  in  addition  to  the  routine  professional  material  inherent  in  all  state 
medical  journals.  Through  some  oversight  Marti-Ibanez  was  never  invited 
to  address  the  Section  on  The  History  of  Medicine  of  the  Richmond  Acad- 
emy of  Medicine.  There  is  no  knowledge  that  he  ever  visited  Virginia. 

The  writer’s  correspondence  with  this  gifted  man  was  meager  but  stimu- 
lating. In  retrospect  the  last  exchange  of  letters  proved  prophetic.  A distant 
medical  kinsman  with  the  same  surname  as  the  writer  died  about  a year  ago 
in  Georgia  and  MD  abruptly  stopped  coming  to  the  office  of  the  physician 
in  Richmond.  After  several  months  it  occurred  to  the  present  writer  that 
the  copies  that  should  have  come  to  Virginia  were  doubtless  being  mailed  to 
the  deceased  physician’s  home  in  Georgia.  A letter  was  sent  to  Dr.  Marti- 
Ibanez  apprizing  him  of  the  situation  and  the  probable  cause  for  the  over- 
sight. Care  was  taken  to  omit  any  reference  to  Mark  Twain’s  often  quoted 
note  dealing  with  a similar  situation  and  perhaps  this  omission  prompted  the 
good  doctor  to  send  all  of  the  missing  back  copies  of  MD  and  a bonus  in  the 
form  of  one  of  his  essays  entitled  “The  Pale  Sweetheart.” 

This  profound  and  moving  editorial  essay  dealt  with  death.  He  endeavored 
to  take  away  the  fears  mankind  have  been  subject  to  throughout  the  ages 
over  the  final  dissolution  in  store  for  us  all  and  he  closed  by  saying: 

“Let  us  learn,  then,  to  go  forth  to  our  meeting  with  death  as  though  we 
were  going  into  a scented  garden  under  a bright  autumn  moon  to  re- 
ceive the  pure,  cool  kiss  of  a pale  sweetheart.  Only  then  shall  we  be 
able  to  end  our  pilgrimage  through  life  with  the  words  of  the  gentle 
St.  Francis  of  Assisi:  ‘Welcome!  O Sister  Death!’.” 

And  now  he,  in  turn,  has  solved  the  great  mystery. 

H.J.W. 
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Calendar  of  Events 

Dedication  of  University  of  Virginia  Family  Health  Center— Medical  Edu- 
cation Building  and  Family  Health  Center— Charlottesville— 10: 30  a.m.— Sep- 
tember 23,  1972. 

Basic  Mechanisms  in  Internal  Medicine— Sponsored  by  Department  of  Medi- 
cine-Medical College  of  Virginia  and  American  College  of  Physicians— MCV 
—Richmond— September  25-29,  1972. 

Alcoholism  in  Medical  Practice— Sponsored  by  Department  of  Psychiatry  and 
Family  Practice,  Medical  College  of  Virginia— MCV— Richmond— October 
4,  1972. 

Virginia  Thoracic  Society— Annual  Scientific  Meeting— University  of  Virginia 
School  of  Medicine— Charlottesville— October  13,  1972. 

American  Academy  of  Pediatrics— Annual  Meeting— New  York  Hilton— New 
York,  N.  Y.— October  14-19,  1972. 

Symposium  on  the  Management  of  Diabetes— Sponsored  by  Department  of 
Medicine— Division  of  Endocrinology  and  Metabolism,  Medical  College  of 
Virginia— MCV— Richmond— October  18,  1972. 

American  Cancer  Society,  Virginia  Division— Annual  Meeting— Hotel  Jefferson 
—Richmond— October  19-20,  1972. 

American  College  of  Chest  Physicians— Annual  Scientific  Assembly— Denver 
Convention  Complex— Denver,  Colorado— October  23-26,  1972. 

National  Conference  of  State  Medical  Association  Representatives  on  Con- 
tinuing Medical  Education— Ambassador  Hotel— Chicago— October  24-26, 
1972. 

The  Medical  Society  of  the  District  of  Columbia— Annual  Scientific  Assem- 
bly—The  Greenbrier— White  Sulphur  Springs,  West  Virginia— October  27- 
29,  1972. 

Present  Problems  in  Pediatric  Hematology— A Pediatric  Postgraduate  Course 
sponsored  by  Department  of  Pediatrics,  University  of  Virginia  School  of 
Medicine— Charlottesville— November  3-4,  1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 

Virginia  Rehabilitation  Association— Annual  Meeting— Old  Point  Comfort, 
Virginia— November  12-14,  1972. 

Southern  Medical  Association— Annual  Meeting— New  Orleans— November  1 3- 
16,  1972. 

Interstate  Postgraduate  Medical  Association— Scientific  Assembly— Washing- 
ton-Hilton  Hotel— Washington,  D.  C.— November  13-16,  1972. 

Virginia  Hospital  Association— Annual  Meeting— The  Homestead— Hot  Springs 
—November  15,  18,  1972. 

Children  with  Learning  Disabilities— Conference  Sponsored  by  Virginia  Coun- 
cil on  Health  and  Medical  Care— Sheraton  Inn— Fredericksburg— November 
19-21,  1972. 

American  Medical  Association— Clinical  Meeting— Cincinnati,  Ohio— November 
26-29,  1972. 
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New  Members. 

The  following  members  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  July: 

James  Charles  Arseneau,  M.D., 

Kensington,  Md. 

Khalid  Javed  Awan,  M.D.,  Norton 
Myron  Paul  Berger,  M.D.,  Falls  Church 
James  Walker  Carty,  Jr.,  M.D.,  Norfolk 
Walter  Sik  Choi,  M.D.,  Alexandria 
Michael  G.  Coppa,  M.D.,  Manassas 
Joseph  F.  Cusick,  M.D.,  Richmond 
Gerald  Wallace  DeWitt,  M.D., 
Charlottesville 

Ralph  Howard  Edson,  M.D.,  Waynesboro 
Peyton  Archer  Eggleston,  M.D., 
Charlottesville 

Terence  Sean  Fitzgerald,  M.D.,  Richmond 
G.  A.  Godwin,  M.D.,  Salem 
F.  Bradley  Gray,  M.D.,  Fredericksburg 
Snowden  Cowman  Hall,  III,  M.D., 
Richmond 

William  Henry  Hatfield,  M.D.,  Fairfax 
Henry  Davis  Holland,  M.D.,  Richmond 
Angelos  Iatridis,  M.D.,  Richmond 
George  Thomas  Jamarik,  M.D.,  Vienna 
George  William  Koehl,  M.D.,  Norfolk 
S.  Kalman  Kolansky,  M.D.,  Alexandria 
Eugene  R.  Lareau,  M.D.,  Harrisonburg 
Roberto  Juan  Lee,  M.D.,  Wytheville 
Paul  Howard  Lilly,  M.D.,  Forest 
Nelson  E.  Link,  M.D.,  Bristol,  Tenn. 

Jacob  Andrew  Lohr,  M.D.,  Charlottesville 
Patsy  J.  Loiacono,  M.D.,  Hampton 
Joseph  Philibert  Lorio,  M.D.,  Annandale 
Harry  Armstrong  Mangold,  M.D.,  Reston 
John  E.  McAllister,  M.D.,  Winchester 
Harry  Ronald  McLeod,  M.D., 

South  Boston 

John  Wayne  Mitchell,  Jr.,  M.D., 

Manassas 

Juan  Murillo  Montero,  II,  M.D.,  Norfolk 
Leslie  Emerson  Morrissett,  M.D.,  Richmond 
Jenifer  Chaffee  Pears,  M.D.,  Richmond 
Leticia  C.  Querulio  Del  Pilar,  M.D., 
Manassas 

Isabel  Jamili  Ramaswamy,  M.D., 

Annandale 


Mohammad  Riaz,  M.D.,  Rocky  Mount 
William  Archibald  Robertson,  M.D., 
Richmond 

Paulino  D.  Sambat,  M.D.,  Fredericksburg 
Glenn  Harvey  Shepard,  M.D., 

Newport  News 

Chi  Yun  Shim,  M.D.,  Richmond 
Guy  Michael  Smith,  M.D.,  Keswick 
Peter  R.  Smith,  M.D.,  Fredericksburg 
Robert  William  Sponzo,  M.D.,  Olney,  Md. 
John  Franklin  Stecker,  Jr.,  M.D.,  Norfolk 
John  Robert  Steingold,  M.D.,  Charlottesville 
Donald  R.  Stoker,  M.D.,  Fredericksburg 
Janis  G.  Tuerk,  M.D.,  Charlottesville 
Robert  Clews  Wheeler,  III,  M.D., 
Fredericksburg 

Julio  Wolburg,  M.D.,  Norfolk 
Lawrence  S.  Wolpin,  M.D.,  Portsmouth 
Marigail  Wynne,  M.D.,  Richmond 
Charles  H.  Zimmerman,  Jr.,  M.D.,  Hampton 

Dr.  Wyndham  B.  Blanton,  Jr., 

Richmond,  has  been  named  by  the  Board 
of  Visitors  of  Virginia  Commonwealth  Uni- 
versity as  Rector  of  the  Board.  He  has  served 
as  a member  of  the  Board  since  1969. 

And  We  All  Went  To  Scandinavia — 

The  fourth  trip,  sponsored  by  The  Medical 
Society  of  Virginia,  took  off  from  the  Byrd 
International  Airport  in  Richmond,  on  July 
15th,  and  on  time!  The  plane  was  filled  to 
capacity— 165  people— and  all  were  in  a holi- 
day spirit.  The  first  stop  was  in  Bangor, 
Maine,  for  refueling  and  then  on  to  Stock- 
holm, Sweden,  where  we  arrived  (ahead  of 
scheduled  time)  about  noon  the  next  day. 
After  four  days  in  Sweden,  we  again  took  off 
(and  on  time)  for  Helsinki,  Finland,  and 
Leningrad,  Russia.  Our  next  stay  was  in 
Copenhagen,  Denmark,  and  then  back  to  the 
United  States.  After  a stop  again  in  Bangor, 
for  customs,  we  arrived  back  in  Richmond 
(again  ahead  of  time)  and  there  were  165 
tired  but  very  happy  people  who  deplaned. 
INTRAV  had  done  it  again  and  those  who 
participated  in  this  trip  had  nothing  but  praise 
for  the  way  it  was  handled.  There  were  many 
repeaters— some  have  been  on  all  of  the  tours 
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—and  many  were  ready  to  sign  up  for  the 
next  trip. 

And  We  Will  Go  on  a South  Pacific  Ad- 
venture— 

February  26,  1973,  we  will  again  take 
off  from  Richmond  for  New  Zealand,  Aus- 
tralia and  Tahiti.  Watch  your  mail  early  in 
September  for  full  information.  This  should 
prove  to  be  a very  popular  adventure  so  don’t 
delay  sending  in  your  reservation. 

Board  of  Directors  of  Blue  Shield. 

Five  Richmond  men  have  been  elected  to 
the  newly-restructured  Board  of  Directors  of 
Blue  Shield  of  Virginia.  Three  of  them  are 
physicians:  Dr.  William  FI.  Hill,  Dr.  Thomas 
W.  Murrell,  Jr.,  and  Dr.  Carrington  Williams, 

Jr- 

The  membership  of  the  Virginia  medical 
prepayment  plan  adopted  a 15 -member  board 
at  its  annual  meeting  on  July  14th.  Dr.  Mat- 
thew L.  Lacy,  II,  South  Hill,  was  re-elected 
chairman  and  Dr.  John  S.  Thiemeyer,  Jr., 
Norfolk,  was  elected  vice  chairman.  Other 
doctors  serving  on  the  board  are  Dr.  Alvin 
E.  Conner,  Manassas;  and  Dr.  Lacy  for  one 
year  terms;  Drs.  Chester  L.  Riley,  Winchester, 
and  William  S.  Terry,  Portsmouth,  for  two 
year  terms;  Drs.  Frank  N.  Buck,  Lynchburg, 
and  K.  K.  Wallace,  Jr.,  Virginia  Beach,  for 
three  year  terms;  Dr.  Murrell  for  four  year 
term;  and  Drs.  Hill,  Thiemeyer,  and  Williams 
for  five  year  terms. 

Dr.  C.  Cooper  Bell,  Jr., 

Richmond,  presented  the  work  on  “Rela- 
tionship of  Bile  Acid  Pool  Size  to  Biliary  Lipid 
Excretion  and  the  Formation  of  Gallstones  in 
Man”  done  by  him  and  Drs.  Z.  Reno  Vlah- 
cevic  and  Leon  Swell,  before  the  9th  Interna- 
tional Congress  of  Gastroenterology,  Paris, 
France,  on  July  8.  On  July  11th,  Dr.  Bell 
held  Grand  Rounds  on  “Etiology  and  Treat- 
ment of  Cholesterol  Gallstones  in  Man”  at  St. 
Bartholomew’s  Hospital,  London,  England. 

Dr.  Vlahcevic  presented  their  joint  work  at 
the  Second  Bile  Acid  Meeting  in  Freiburg, 
Germany,  June  30-July  1. 


Dr.  William  M.  Eagles, 

Richmond,  was  elected  president-elect  of 
Kiwanis  International  at  its  annual  meeting 
in  June.  He  will  assume  his  new  office  on 
October  1st  and  will  be  in  line  to  assume  the 
presidency  in  1973.  Dr.  Eagles  is  currently 
completing  a term  as  treasurer  and  has  served 
as  a vice-president  and  as  a trustee.  He  has 
also  served  as  president  of  his  local  Kiwanis 
Club  and  as  lieutenant  governor  and  governor 
of  the  Capital  Kiwanis  District.  He  has  been 
a Kiwanian  for  eighteen  years. 

American  College  of  Physicians. 

Members  of  The  Medical  Society  of  Vir- 
ginia who  were  recently  received  into  the 
American  College  of  Physicians  are:  Dr.  Oscar 
Edwards,  Norfolk;  Drs.  W.  Wayne  Key,  Jr., 
and  Irvin  N.  Sporn,  Richmond;  and  Dr.  H. 
Courtenay  Harrison,  Virginia  Beach. 

Cancer  Grant. 

The  National  Cancer  Institute  has  awarded 
a $215,000  grant  to  study  the  establishment  of 
a major  cancer  research  center  of  the  Medical 
College  of  Virginia,  Richmond.  The  grant 
will  be  used  to  determine  the  need  for  cancer 
care  and  research  in  the  area  and  the  capabili- 
ties of  MCV  Hospitals  to  support  a cancer 
facility.  The  study  will  begin  immediately  and 
is  expected  to  require  two  years. 

Radiology  and  Nuclear  Medicine. 

The  Fourth  Annual  Radiology  and  Nuclear 
Medicine  Postgraduate  Course  is  to  be  pre- 
sented by  the  Department  of  Radiology  at  the 
Duke  University  Medical  Center,  Durham, 
North  Carolina,  October  25-27.  Members  of 
the  faculty  are:  Dr.  David  H.  Baker,  College 
of  Physicians  and  Surgeons,  New  York;  Wil- 
liam H.  Briner,  Duke  University;  Dr.  John 
A.  Evans,  Cornell  University  Medical  Col- 
lege, New  York;  Robert  G.  Fraser,  McGill 
University,  Montreal,  Canada;  Dr.  Jack  K. 
Goodrich,  Duke  University;  Dr.  John  A. 
Goree,  Duke  University;  Dr.  Herman  Gross- 
man,  Duke  University;  C.  Craig  Harris,  Duke 
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University;  Dr.  E.  Robert  Heitzman,  State 
University  of  New  York,  Syracuse;  Dr.  Merle 
K.  Loken,  University  of  Minnesota,  Min- 
neapolis; Dr.  Richard  G.  Lester,  Duke  Uni- 
versity; Dr.  George  M.  McCord,  Duke  Uni- 
versity;  Dr.  Robert  McLelland,  Duke  Univer- 
sity; Dr.  William  B.  Seaman,  College  of  Phy- 
sicians and  Surgeons,  New  York;  Dr.  Elias 
G.  Theros,  Armed  Forces  Institute  of  Pathol- 
ogy,  Washington,  D.  C.;  and  Dr.  Joseph  B. 
Workman,  Duke  University. 

Inquiries  may  be  addressed  to  Dr.  Robert 
McLelland,  Department  of  Radiology,  Box 
3808,  Duke  University  Medical  Center,  Dur- 
ham, North  Carolina  27710. 

Neuromuscular  Problems  of  Childhood. 

A postgraduate  course  on  Neuromuscular 
Problems  of  Childhood  will  be  sponsored  by 
the  American  Academy  of  Orthopaedic  Sur- 
geons, October  16-18,  in  Charlottesville. 
Course  chairmen  are  Drs.  Warren  T.  Stamp, 
Professor  and  Chairman,  and  Wilton  H. 


Obituary 


Dr.  James  Coleman  Motley, 

Abingdon,  died  July  31  after  an  extended 
illness.  He  was  ninety-two  years  of  age  and 
received  his  medical  degree  from  the  Medical 
College  of  Virginia  in  1906.  Dr.  Motley  was 
a surgeon  in  Hinton,  West  Virginia,  from  1909 
to  1911  and  located  in  Abingdon  in  1912, 
where  he  was  affiliated  with  the  George  Ben 
Johnston  Hospital  until  his  retirement  in  1949. 
Dr.  Motley  was  a veteran  of  the  Spanish- 


Bunch,  both  from  the  Department  of  Ortho- 
paedic Surgery  of  the  University  of  Virginia. 

The  course  will  be  devoted  to  clinical  as- 
pects of  neuromuscular  diseases.  Among  top- 
ics to  be  discussed  are  cerebral  palsy,  neurop- 
athies and  myopathies,  family  counselling, 
powered  assistive  devices,  surgery,  and  upper 
extremity  problems.  The  faculty  of  21  in- 
cludes nine  members  of  the  University  of 
Virginia  staff  and  guest  lecturers  from  nine 
states. 

For  information  contact  Dr.  W.  H.  Bunch, 
Department  of  Orthopaedics,  University  of 
Virginia,  Charlottesville  22901. 

Human  Nematode  Intestinal  Parasites. 

A South-Wide  Symposium  on  Human  Ne- 
matode Intestinal  Parasites,  sponsored  by  the 
University  of  South  Carolina,  will  be  held  in 
Atlanta,  Georgia,  November  30  and  Decem- 
ber 1.  Interested  parties  should  contact  James 
W.  Follette,  University  of  South  Carolina, 
Columbia,  South  Carolina  29208. 


American  War,  the  Philippine  Insurrection, 
and  World  War  I and  was  a Major  in  the 
Medical  Corps  of  the  U.  S.  Army.  He  was  a 
past  president  of  the  Abingdon  Rotary  Club. 
Dr.  Motley  was  also  a former  president  of  the 
Southwestern  Virginia  Medical  Society  and 
had  been  a member  of  The  Medical  Society  of 
Virginia  since  1906. 

His  wife,  a daughter  and  a son  survive  him. 
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JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 

©S© 

A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Riverside 

Convalescent  Home 

Sophia  & Fauquier  Sts. 
Fredericksburg,  Virginia 

Large,  air-conditioned,  Firesafe  building 
with  hospital-like  facilities  but  in  a cheer- 
ful home-like  atmosphere.  Twenty- four 
hour  medical  supervision  and  nursing 
care. 

Recreational  areas — Occupational  and 
Physiotherapy.  Excellent  food  service. 
Lovely  Riverside  Park.  Inspection  invited. 
All  types  of  accommodations  available. 


TIDEWATER 
PSYCHIATRIC 
INSTITUTE 

1005  Hampton  Boulevard 
Norfolk,  Va.  23507 
(703)622-2341 

The  Tidewater  Psychiatric  Institute 
of  Norfolk,  Va.  announces 
the  opening  of  its  50  bed 
private  mental  health  facility 
for  adults  and  adolescents. 

Tidewater  Psychiatric  Institute  offers  a 
comprehensive  program  of  diagnostic, 
consultative,  and  treatment  services  within 
the  setting  of  a therapeutic  community. 

TREATMENT  PROGRAMS: 

The  basic  treatment  orientation  at  Tidewater 
Psychiatric  Institute  is  psychodynamic 
group  therapy  carried  out  by  treatment 
teams. 

Intermediate  Treatment  Team: 

For  patients  requiring  intermediate 
treatment  of  a few  weeks  or  months. 

Acute  Treatment  Team: 

A crisis  intervention  service  providing 
hospitalization  for  evaluation  and  treatment 
of  acute  disturbances. 

Attending  Physicians  Team: 

For  physicians  who  wish  to  continue  to  treat 
their  hospitalized  patients  within  a 
structured  psychiatric  milieu. 

Rehabilitation  Services: 

Rehabilitation  activities  include  individual 
and  group  counseling,  social  discussion 
groups,  vocational  groups,  special 
education  programs,  and  recreational 
activities. 
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ported side  effects. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
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Guest  Editorial 


A Few  Thoughts  on  the  Retiring  Doctor 

THE  WRITER  OF  THIS  EDITORIAL  having  just  given  the  address  at 
a retirement  dinner  for  Florida’s  oldest  orthopaedic  surgeon,  age  77,  and 
having  just  attended  his  50th  Medical  Reunion  at  the  University  of  Virginia, 
has  chosen  for  this  editorial  the  subject  of  “The  Retiring  Doctor”  which 
is  now  very  much  on  his  mind.  First,  the  statistics  on  our  class  might  be 
of  interest  to  the  reader.  In  a class  of  twenty  who  graduated  in  1922  there 
are  eleven  left  and  eight  attended  the  reunion.  Of  the  three  absentees,  one 
is  in  a wheel  chair  from  a stroke,  one  is  so  crippled  with  arthritis  it  is  diffi- 
cult for  him  to  walk,  and  one  has  a serious  blood  disease  with  a bad  heart  con- 
dition. The  amazing  fact  is  that  three  of  the  eight  are  still  in  practice.  I have 
no  basis  for  comparison  with  other  fifty-year  classes,  but  believe  the  record 
of  the  Class  of  1922  is  exceptional  and  above  the  average. 

What  should  the  senior  doctor  be  doing  as  his  years  advance?  It  is  the 
belief  of  this  writer  that  he  should  be  enthusiastically  planning  for  a second 
career,  as  so  well  expressed  by  Wilder  Penfield  in  his  essay  on  “The  Second 
Career”.*  He  should  not  be  doing  more  and  more,  taking  on  new  responsibili- 
ties and  giving  no  thought  to  his  retirement.  Who  is  to  tell  him  he  is  growing 
old  and  not  what  he  used  to  be,  and  it  is  time  to  ease  off  work  or  stop?  Maybe 
his  family  have  already  reminded  him.  If  he  is  well  and  strong,  he  is  prob- 
ably not  thinking  of  retirement.  Years  should  never  be  the  determining 
factor  for  retirement  for  some  are  more  capable  of  continuing  work  at  70 
than  others  at  60.  The  balance  must  be  found  between  the  chronological  and 
physiological  ages  in  making  a decision  on  the  time  of  retirement.  One  of 
the  greatest  mistakes  industry  is  making  today  is  retiring  senior  executives 
by  the  calendar,  i.e.,  a statutory  retirement,  even  though  many  of  these  with 
great  experience  and  know-how  are  just  as  sharp  mentally  and  in  as  good 
health  as  they  have  ever  been.  Every  company  should  have  a special  retire- 
ment board,  perhaps  of  their  own  retirees,  which  board  with  the  best  medical 
advice  available  should  decide  on  the  time  of  retirement  for  each  top  execu- 
tive, when  he  reaches  a certain  age.  Let  the  young,  bright  executive  coming 
up  the  ladder  compete  with  the  older  one.  Economically,  a company  would 
often  times  be  better  to  continue  and  hold  on  to  top  brains  than  to  try  new 
ones  in  responsible  positions. 

The  man  in  medicine,  however,  is  different  from  the  man  in  business  and 
in  industry,  for  few  have  to  completely  retire  if  they  wish  to  continue  in 

*Wilder  Penfield  “The  Second  Career”,  Boston-Toronto,  Little,  Brown  and 
Companv,  1963. 


some  capacity.  There  is  always  medical  work  for  a physician  to  do.  As  the 
writer  views  the  situation  of  the  older  physicians  they  fall  into  the  following 
four  categories: 

1.  Those  who  have  always  had  leanings  to  do  other  things  in  addition  to 
medicine  and  cannot  wait  to  stop  and  get  out,  and  particularly  those  with 
well  developed  avocations  and  hobbies.  Perhaps  for  these,  retirement  should 
be  between  60  and  65. 

2.  Those  who  have  always  planned  to  travel  and  write  but  have  never 
had  the  proper  amount  of  time  to  spend  because  of  the  demands  of  work  and 
practice,  and  also  perhaps  teaching.  These  should  not  wait  too  long  to  retire. 
Perhaps  65  to  70  is  an  appropriate  age. 

3.  Those  who  have  always  enjoyed  practice  and  have  accumulated  an 
estate  sufficient  for  an  adequate  retirement  income  but  definitely  still  are 
thinking  only  of  today  and  not  of  tomorrow.  These  are  the  ones  who  are 
going  to  have  to  be  reminded  that  they  will  not  live  forever  and  start  thinking 
about  retirement. 

4.  Those  who  have  so  many  financial  obligations  they  must  continue  to 
work  for  ends  to  meet.  This  is  a very  unfortunate  group,  who  have  a diffi- 
cult problem  to  solve.  These  are  the  ones  who  may  “die  in  harness”. 

If  you  are  over  65,  what  class  do  you  come  in?  I hope  not  the  fourth.  The 
writer  was  a delegate  to  the  1971  White  House  Conference  on  the  Aging, 
which  was  by  far  and  above  the  most  structured  national  conference  he  has 
ever  attended.  However,  there  was  no  section  to  bring  together  the  physi- 
cians where  they  could  discuss  their  special  problems.  The  AMA  has  had 
a very  active  Committee  on  Aging  for  many  years,  but  the  concerns  of  this 
Committee,  to  my  knowledge,  have  seldom  been  involved  with  the  problems 
of  the  retirement  of  physicians.  Perhaps  every  state,  county  or  city  medical 
society  should  have  a small  committee  of  “looked  up  to”  and  greatly  re- 
spected members  (perhaps  those  who  have  already  retired)  who  on  request 
would  discuss  retirement  with  their  older  members.  With  so  much  emphasis 
now  on  the  delivery  of  health  care  and  peer  reviews,  perhaps  this  might  be 
another  way  of  showing  those  of  the  public  who  are  so  critical  of  the  phy- 
sicians and  the  practice  of  medicine  we  are  doing  another  something  to  insure 
the  best  possible  medical  care.  Each  one  of  us,  I am  sure,  has  different  ideas 
on  the  subject  and  the  first  immediate  objection  might  be,  “I  do  not  want 
anyone  telling  me  what  to  do  and  when  I should  quit.  I know  myself.”  But 
the  unfortunate  part  is  that  many  of  the  older  physicians,  in  the  judgment 
of  others,  do  not  know  when  it  is  time  to  stop.  This  editorial  is  an  appeal 
to  the  senior  physician  still  working  to  stop  and  think  about  his  second  career 
before  it  is  too  late. 

Alfred  R.  Shands,  Jr.,  M.D. 

Editor's  Note:  Dr.  Shands  is  Medical  Director  Emeritus  of  the  Alfred  I.  du  Pont 
Institute  of  the  Nemours  Foundation,  Wilmington,  Delaware. 

Box  269 

Wilmington , Delaware  19899 
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Laparoscopy 

Preliminary  Experience 


This  procedure  is  not  an  easy  one 
for  the  operator  to  master.  It  is 
often  very  useful  in  diagnosis  and 
may  become  very  widely  used  in 
- connection  with  "Bandaid"  steri- 
lization. 

APAROSCOPY  has  been  much  written 
about  in  the  past  few  years  and  is  a popular 
topic  at  postgraduate  programs  and  meetings. 
Those  aspects  of  the  subject  which  have  been 
most  important  to  the  author  in  his  learning 
experience  with  this  technique  will  be  dis- 
cussed, hopefully  assisting  others  who  are  just 
starting  out.  History,  indications,  and  contra- 
indications are  well  covered  elsewhere.1,2 

Cases 

One  hundred  and  twenty-five  consecutive 
laparoscopies  were  done  by  the  author  over 
two  years  in  two  community  hospitals  (Mary 
Immaculate  and  Dixie).  Forty-two  were  done 
for  the  elusive  symptom  complex  called 
chronic  pelvic  pain.  The  preoperative  diag- 
nosis of  endometriosis  was  confirmed  in  only 
nine  of  20  cases.  Alien-Masters  syndrome  was 
strongly  suspected  in  two  women,  but  sub- 
involution with  retroversion  was  the  best  post- 
operative diagnosis  that  could  be  assigned.  In 
31  cases  of  chronic  pelvic  pain  no  significant 
findings  were  noted.  Overlapping  and  multi- 
ple pre-  and  postoperative  diagnoses  makes 
clear-cut  presentation  of  these  cases  difficult. 
Cancerphobia  was  considered  a major  factor 
in  three  cases;  a strong  family  history  of  can- 
cer was  the  clue. 

Premature  menopause  was  diagnosed  in  a 34 
year  old  oligomenorrheic  woman  when  ova- 


ROBERT  E.  HOWARD,  JR.,  M.D. 
Hampton,  Virginia 

rian  biopsy  of  her  small  ovaries  showed  no 
follicles  or  ova. 

LTnruptured  ectopic  pregnancy  was  the  pre- 
operative diagnosis  in  six  cases  of  acute  pelvic 
pain.  Three  were  found.  Threatened  abor- 
tions and  one  bleeding  corpus  luteum  were  the 
final  diagnosis  in  the  other  three. 

Infertility  was  one  of  the  preoperative  diag- 
noses in  1 3 cases  and  significant  or  unsuspected 
pelvic  inflammatory  disease  or  endometriosis 
was  found  in  six.  Planned  tuboplasty  was  can- 
celled in  one  case,  because  of  the  findings  at 
laparoscopy.  Peterson4  has  stressed  this  use  of 
laparoscopy  in  patients  thought  to  be  tubo- 
plasty candidates  so  that  only  the  ideal  can- 
didates for  this  poor  yield  surgery  are  selected. 

Stein  Levinthal  Syndrome  was  visually  con- 
firmed in  two  women  and  Clomid  given. 

Laparotomy  followed  laparoscopy  in  seven 
cases;  three  for  ectopic  pregnancy,  two  for 
extensive  endometriosis,  one  for  an  abnormal 
appearing  ovary  that  microscopically  was  nor- 
mal after  removal,  and  the  last  to  repair  a 
suspected  thermal  injury  to  the  sigmoid  colon. 

Sixty-four  laparoscopic  tubal  cauterizations 
with  division  were  done  late  in  the  series,  using 
the  technique  described  by  Cohen.8  Endo- 
metrial curettage  without  dilation  was  per- 
formed on  62  of  these  women  as  a routine 
screening  procedure.  Two  also  had  vacuum 
curettage. 

A Lippes  Loop  was  removed  from  the  back 
of  the  left  broad  ligament  using  several  of  the 
accessory  instruments. 

In  one  nulliparous  obese  woman  a suspected 
ovarian  tumor  was  seen  to  be  a small  uterine 
leiomyoma. 

Most  of  the  patients  were  thin,  but,  with 
practice  obese  women  can  be  offered  this  pro- 
cedure. One  patient  weighed  245  pounds; 
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another  was  227  pounds  and  five  foot  one  inch 
tall.  No  problems  occurred. 

Sub-fascial  placement  of  the  C02  early  in 
the  series  resulted  in  the  only  cancelled  case. 
There  were  no  cases  of  abdominal  wall  hema- 
tomas or  excessive  bleeding  from  the  divided 
tubes.  Ecchymosis  around  the  incisions  was 
reported  by  several  patients  but  was  not  pain- 
ful. 

Technique 

Three  laparoscopes  were  used:  the  Wolf 
10mm  (180°);  the  ACMI  9mm  (new  1971 
model— F0851 1) ; and  the  Storz  5.6mm.  The 
Semm  Wisap  Co2  Pneu-Automatic  is  the  ideal 
instrument  for  safely  accomplishing  pneu- 
moperitoneum, and  each  tank  should  last  about 
50  cases. 

Preoperative  preparation  included  sedation, 
a fleet  enema,  and  no  shaving.  General  anes- 
thesia was  induced  with  Pentothal  and  main- 
tained by  endotracheal  tube  inhalation  of  gas 
in  most  of  the  cases.  The  left  arm  is  at  the 
patient’s  side  for  the  operator’s  convenience 
and  shoulder  braces  are  essential.  After  ex- 
amination under  anesthesia  (check  for  a full 
bladder),  a single  prep  set  using  Betadine  is 
employed  to  prep  first  the  abdomen,  then  the 
perineum  and  vagina.  Four  drapes  only  are 
used,  then  a small  transverse  nick  is  made  at 
the  lower  edge  of  the  umbilicus  with  a # 15 
blade.  The  Verres  needle  is  inserted  through 
this  incision  thus  preventing  bits  of  skin  from 
plugging  the  shaft  of  this  special  needle.  In 
14  women  (some  obese)  pneumoperitoneum 
was  induced  via  the  cul-de-sac,  and  this  route 
is  recommended  to  any  beginner,  or  where 
moderate  obesity  is  the  case.  The  needle  is 
usually  left  in  the  cul-de-sac  throughout  the 
procedure  as  leakage  of  C02  is  quite  audible 
when  the  needle  is  removed.  Two  and  a half 
to  four  Liters  are  insufflated  as  well  described 
elsewhere.2, 3 Fifteen  to  20  degree  Trendelen- 
berg  position  is  gradually  achieved  during  in- 
sufflation. 

Pneumoperitoneum  requires  three  to  four 
minutes  and  while  waiting  a tenaculum  and 
Rubin’s  cannula  are  attached  to  the  cervix.  D 
& C can  also  be  done  at  this  time  if  chromo- 
pertubation  (injection  of  dye)  is  not  planned. 


The  transverse  skin  nick  is  then  extended  to 
accommodate  the  trocar  making  sure  it  is  not 
too  binding  a fit.  The  fascia  was  not  incised 
in  this  series,  but  for  the  beginner  cutting  the 
fascia  might  lessen  the  force  needed  to  insert 
the  larger  Wolf  or  ACMI  trocars.  Psychologi- 
cally, this  is  the  most  difficult  part  of  the  whole 
operation.  The  lower  abdomen  is  grasped 
with  the  left  hand  (towel  clips  bring  loud 
complaints  the  next  day)  and  the  trocar  in- 
serted in  a pumping  or  piston-like  motion  to 
pass  through  the  tissues  gradually  rather  than 
suddenly.  Zigzagging  the  trocar  is  said  to 
lessen  the  chances  of  incisional  hernia.  The 
trocar  is  aimed  at  the  fundus  of  the  uterus  so 
as  to  pass  over  the  sacral  promontory  and  its 
vessels.  A drop  of  Ultrastop  Antifog  solution 
(Eder  Instrument  Co.)  is  put  on  the  far  end 
of  the  scope;  this  is  more  satisfactory  than 
warm  water  and  a real  time  saver.  Also  the 
lens  can  be  cleared  during  the  procedure  by 
touching  it  to  any  clean  serosal  surface. 

The  Wolf  and  new  ACMI  scopes  give  ex- 
cellent light  and  a wide  field  of  vision.  The 
5.6  mm  Storz  is  quite  adequate  for  tubal  steri- 
lization and  much  easier  to  insert,  but  the 
brighter  more  panoramic  larger  scopes  are 
better  when  learning.  The  Wolf  laparoscope 
remains  the  standard  against  which  all  others 
are  measured. 

It  is  often  difficult  in  quite  normal  cases  to 
see  all  of  each  ovary,  the  fimbriated  ends  of 
the  tubes,  and  the  appendix.  To  help  a long 
blunt  needle  with  stylet  (ACMI  #772)  is 
inserted  in  either  lower  quadrant  to  flip  these 
structures  into  view  especially  during  the  in- 
jection of  dilute  methylene  blue  for  testing 
tubal  patency. 

If  the  biopsy,  cauterizing,  or  cutting  instru- 
ments are  to  be  used  all  lights  are  extinguished 
and  the  right  lower  quadrant  transilluminated 
for  insertion  of  the  secondary  trocar  where 
blood  vessels  appear  absent.  This  second  in- 
cision must  not  be  too  close  to  the  first  or  the 
instruments  will  get  in  each  other’s  way.  The 
Bovie  cutting  and  coagulation  currents  are  set 
on  30. 

After  permitting  the  C02  to  escape  the  skin 
was  closed  in  a variety  of  ways.  Skin  clips 
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were  used  for  the  first  90  cases,  removing  them 
the  next  day.  Steristrips  were  employed  in 
20  cases  but  bleeding  and  separation  can  be 
a problem  at  the  umbilicus.  000  plain  catgut 
(10  cases)  resulted  in  a slightly  tender  red  in- 
cision when  seen  three  weeks  later.  At  the 
end  of  the  series  000  Dexon  was  used  and 
should  cause  less  reaction.  The  fascia  was  not 
closed. 

Discussion 

Little  space  has  been  devoted  to  presenting 
the  cases  in  detail  or  table  form  as  this  was  a 
small  series  and  as  the  initial  collection  of  cases 
is  subject  to  the  somewhat  variable  or  flexible 
indications  that  can  occur  when  a new  proce- 
dure is  being  eagerly  developed. 

Although  initially  a diagnostic  tool,  pressure 
from  women  desiring  laparoscopic  sterilization 
has  changed  the  whole  picture. 

Several  authors3, 1 have  noted  and  I would 
confirm  that  without  binocular  vision  the  co- 
ordination required  to  gently  hold,  electroco- 
agulate, and  then  divide  each  tube  without 
excessive  pulling  or  burning  other  tissues  is 
difficult.  The  Flexbar  support  can  be  of  help 
here,  but  adds  one  more  gadget  to  worry 
about.  It  is  recommended  that  diagnostic 
laparoscopy  be  performed  many  times  before 
starting  tubal  sterilization.1  The  Cohen-Eder 
biopsy  tong  with  smooth  cutting  edge  (Eder 
Instrument  Co.)  is  ideal  for  grasping  and  co- 
agulating the  tube,  but  after  cutting  free  one 
portion  of  the  tube,  the  instrument  tends  to 
draw  the  tube  up  into  the  shaft  rather  than 
excising  a segment  completely.  Switching  to 
the  cutting  current  for  a few  seconds  will  help 
here.  The  ACMI  biopsy  forceps  (#8533)  is 
easier  to  handle  and  is  recommended  by  the 
group  from  Michigan.8  It  was  used  in  the 
last  41  tubal  thermoligations  without  prob- 
lems. Operating  time  has  been  cut  from  30  to 
15  minutes  and  most  patients  are  eager  to 
leave  the  next  morning.  The  demand  that 
would  justify  an  out-patient  surgery  suite  for 
this  has  not  developed  locally.  Use  of  the 
Wolf  operating  Scope  (type  4937)  and  local 
anesthesia  may  change  this  soon. 

In  the  two  years  that  the  author  has  been 
advocating  and  demonstrating  laparoscopy. 


very  little  interest  has  been  expressed  by  the 
approximately  20  OB-Gyn  men  in  the  com- 
munity. Two  military  physicians  have  been 
trained  by  the  author  and  are  now  using  the 
equipment  occasionally,  but  in  private  prac- 
tice none  are  using  the  laparoscopes  (which 
have  been  purchased  by  the  hospitals,  not  the 
author).  No  doubt  the  reasons  are  many. 
Most  are  busy  and  learning  requires  not  just 
reading,  but  time  in  the  operating  room.  Medi- 
colegal issues  arise,  and  the  men  with  consider- 
able experience  have  managed  conservatively 
or  by  exploratory  laparotomy  most  conditions 
for  which  laparoscopy  is  now  recommended. 
No  culdoscopy  is  done  locally.  To  the  sur- 
geon laparoscopy  offers  no  advantage  over  ex- 
ploratory laparotomy— its  advantage  is  to  the 
patient,  who  is  saved  a major  operation. 

It  is  probable  that  only  pressure  from  pa- 
tients will  make  laparoscopy  more  popular  in 
most  non-academic  communities,  and  “Band- 
aid”  tubal  sterilization  seems  to  be  just  such  a 
stimulus.  Cost  is  not  a factor  with  most  pa- 
tients; rather  it  is  the  large  scar,  the  week  in 
the  hospital,  and  slow  recovery.  Abdominal 
tubal  ligation  is  standard  here  in  Hampton. 

Of  the  36  chronic  pain  patients  in  this  series, 
many  represent  women  who  have  shopped 
around  from  doctor  to  doctor,  none  of  whom 
felt  significant  pathology  was  present,  and  vet 
failed  to  convince  the  patient  of  the  psycho- 
physiologic  basis  for  her  pain.  Cancerphobia, 
G.  I.  dysfunction,  pelvic  congestion,  subinvo- 
lution, or  minimal  adhesions  were  the  most 
substantial  postoperative  diagnosis  that  could 
be  fastened  on  30  of  these  often  frustrated  and 
always  anxious  women.  Twelve  women  had 
been  told  by  other  M.D.’s  that  their  problem 
was  endometriosis  or  pelvic  inflammatory  dis- 
ease. They  had  neither  and  this  was  of  some 
value  psychologically  to  most.  Laparoscopy 
reassures  the  physician  that  he  is  right  about 
the  non-organic  cause  of  pain;  it  is  hard  to 
see  how  it  can  help  the  patient  who  is,  of 
course,  expecting  some  organic  cause  to  be 
uncovered.  Perhaps  laparoscopy  is  a form  of 
acupuncture  or  an  elaborate  psychotherapeu- 
tic ritual.  However,  laparoscopy  is  less  likely 
to  result  in  an  organic  fixation  than  an  explora- 
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tory  laparotomy  where  a few  parovarian  cysts, 
adhesions,  or  the  appendix  are  removed  by  the 
surgeon  who  is  seeking  to  justify  the  major 
surgery  performed. 

The  benefit  of  diagnostic  laparoscopy  is  a 
very  subjective  thing.  Articles  have  indicated 
it  to  be  of  significant  value  in  about  54%  of 
cases,2, 4 but  this  small  series  makes  such  analy- 
sis unreliable.  If  pelvic  pain  suddenly  abates 
after  diagnostic  laparoscopy  alone,  then  a 
clear  cut  benefit  is  obvious,  but  judging  from 
the  spotty  followup  in  this  series,  the  best  that 
can  be  hoped  for  is  that  the  patient  tolerates 
and  understands  her  chronic  pelvic  pain  better 
postoperatively.  G.  I.  and  I.V.P.  x-rays  were 
of  no  help  in  evaluating  any  of  these  patients 
so  that  unless  the  history  is  strongly  positive 
in  the  G.  I.  or  urinary  systems  these  studies  are 
no  longer  ordered. 

With  the  increase  in  malpractice  lawsuits  it 
is  comforting  for  the  doctor  who  has  per- 
forated the  uterus  with  an  intrauterine  device 
to  have  laparoscopy  in  his  repertory.  The  one 
patient  in  this  series  worked  for  a lawyer  and 
being  able  to  avoid  a major  operation  to  re- 
move her  device  which  was  imbedded  in  the 
broad  ligament  was  perhaps  helpful  in  pre- 
venting a medicolegal  confrontation. 

Finally,  the  safety  of  the  technique  must  be 
considered.  The  wide  publicity  given  the 
method  may  have  tended  to  oversimplify  the 
procedure,  which  is  not  easy  to  learn  and  re- 
quires the  kind  of  attention  to  meticulous  de- 
tail a plastic  surgeon  might  enjoy  but  a gyne- 
cologist finds  frustrating. 

Thermal  injury  to  the  bowel  was  the  most 
serious  complication  of  this  series.  Proper 
bowel  preparation,  steep  Trendelenberg,  and 
keeping  vision  on  the  end  of  the  cautery  in- 
strument when  touching  the  Bovie  pedal 
should  prevent  this  but  if  it  occurs  prompt 
repair  is  preferable  to  observation  and  later 
laparotomy  when  perforation  is  obvious.  The 
cutting  current  is  certain  to  produce  a third 
degree  burn  of  the  bowel  in  almost  all  cases. 

Close  cooperation  with  the  anesthesiologist 
is  essential  because  of  the  unusual  demands 
made  by  laparoscopy  on  the  body’s  physiol- 
ogy. Steep  Trendelenberg  position,  splinting 


of  the  diaphragm  by  the  gas  distended  abdo- 
men, and  absorption  of  C02  are  added  on  to 
the  normal  insult  of  general  anesthesia.  Ar- 
terial pC02  has  been  shown  to  rise  during  la- 
paroscopy when  C02  is  used5  and  arrhythmias 
occur.6, 7 The  proper  precautions  recom- 
mended have  been  cardiac  monitoring,  ade- 
quate or  hyper-ventilation,  with  endotracheal 
intubation,  and  additional  atropine  preop.  Im- 
proper pneumoperitoneum  technique  has  been 
incriminated  in  most  deaths.6 

Summary 

The  first  125  laparoscopies  performed  in 
two  community  hospitals  are  reported.  The 
publicity  given  the  method,  especially  relating 
to  “Bandaid  sterilization”  has  tended  to  over- 
simplify the  mastery  of  this  technique,  which 
requires  close  supervision  and  an  abundance 
of  cases.  As  a diagnostic  tool  it  would  prob- 
ably not  get  enough  use  in  the  average  practice 
to  keep  up  the  skill  needed.  But  the  increased 
demand  for  a form  of  tubal  sterilization  with 
a more  rapid  recuperation  should  help  any 
gynecologist  maintain  his  proficiency. 
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Pulmonary  Emphysema  and  Alpha  -1  Antitrypsin 
Deficiency 
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Emphysema  in  association  with 
homozygous  deficiency  of  alpha- 1 
antitrypsin  is  relatively  common. 
During  the  first  year  of  an  intra- 
mural case  finding  effort,  six 
symptomatic  individuals  were 
found.  Three  others  were  detect- 


United  States  and  in  Sweden,  has  been  esti- 
mated about  5%.3  Because  of  the  potential 
clinical  and  socioeconomic  significance  of  a 
disorder  with  such  a high  genetic  prevalence 
and  early  morbidity  that  has  been  demon- 
strated in  the  homozygous  state,  a case  finding 
effort  was  begun  at  the  University  of  Virginia 
hospital.  This  report  discusses  the  first  year’s 


ed  by  routine  inspection  of  serum 
protein  electrophoretic  patterns. 
The  diagnosis  of  alpha- 1 anti- 
trypsin deficiency  may  be  made 
by  simple  and  inexpensive  meth- 
ods. Consideration  of  this  entity 
and  inspection  of  the  serum  elec- 
trophoretic pattern  are  important 
in  patients  with  chronic  pulmo- 
nary disease. 

IN  1965,  Eriksson  reported  several  families  in 
which  more  than  one  member  was  affected 
by  chronic  pulmonary  disease  in  association 
with  homozygous  deficiency  of  alpha- 1 anti- 
trypsin in  the  blood.1  Roentgenographic 
signs  of  emphysema  were  present  in  every 
case,  and  the  deficiency  was  found  to  follow 
an  autosomal  pattern.  His  findings  have  since 
been  confirmed  in  the  United  States.2  Prev- 
alence of  the  abnormal  gene,  both  in  the 

From  the  Allergy  Division,  Department  of  In- 
ternal Medicine,  University  of  Virginia  Hospital. 


Methods  and  Materials 

At  the  outset,  a protocol  was  distributed  to 
the  house  staff,  attending  staff  and  faculty, 
briefly  describing  the  syndrome  and  the  ap- 
pearance of  the  serum  electrophoretic  pattern 
in  the  homozygous  deficiency  state,  and  invit- 
ing consultation  with  us  for  patients  suspected 
of  having  the  disorder.  Vital  Capacity,  forced 
expiratory  volume  in  one  second  (FE\T1), 
and  Maximum  Midexpiratory  Flow  Rate 
(MMFR)  were  performed  on  the  9 liter  Col- 
lins Respirometer,  and  are  here  reported  as 
percent  of  values  predicted  by  conventional 
formulae.4  Arterial  blood  gas  studies  were 
performed  with  the  Instrumentation  Labora- 
tory Model  113  pH  Gas  Analyzer  and  are 
reported  in  mm.  Hg  BTPS.  Serum  protein 
electrophoresis  was  performed  on  cellulose 
acetate  strips  and  scanned  with  the  Beckman 
Microzone  scanning  attachment.  Alpha  1- 
antitrypsin  was  determined  by  radial  immuno- 
diffusion, using  commercially  available  plates.* 
Trypsin  inhibitory  capacities  of  all  sera  were 
determined  as  described  by  Eriksson.1**  In 

* Behring  Diagnostics,  Inc,  Woodbury,  New 
York. 

**  Performed  in  the  laboratory  of  Gerald 
Goldstein,  M.D. 
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each  case,  antitrypsin  was  expressed  as  percent 
of  the  result  obtained  using  pooled  normal 
serum.  Further  testing,  done  according  to  in- 
dividual indication,  included  sputum  cytologic 
examination,  and  Gram  and  Hansel* ##  stains 
for  bacteria  and  eosinophils,  respectively. 
Serum  immunoglobulin  levels  were  determined 
using  commercially  available  immunodiffusion 
plates. ####  Allergy  skin  tests  were  done  by 
scratch  and  intradermal  methods.  Chloride 
content  of  sweat  was  determined  on  samples 
obtained  after  pilocarpine  iontophoresis. 

Diffusion  studies  were  done  by  the  single 
breath  carbon  monoxide  method. 

Results 

During  the  12  month  period  of  the  study, 
six  individuals  were  identified  as  being  homo- 
zygosity deficient  in  alpha  1 -antitrypsin. 
All  six  had  been  referred  on  account  of 
chronic  respiratory  disorders,  and  the  electro- 
phoretic study  had  been  done  because  this 
deficiency  had  been  suspected  on  clinical 
grounds.  The  result  of  alpha  1 -antitrypsin 
determinations  and  pulmonary  function  studies 
are  shown  in  Table  1. 


Table  I 

Alpha  1— Antitrypsin  Deficiency 
Laboratory  Values  in  Selected  Patients 


1 

2 

3 

4 

5 

6 Normal 

Vital  Cap  (%)..., 

. . .59 

26 

59 

89 

47 

72  100 

MMFR  (%)  

...  5 

10 

12 

16 

12 

15  100 

Antitrypsin  (%)  . , 

. . .14 

22 

11 

11 

11 

24  100 

Table  1.  Vital  Capacity, 

Maximum  Midexpiratory  Flow 

Rate  and  Antitrypsin  values  in  six  patients  with  homo- 
zygous deficiency  of  alpha  1 -antitrypsin.  Values  are 
recorded  as  percentage  of  normal. 


During  the  same  period,  approximately 
4,000  protein  electrophoretic  patterns  were 
reviewed.  Of  these,  three  sera,  taken  from 
patients  unknown  to  us,  appeared  to  be  totally 
deficient  in  alpha- 1 globulin.  Review  of  the 
clinical  records  revealed  that  two  of  these  were 
adults  whose  complaints  had  included  dysp- 

***  Lide  Laboratories,  St.  Louis,  Missouri. 

***#  fdyland  Laboratories,  Costa  Mesa,  Cali- 
fornia. 


nea,  and  the  third  was  a 14  year  old  male 
with  no  recorded  indication  of  respiratory 
disease. 

Representative  Case  Reports 

Case  1.  UVa  43  68  99,  a 51  year  old  former 
policeman,  had  suffered  from  productive 
cough  and  progressive  dyspnea  since  age  27. 
He  had  been  hospitalized  many  times  and  had 
been  considered  to  have  been  suffering  from 
bronchial  asthma  and  bronchitis.  Bronchog- 
raphy done  at  the  age  of  45  suggested  that 
cylindrical  bronchiectasis  was  present  as  well. 
He  became  progressively  disabled,  was 
dyspneic  at  rest,  required  oxygen  much  of  the 
time  and  had  episodes  of  right  ventricular 
failure. 

His  medical  history  included  malaria  at  age 
24,  removal  of  a polyp  from  his  colon  at  age 
44,  and  bilateral  nerve  deafness,  diagnosed  sev- 
eral years  previously.  He  had  begun  smoking 
at  age  29  and  consumed  one  package  of  cig- 
arettes daily  for  20  years. 

Family  history  revealed  that  three  brothers 
were  living  and  well.  Two  others  had  died 
accidentally.  His  father  had  died  at  65  of 
coronary  artery  disease,  and  his  mother  had 
died  at  72.  He  had  no  children. 

At  examination  he  was  a cachectic,  cyanotic 
male,  severely  dyspneic  at  rest.  He  had  a large 
barrel  chest,  clubbed  fingers  and  toes,  and 
breath  sounds  were  diminished  throughout  the 
chest.  There  was  a right  ventricular  heave, 
prominent  S3  gallop  sound,  and  two  plus 
edema  of  the  feet.  Routine  laboratory  study 
revealed  hematocrits  of  60  and  63  volumes 
per  cent,  and  was  otherwise  unremarkable. 
Chest  roentgenograms  revealed  emphysema  on 
both  sides.  Arterial  p02  remained  about  40, 
and  pC02  varied  between  32  and  52.  Many 
studies  directed  to  the  possibility  of  tubercu- 
losis were  negative.  Sputum  contained  no 
eosinophils.  Bacterial  species  in  the  sputum 
varied,  but  alpha  hemolytic  streptococcus  and 
neisseria  usually  were  predominant.  Although 
the  alpha- 1 globulin  level  in  the  serum  had 
been  reported  as  2%,  examination  of  the  elec- 
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trophoretic  pattern  revealed  complete  absence 
of  the  alpha- 1 peak. 

Case  2.  UVa  64-07-55,  a 49  year  old  white 
female  secretary,  had  been  well  until  41  years 
of  age,  when  she  began  having  multiple  epi- 
sodes of  respiratory  infection  associated  with 
purulent  sputum  and  wheezing.  She  had  severe 
dyspnea  for  three  years  prior  to  referral  and 
had  been  treated  with  allergy  injections  with- 
out improvement.  She  had  been  hospitalized 
with  biventricular  heart  failure  five  months 
prior  to  referral.  She  improved  slightly  after 
antibiotic  and  corticosteroid  medication,  and 
was  referred  for  further  evaluation  of  “bron- 
chitis and  asthma”.  When  she  arrived  she  was 
severely  dyspneic  at  rest,  wheezing  and  cya- 
notic. Sputum  was  purulent.  There  was  ankle 
edema. 

Family  history  revealed  two  brothers  in 
their  30’s,  each  with  severe  emphysema.  Her 
parents  were  apparently  unaffected  by  res- 
piratory disease. 

She  had  smoked  less  than  one  package  of 
cigarettes  daily  for  many  years,  but  had 
stopped  on  her  own  accord  1 2 years  pre- 
viously. 

Laboratory  studies  included  a hematocrit  of 
55  volumes  percent.  Remainder  of  routine 
laboratory  studies  were  normal  or  unremark- 
able. Roentgenograms  revealed  marked  hyper- 
expansion of  the  chest,  with  changes  in  the 
lower  lobes  described  as  “probably  bullous”. 
Arterial  oxygen  was  40  and  arterial  carbon 
dioxide  was  48.  Intermediate  tuberculin  test 
measured  15  mm;  there  were  no  positive  cul- 
tures. Sputum  examination  revealed  occasional 
eosinophils.  Allergy  skin  testing  was  com- 
pletely negative.  Electrophoresis  of  the  serum 
proteins  revealed  nearly  complete  absence  of 
the  alpha-1  peak. 

Discussion 

Of  the  six  patients  studied,  two  were  female. 
This  is  expected,  since  the  abnormal  gene  has 
been  shown  to  be  autosomal.  Clinical  charac- 
teristics of  all  six  patients  are  shown  in  the 
tables.  All  presented  with  respiratory  insuf- 


ficiency, but  only  four  had  a positive  family 
history  of  either  emphysema  or  deficiency  of 
antitrypsin.  All  had  absence  of  the  alpha- 1 
band  in  the  serum  protein  electrophoretic  pat- 
tern and  in  each  case  the  antitrypsin,  whether 
measured  by  immunodiffusion  or  by  assay  of 
trypsin  inhibitory  capacity,  was  within  the 
range  of  homozygotic  deficiency.1 

In  the  first  large  series  reported,  patients 
with  early  onset  of  emphysema  predominated, 
but  no  special  type  of  chronic  obstructive 
bronchopulmonary  disease  was  found  to  be 
associated  with  the  deficiency.1  Pathological 
study  of  the  seven  reported  autopsied  cases, 
however,  has  revealed  panacinar  emphysema 
in  each.1,2’5’6,7  For  this  reason,  the  variety  of 
presentation  among  our  patients  is  of  interest. 
Case  1 had  a history  of  chronic  cough  and 
sputum  production  consistent  with  a history 
of  chronic  bronchitis.8  The  suspicion  of  the 
presence  of  bronchiectasis  had  been  confirmed 
by  bronchography.  A history  of  wheezing, 
and  the  demonstration  of  immediate  cutaneous 
hyperreactivity  led  to  the  diagnosis  of  allergic 
asthma.  Although  in  retrospect  it  seems  rela- 
tively certain  that  he  had  been  suffering  from 
emphysema  for  many  years,  the  associated 
signs  and  symptoms  concealed  the  diagnosis 
until  the  serum  electrophoretic  pattern  was 
visually  inspected. 

Two  other  patients  had  been  considered 
asthmatic.  Case  2 had  been  treated  with  al- 
lergy injections  prior  to  referral.  Case  5,  in 
addition  to  a history  of  wheezing,  gave  a per- 
sonal and  family  history  of  allergy  and  an 
eosinophil  count  of  6%  had  been  reported. 
More  careful  questioning  of  this  patient  re- 
vealed that  wheezing  was  associated  with  ex- 
citement and  exertion,  but  not  with  known 
allergens.  Airway  obstruction  could  not  be 
reversed  with  isoproterenol.  Makino,  et  al., 
presented  five  patients  in  whom  emphysema 
with  antitrypsin  deficiency  masqueraded  as 
asthma.  Three  of  their  patients  gave  a history 
of  cou^h,  wheeze  and  sputum  production. 
They  warned  that  the  early  onset  and  familial 
nature  of  the  disease  can  lead  the  unwary  phy- 
sician into  an  erroneous  diagnosis.7 
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Patients  with  homozygous  deficiency  of 
alpha- 1 antitrypsin  are  usually  non-obese 
“Type  A”. 1 Our  patient  5,  however,  was 
described  as  “slightly  obese”.  He  weighed 
166  pounds.  Patient  4 was  of  average  build, 
was  described  as  “healthy  appearing”,  and  did 
not  give  a history  of  recent  weight  loss. 

Incidence 

These  previously  unsuspected  cases  of  ho- 
mozygous alpha- 1 antitrypsin  deficiency  were 
encountered  at  a rate  of  approximately  one 
every  two  months.  In  addition,  review  of 
serum  electrophoretic  patterns  revealed  three 
more  cases  in  which  there  was  complete  ab- 
sence of  the  alpha- 1 peak,  among  4,000  elec- 
trophoreses, or  one  in  1,333,  a figure  com- 
parable with  Eriksson’s  1/1749,  considering 
the  smallness  of  both  samples.  On  the  basis 
of  estimates  of  the  prevalence  of  the  hetero- 
zygous state  at  5%,3  doubly  heterozygous 
matings  would  be  expected  to  occur  once  in 
400  times,  and  25%  of  the  children,  or  1/1600, 
would  be  expected  to  be  homozygotically 
deficient.  Using  this  figure  as  an  average,  and 
applying  the  data  of  Ganrot  et  al.,  who  found 
60%  of  a population  of  homozygotically  de- 
ficient individuals  to  be  symptomatic8  more 
than  70,000  individuals  would  be  expected  to 
be  currently  symptomatic  in  the  United  States. 

Heterozygosity 

Although  early  workers  did  not  consider 
the  heterozygous  state  to  be  of  great  clinical 
significance1,10  more  recent  reports  have  re- 
vealed the  frequency  of  heterozygosity  among 
patients  with  emphysema  to  be  as  high  as  15%, 
three  times  the  expectation  in  the  unaffected 
population.12  The  actual  importance  of  the 
heterozygous  state,  if  not  in  terms  of  mor- 
bidity, may  however  be  measured  in  terms  of 
the  rate  of  conception  of  homozygotically 
deficient  individuals,  for  these,  in  the  great 
majority  of  instances,  occur  as  the  result  of 
matings  of  heterozygotes.  Lieberman  has  sug- 
gested that  the  early  detection  of  heterozy- 
gotes must  depend  upon  mass  screening  pro- 
grams.12 


Diagnostic  Methods 

The  homozygotic  deficiency  state  may  be 
detected  by  visual  examination  of  the  serum 
protein  electrophoretic  pattern.  Lipoprotein 
and  orosomucoid  are  the  other  major  com- 
ponents of  the  alpha- 1 region,  but  neither 
usually  contributes  more  than  10%,  hence 
absence  of  antitrypsin  in  this  region  leaves  a 
nearly  unstained  area.  The  resulting  densi- 
tometer pattern  is  a nearly  flat  area  of  low 
amplitude  between  the  albumin  and  alpha-2 
peaks  (Fig.  1).  Since  minor  inaccuracies  in 


Fig.  1.  Serum  protein  electrophoretic  pattern  in  a patient 
with  homozygous  deficiency  of  alpha-1  antitrypsin. 
Location  of  the  normal  alpha-1  globulin  peak  is  shown 
by  the  dotted  line. 

setting  the  zero  line  of  the  scanner  may  result 
in  elevated  numerical  readings,  it  is  necessary 
to  visually  inspect  the  stained  cellulose  strip 
or  the  densitometer  pattern.  The  absent 
alpha- 1 peak  may  easily  be  misinterpreted  as 
a normally  occurring  trough,  and  it  is  there- 
fore necessary  for  the  examiner  to  become 
familiar  with  the  normal  patterns  produced 
by  his  own  equipment.  These  two  sources  of 
error  occurred  at  least  once  each  during  the 
study  of  our  first  six  patients,  and  significantly 
delayed  definitive  diagnosis. 
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Protein  electrophoresis  is  of  limited  useful- 
ness in  the  detection  of  heterozygotes,  al- 
though studies  in  progress  may  increase  its 
value.9  Even  in  cases  of  homozygous  defi- 
ciency, in  which  the  reliability  of  electropho- 
resis may  be  considered  to  be  good,  the  gravity 
and  permanence  of  the  deficiency  are  such  as 
to  merit  confirmation  by  another  method 
whenever  possible.  Immunodiffusion  methods 
have  the  advantages  of  relative  simplicity  and 
low  capital  investment.  Determination  of 
trypsin  inhibitory  capacity  of  the  serum  may 
be  better  suited  to  the  clinical  laboratory  that 
has  had  little  or  no  experience  with  immuno- 
diffusion. We  found  determination  of  trypsin 
inhibitory  capacity  to  be  more  reproducible, 
but  the  correlation  with  the  conclusions  ob- 
tained from  immunodiffusion  was  100%. 


Table  2B 

Alpha- 1 Antitrypsin  Deficiency' 

Comparison  of  Patients  with  Classical  Case 

C’assic  1 2 3 4 5 6 

“Asthma”  — -)-  + — — — 

Sputum — + -j-  — ± — — 

Table  2.  Clinical  characteristics  of  six  patients  with 
homozygous  deficiency  of  alpha-1  antitrypsin. 

2A:  Comparison  of  characteristics  with  those  of  a. 

fully  developed  (“Classic”)  case. 

2B:  Comparison  with  regard  to  manifestations  of  oth- 
er types  of  respiratory  disease. 

in  a female.  The  presence  or  absence  of  a. 
family  history  of  respiratory  disease,  or  of  a 
personal  history  of  “asthma”,  or  the  presence 
or  absence  of  sputum,  are  not  helpful  although 
a positive  family  history  demands  that  the  di- 
agnosis be  considered.  The  chest  x-ray  typi- 
cally shows  absence  of  markings  over  the 


»• 


ABNORMAL 


NORMAL 


ABNORMAL 


Fig.  2.  Perfusion  lung  scans  in  two  patients  with  emphysema  and  homozygous  deficiency  of 
alpha-1  antitrypsin.  The  scans  shown  in  the  right  and  left  panels  are  those  of  the  female 
patients  in  this  series.  A normal  scan  is  shown  in  the  center  panel  for  comparison.  Patient 
scans  reveal  shortening  of  the  lung  pattern,  with  preservation  of  the  apical  contours.  The 
lower  thirds  of  the  lungs  are  underperfused,  hence  do  not  appear  on  the  scan. 


Making  the  diagnosis  in  an  individual  case 
requires  that  it  be  considered,  especially  in  the 
case  of  a young  adult  with  emphysema  (Table 
2).  Another  clue  is  the  report  of  emphysema 

Table  2 A 

Alpha- 1 Antitrypsin  Deficiency" 


Comparison  of  Patients  with  Classical  Case 


Classic 

1 

2 

3 

4 

5 

6 

Low  Age  . . 

40-+- 

52 

49 

48 

42 

45 

36 

Type  A . . . 

+ 

+ 

+ 

— 

— 

— 

+ 

Emphysema 

(x-ray)  + 

+ 

+ 

+ 

4- 

— 

+ 

Dyspnea  . . 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Obstruction 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Fam.  Hist. 

-4- 

— 

+ 

— 

+ 

+ 

+ 
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lower  lung  fields.  Perfusion  scans  of  the  lung- 
reveal  marked  decrease  in  perfusion  over  the 
same  regions  (Fig.  2). 

Summary 

Homozygous  deficiency  of  alpha- 1 anti- 
trypsin is  a common  deficiency  state,  and  most 
affected  individuals  become  symptomatic  dur- 
ing their  productive  years.  The  illness  may 
superficially  resemble  other  chronic  respira- 
tory disorders,  such  as  bronchitis  and  asthma, 
and  may  be  accompanied  by  findings  of  these 
disorders.  Symptomatic  individuals  may  be 
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young  and  of  either  sex.  Clues  to  the  diagnosis 
lie  in  the  chest  roentgenogram  and  in  the  lung 
perfusion  scan.  Simple  and  inexpensive  testing 
methods  are  available.  It  is  important  to  con- 
sider this  diagnosis  in  patients  presenting  with 
any  type  of  chronic  respiratory  disease  pat- 
tern, and  in  relatives  of  patients  who  have  the 
disorder. 
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Current  Treatment  of  Wringer  Injuries 


G.  T.  GOLDEN,  M.D. 

M.  T.  EDGERTON,  M.D. 
Charlottesville,  Virginia 


Unfortunately,  wringer  injuries 
continue  to  occur  and  their  end 
is  not  yet  in  sight.  An  under- 
standing of  the  injury  with 
prompt  reconstructive  surgery 
where  indicated  minimizes  the 
residual  deformity. 

IN  THIS  AGE  of  modern  appliances  the 
wringer  washing  machine  is  far  from  obso- 
lete. A surprising  number  of  these  devices  are 
still  in  operation  and  an  even  more  surprising 
number  are  sold  each  year,  probably  due  to 
their  relative  inexpensiveness.  In  a recent  sur- 
vey of  115  wringer  injuries  in  a large  metro- 
politan hospital,  40  per  cent  of  these  occurred 
in  machines  which  had  been  in  the  home  less 
than  one  year.1  Given  the  large  number  of 
machines  in  operation  and  the  unchanging 
curiosity  and  carelessness  of  children,  it  is  not 
surprising  that  large  numbers  of  these  injuries 
still  occur.  In  a three-month  period  in  1971, 
15  wringer  injuries  were  treated  at  the  Uni- 
versity of  Virginia  Medical  Center,  and  it  is 
clear  that  most  such  injuries  could  be  pre- 
vented by  parental  caution. 

Furthermore,  few  wringer  washing  ma- 
chines are  safer  today  than  they  were  when 
MacCollum2  first  described  the  injury  com- 
plex in  1938.  Safety  devices  are  available,  in- 
cluding operation  systems  requiring  continual 
adult  presence  to  operate  the  wringer  mecha- 
nism and  pressure-sensitive  release  mechanisms 
which  disengage  the  rollers  when  a small  arm 
becomes  entrapped.  Nevertheless,  most  roller 
machines  in  operation  have  only  manual  re- 

From  the  Departments  of  General  Surgerv  and 
Plastic  Surgerv,  Universitv  of  Virginia  Medical 
Center. 


lease  systems  for  disengaging  the  incarcerated 
arm.  Young  children,  who  most  often  fall 
prey  to  the  moving  rollers,  lack  familiarity 
with  the  mechanical  intricacies  of  a manual 
release  system  and  are  seldom  able  to  activate 
it. 

Mechanism  of  Injury 

The  wringer  device  has  an  active  lower 
roller  and  a passive  upper  roller  with  a device 
to  adjust  the  gap  between  the  moving  parts. 
A child,  the  victim  of  curiosity,  tries  to  touch 
these  fascinating  moving  parts,  and  the  fingers 
become  entrapped.  Once  this  occurs,  the  en- 
tire upper  extremity  is  drawn  forcibly  be- 
tween the  rollers  subjecting  it  to  the  grinding 
and  compressive  action  of  the  wringers.  The 
progress  of  the  extremity  may  be  arrested  by 
the  abducted  thumb;  a bony  prominence,  such 
as  the  elbow;  the  axilla;  or  a frightened  parent 
who  releases  the  mechanism.  Occasionally, 
in  a frantic  moment,  the  parent  draws  the  arm 
out  against  the  moving  wringer,  inflicting  fur- 
ther injury.  If  the  machine  is  not  disengaged, 
the  extremity  is  subjected  to  prolonged  grind- 
ing at  the  point  at  which  the  progress  of  the 
rollers  is  arrested.  Avulsion  forces  may  ele- 
vate a large  distally  based  skin  flap,  separating 
the  skin  from  its  blood  supply.  These  forces 
may  be  summarized  as:  1.  friction  caused  by 
the  churning  action  of  the  rollers  which  causes 
damage  to  skin  by  its  abrading  action  and 
possibly  the  production  of  thermal  energy; 
2.  compression,  causing  contusion  of  skin, 
muscle  bellies,  nerves,  and  occasionally  frac- 
tures, and  3.  avulsion  forces  which  may  strip 
skin  or  any  other  soft  tissue  distally. 

Clinical  Picture 

Some  degree  of  edema  is  encountered  in 
most  wringer  injuries  as  a consequence  of  its 
crushing  nature.  It  is  usually  mild  to  mod- 
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crate  in  degree,  but  may  be  massive  in  nature 
involving  the  entire  hand,  forearm,  and  arm. 
The  most  common  cutaneous  injury3  in  our 
experience  has  been  the  friction  burn.  Since 
it  is  caused  by  the  stationary  grinding  of  the 
rollers,  it  is  most  common  in  areas  where  the 
progress  of  these  devices  has  been  arrested. 
The  region  about  the  elbow  is  the  most  com- 
mon location,  followed  in  frequency  by  the 
axilla  and  the  palm  of  the  hand.  In  its  sim- 
plest form,  it  is  an  abrasion  resembling  a 
“brush  burn”.  In  its  more  severe  forms,  this 
“burn"  is  progressively  more  discolored,  sur- 
rounded by  ecchymosis  and  associated  with 
nonviable  skin  (Fig.  1).  In  our  experience, 


routinely  with  meticulous  surgical  cleansing, 
debridement  and  primary  closure,  if  indicated, 
and  unless  contamination  or  age  of  the  wound 
are  prohibitive. 

Avulsed  skin  wringer  injury  is  a particularly 
troublesome  entity  and  is  surpassed  only  by 
the  friction  burn  as  a cause  of  full-thickness 
skin  loss  requiring  grafting.  If  such  avulsions 
remain  attached  by  a pedicle,  this  is  usually 
distally  based,  having  little  arterial  blood  sup- 
ply and  virtually  no  venous  drainage.  In  addi- 
tion, the  skin  of  such  a flap  is  usually  quite 
contused.  For  these  reasons,  such  flaps  are, 
with  few  exceptions,  nonviable.  Such  injuries 
are  most  common  on  the  dorsum  of  the  hand 
and  require  aggressive  therapy  to  shorten  dis- 
ability and  minimize  deformity. 

Much  has  been  written  about  vascular  com- 
promise in  the  involved  extremity  following 
wringer  injury.  Experimental  crush  injury  in 
the  extremities  of  dogs  and  rabbits  causes  fi- 


Fig.  2.  A severe  friction  burn  over  the  medial  epi- 
condyle  in  a 9-year-old  boy.  The  area  was  excised 
back  to  bleeding  dermal  margins  and  a split  thickness 
skin  graft  applied  to  the  defect. 

brosis  of  muscle  bellies.4, 5 In  addition,  vas- 
cular compromise,  in  the  form  of  gangrene  re- 
quiring amputation6  and  Volkman’s  ischemic 


the  severe  forms  of  this  injury  have  been  the 
single  greatest  cause  of  full-thickness  skin  loss 
requiring  grafting.  Fortunately,  non-viable 
skin  can  usually  be  recognized  on  initial  exam- 
ination. Marginal  cases  require  close  observa- 
tion and  early  reconstruction  when  nonviabil- 
ity becomes  evident. 

Fractures  are  uncommon  in  these  injuries 
and  radiographs  are  recommended  only  if  de- 
formity and/or  point  tenderness  indicate  the 
likelihood  of  bony  injury. 

Lacerations  are  relatively  infrequent  and 
occur  most  commonly  in  the  digital  web 
spaces.  These  lacerations  should  be  treated 


Fig.  1.  A severe  friction  burn  on  the  dorsum  of  the 
right  hand  in  a 5-year-old  boy.  This  area  was  excised 
and  grafted  immediately. 
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contracture,7  has  been  reported.  Presumably, 
vascular  compromise  in  these  instances  is  due 
to  edema  in  the  injured  muscle  with  swelling 
within  tight  fascial  compartments  and  occlu- 
sion of  arterial  inflow.  Fortunately,  such  com- 
plications are  rare,  occurring  in  less  than  0.1 
per  cent  of  those  exposed  to  injury,3  but  it 
must  be  remembered  by  those  treating  such 
injuries. 

Occasionally,  for  reasons  that  are  not  en- 
tirely clear,  the  arm  or  part  of  that  extremity 
is  literally  mangled  by  the  wringer  device. 
Large  parts  of  skin  and  muscle  are  avulsed  and 
compound  fractures  and  avulsed  nerve  present 
unparalleled  problems  in  initial  coverage  and 
later  reconstruction.  Just  why  one  child  re- 
ceives little  or  no  injury,  while  others  receive 
severe  injuries,  is  not  entirely  clear.  Thirty- 
four  years  ago,  Dr.  MacCollum  pointed  out 
that  the  degree  of  injury  varies  with  the  speed 
of  the  rollers,  the  gap  between  these  devices, 
the  duration  of  exposure,  and  whether  or  not 
a forceful  attempt  is  made  to  extricate  the  in- 
volved limb.2  The  relative  newness  of  a par- 
ticular washing  machine  may  also  be  important 
in  determining  the  degree  of  injury,  but  even 
this  does  not  fully  explain  this  clinical  oddity. 

Treatment 

The  spectrum  of  injury  is  quite  broad,  and 
their  care  must  likewise  be  greatly  individual- 
ized. The  child  who  presents  to  the  physician 
with  little  more  than  the  history  of  having 
sustained  a wringer  injury  needs  little  care 
other  than  careful  observation.  The  badly 
mangled  extremity,  on  the  other  hand,  re- 
quires aggressive  care  to  minimize  disability 
and  deformity.  Currently,  practiced  treatment 
methods  are  directed  toward  prevention  of 
complications;  i.e.,  skin  loss  and  vascular  com- 
promise. We  have  taken  issue  with  the  use 
of  tight  compression  dressings  designed  and 
applied  to  prevent  such  complications.  In  a 
recent  series  of  100  patients  seen  at  the  Uni- 
versity of  Virginia  Medical  Center,3  such 
dressings  did  not  appear  to  alter  the  course  of 
the  cutaneous  wound.  We  believe  that  com- 
plications are  usually  predictable,  and  that 


with  sound  surgical  judgment  the  care  of  these 
injuries  can  be  safely  individualized. 

Certain  “danger  signs”  should  alert  the  phy- 
sician to  the  possibility  of  complications 
(Table  I).  Massive  edema  of  the  extremity 
may  rarely  be  associated  with  later  unexpected 
skin  loss  or  vascular  compromise.  Children 
with  such  injuries  should  be  hospitalized  and 
observed  for  evidence  of  developing  compli- 
cations. Discolored  friction  burns  are  fre- 
quently associated  with  full-thickness  skin  loss. 
On  the  dorsum  of  the  hand  these  demarcated 
areas  should  be  excised  and  covered  by  a flap 
or  graft  as  soon  as  full-thickness  loss  is  appar- 
ent (many  times  this  is  possible  on  initial  ex- 
amination). To  allow  such  injuries  to  slough 
and  demarcate  slowly  over  days  or  weeks 
prior  to  coverage  is  to  court  disaster  and  invite 
lasting  deformity.  Such  demarcation  may  be 
allowed  to  progress  on  the  more  proximal  por- 
tions of  the  extremity  but,  here  again,  early 
excision  is  advocated  using  capillary  bleeding 
of  freshly  incised  dermal  margins  as  a guide  to 
skin  viability.  The  almost  invariable  nonvia- 
bility of  crushed  distally  based  skin  flaps  has 
been  alluded  to  previously.  Such  flaps  should 
be  excised  early  and  the  hand  or  arm  defect 
immediately  covered  by  split  thickness  skin 
grafts.  Pain  requires  careful  evaluation  as  it 
may  be  caused  by  either  direct  nerve  compres- 
sion, fracture,  or  ischemia.  In  our  experience, 
the  properly  splinted  wringer  injury  becomes 
almost  immediately  confortable.  The  presence 
of  any  one  danger  sign  indicates  that  the  child 
should  be  admitted  to  the  hospital  and  treated 
appropriately  with  elevation! 

Radiographs  of  the  extremity  are  recom- 
mended only  if  the  presence  of  tenderness  or 
deformity  indicates  the  likelihood  of  a frac- 
ture. Abrasions  and  lacerations  should  be 
cleansed  and  dressed  with  meticulous  tech- 
nique. We  have  observed  the  conversion  of 
second  degree  friction  burns  to  full-thickness 
skin  loss  as  a result  of  infection.  Lacerations 
may  be  closed  primarily.  If  the  likelihood  of 
complication  has  been  excluded,  such  children 
may  be  safely  treated  as  outpatients.  A bulky, 
noncompressive  dressing  may  be  applied  to  the 
arm  with  an  outrigger  which  may  be  suspend- 
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ed  over  a chair  at  the  child’s  bedside  to  main- 
tain elevation.  The  child’s  parents  should  be 
advised  to  bring  the  child  back  to  the  phy- 
sician in  response  to  pain.  Pain  indicates  ische- 
mia until  proven  otherwise.  It  is  our  custom 
to  examine  these  children  daily  for  two  to 


alert  the  clinician  to  the  possibility  of  compli- 
cations. These  clinical  guides  should  aid  the 
family  practitioner,  pediatrician,  and  general 
surgeon  in  selecting  those  patients  (the  ma- 
jority) that  may  be  easily  managed  by  con- 
servative routines  and  in  identifying  promptly 


Table  I 


SIGN 

1.  Massive  edema 


“DANGER  SIGNS”  IN  WRINGER  INJURIES 

ASSOCIATED  SIGNS  AND  METHODS  OF  DETECTION 

Pitting  quality 

Pallor  of  the  skin  or  poor  color  return  on  pressure  and  release 
Difficulty  palpating  digital  or  radial  pulse 


2.  Discolored  abrasions 


3.  Avulsion  of  skin  with  a 
distally  based  flap 


4.  Pain 


5.  Anesthetic  skin 


6. 


Absent  pulses  in  fingers 
or  major  arterial  trunks 


Greater  than  /2  inch  in  diameter 
Deep  red  to  purple  in  color 
Cool  to  touch 

No  blanching  on  digital  pressure 
Skin  rolled  distally 

Poor  or  absent  bleeding  on  wiping  dermal  margin  with  a sponge 
Discoloration  of  flap  (cyanosis  or  pallor)  due  to  “crush” 

May  be  due  to  fracture,  ischemia,  or  nerve  injury 
Ischemic  variety  unrelieved  by  splinting 
May  be  emphasized  by  repeatedly  opening  and  closing  hand 
Child  crying,  fretful  after  “doctor  scare”  over 

May  be  due  to  nerve  contusion  or  loss  of  arterial  supply 
No  sweating  on  examination  of  pores  with  ophthalmoscope 
Pin  prick  and  discriminatory  sensation  diminished  or  absent 

May  be  due  to  diminished  or  absent  blood  flow  due  to  internal 
pressure 

May  be  due  to  massive  edema  obscuring  the  pulse 


three  days,  especially  those  with  cutaneous 
wounds.  It  has  been  rarely  necessary  to  admit 
such  a child  later  because  of  complications. 
If,  however,  skin  necrosis  or  nerve  injury  does 
develop,  it  is  important  to  seek  plastic  surgery 
consultation  before  the  voound  develops  sec- 
ondary infection. 

Summary 

Wringer  injuries  continue  to  offer  a chal- 
lenge to  physicians,  and  their  continued  oc- 
currence is  likely.  With  sound  surgical  judg- 
ment the  care  of  these  injuries  can  be  individ- 
ualized. Massive  edema,  discolored  abrasions, 
distally  based  flaps,  absent  pulses,  anesthetic 
skin,  and  pain  are  “danger  signs”  that  should 


those  with  need  for  reconstructive  surgical 
procedures. 
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Rhinolalia  Aperta 


The  hypernasality  of  speech 
characteristic  of  submucous  cleft 
palate  may  be  corrected  by  a sur- 
gical procedure  which  has  been 
highly  successful. 

HIS  PAPER  IS  LIMITED  to  a discussion 
of  rhinolalia  aperta  or  nasality  in  speech 
from  a specific  cause:  namely,  pharyngo-pa- 
latal  incompetence  associated  with  submucous 
cleft  palate.  Numerous  descriptions  of  methods 
for  the  correction  of  palato-pharyngeal  incom- 
petence have  appeared  in  the  literature.1  A re- 
view of  these  and  of  the  various  types  of  clefts 
and  other  palatal  voids  would  become  over- 
long  and  will  not  be  attempted.  Rather,  a 
method  of  reconstruction  for  the  correction  of 
rhinolalia  aperta  secondary  to  submucous  cleft 
palate  will  be  described. 

Submucous  cleft  palate  is  of  special  interest 
to  the  otolaryngologist  in  that  a patient, 
usually  a child,  diagnosed  as  requiring  ade- 
noidectomy  may  have  this  condition  yet 
show  no  indication  of  it  until  after  surgery 
when  hypernasality  in  speech  becomes  ap- 
parent.2 In  such  instances  the  adenoid  pad 
probably  acted  as  a firm  mass  which  the  soft 
palate  was  able  to  contact  when  elevated. 

Cleft  lip  and  palate  are  among  the  most 
common  embryological  faults  and  have  been 
attributed  to  a variety  of  causes.  Not  included 
in  the  surgical  series  reported  is  a family,  seen 
by  the  author,  with  four  children  who  have 
submucous  cleft  palates.  In  addition  to  he- 
redity, rubella  during  the  first  trimester  of 
pregnancy  has  been  cited  as  a possible  cause,  as 
have  dietary  deficiencies  during  pregnancy. 
The  great  incidence  of  these  defects  is  offset 
by  the  fact  that  the  rehabilitation  potential  of 
this  group  is  higher  than  that  of  any  other 
group  with  major  congenital  anomalies. 


JOHN  B.  GORMAN,  M.D. 

Lynchburg,  Virginia 

Surgical  care  is  but  one  of  a number  of  serv- 
ices required  by  the  cleft  palate  patient.  Most 
of  these  patients  require  prolonged  and  sus- 
tained efforts  by  the  plastic  surgeon,  a dental 
team,  the  speech  therapist  and  the  otologist. 

Speech  Evaluation 

The  hypernasality  characteristic  of  the 
speech  of  the  patient  with  pharyngo-palatal 
incompetence  may  also  be  produced  by  other 
anatomic  anomalies  including  the  adjacent  and 
attached  neuromusculature.  Osseous  deficien- 
cies or  contour  abnormalities  of  the  base  of  the 
skull  and  superior  cervical  spine  may  also  cause 
hypernasal  speech.  In  all  of  these  conditions 
there  is  lack  of  adequate  muscular  seal  be- 
tween the  oropharynx  and  nasopharynx.  Soft 
palate  contraction,  together  with  the  action  of 
the  pharyngeal  musculature,  normally  pre- 
vents air  from  entering  the  nasal  cavity,  direct- 
ing it  instead  to  the  oral  cavity  where  the  com- 
plex forces  involved  in  articulation  shape  it 
into  understandable  speech.  Certain  sounds  of 
an  explosive  nature,  those  requiring  an  ade- 
quate amount  of  pressure,  are  made  with  diffi- 
culty—if  at  all— if  the  valve  composed  of  the 
muscles  of  the  soft  palate  and  of  the  lateral 
and  posterior  walls  of  the  oropharynx  is  not 
able  to  function  properly.  With  such  an  in- 
adequacy the  sound  of  letters  such  as  “p”,  “b”, 
“t”,  “h”,  or  “g”  or  of  the  sibilants  such  as  “s”, 
“sh”,  and  “ch”  cannot  be  reproduced  ade- 
quately enough  to  be  intelligible. 

Videoradiography  is  a valuable  adjunct  in 
preoperative  evaluation.  The  child  is  pre- 
sented a simple  series  of  statements  to  repeat, 
for  example:  “Watch  the  chicken  bite  the 

watch.”  The  adult  is  asked  to  repeat  “She  got 
bit  on  the  tip  while  she  sits  in  the  pit  chit- 
chatting on  her  soldier’s  shoulder”— three  times 
in  a row. 
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Methods  and  Goals  of  Reconstruction 

Ideally,  the  object  of  the  correction  of  sub- 
mucous cleft  palate  is  the  functional  union  of 
the  parts,  the  establishment  of  intelligible 
speech  and  the  avoidance  of  injury  to  the 
growing  maxilla.  Most  patients  with  a sub- 
mucous cleft  palate  can  be  habilitated  after  a 
diagnosis  has  been  established,  treatment  de- 
pending upon  the  degree  of  cleft  and  the  ex- 
tent of  mesodermal  lack.  There  has  been  a ten- 
dency to  delay  operation  in  young  patients 
until  those  palatal  changes  which  occur  with 
growth  have  taken  place. 

For  over  100  years,  since  1862  when  Von 
Langenbeck  initiated  the  procedure  which 
bears  his  name,  it  has  been  appreciated  that 
nasal  speech  after  successful  palatal  closure 
was  due  to  inability  of  the  soft  palate  to  reach 
the  posterior  pharyngeal  wall.  Since  that  time, 
surgery  attempting  to  establish  velopharyngeal 
competence  has  developed  by  several  steps,  in- 
cluding retrodisplacement,  to  lengthen  the 
palate.  The  Von  Langenbeck  operation 
bridges  the  gap  by  means  of  lateral  incision  to 
obtain  relaxation  to  permit  the  medical  move- 
ment of  mucoperiosteal  flaps.  On  the  nasal 
surface  the  pharyngeal  aponeurosis  and  the 
nasal  mucosa  are  severed  from  their  attach- 
ment to  the  palatal  shelves.  The  raw  area  re- 
maining heals  by  cicatrization,  pulling  the 
soft  palate  away  from  the  pharyngeal  wall. 
Unfortunately,  the  V on  Langebeck  operation 
often  creates  a palate  which  is  not  able  to 
reach  the  pharyngeal  wall.  This  is  seen  espe- 
cially in  the  posterior  cleft  where  shortness  of 
the  palate  and  underdevelopment  of  the  palatal 
elements  characterize  this  defect.  This  limita- 
tion is  generally  overcome  by  employing  the 
“pushback”  or  pharyngeal  flap. 

As  early  as  1879,  muscular  or  mucosal  flaps 
were  used,  to  be  followed  by  fat  and  fascial 
implants.  The  pharyngeal  flap  dates  from  the 
latter  part  of  the  nineteenth  century.  It  may 
be  considered  as  an  obturator  of  tissue,  the 
same  principle  applying  to  the  employment  of 
an  appliance.  Initially,  the  inferior  flap  was 
used  and  it  was  not  until  a decade  later  that  the 
superior  flap  was  attempted  to  close  off  the 
nasopharynx  to  some  extent.  However, 


pharyngeal  flaps,  when  placed  inferiorly,  de- 
press the  palate  and  lessen  the  capacity  of  the 
nasopharynx  to  contribute  to  adequate  speech. 

The  function  of  the  pharyngeal  flap  may  be 
appreciated  when  it  is  seen  that  the  correction 
of  the  deficit  in  midline  tissue  and  the 
lengthening  of  the  palate  are  but  two  elements; 
there  must  be  a reduction  of  the  newly  in- 
creased depth  of  the  nasopharynx.  Although 
the  pharyngeal  flap  functions  in  much  the 
same  manner,  whether  inferior  or  superior,  its 
superior  placement  adds  mass  to  replace  that 
of  the  adenoid  lost  through  adenoidectomy. 
In  certain  placements  the  superior  pharyngeal 
flap  insertion  can  function  as  a palate  lengthen- 
ing device  in  much  the  same  manner  as  the 
Millard  Island  flap  which  is  combined  with  a 
palatal  pushback. 

In  review,  the  principle  is:  the  velum  must 
be  able  to  occlude  to  the  posterior  pharyngeal 
wall.  The  methods  developed  to  secure  this 
effect  currently  are: 

a)  A pad  in  the  posterior  pharyngeal  wall 
eases  the  demand  on  the  velum  to  ac- 
complish closure; 

b)  The  retrodisplacement  of  the  palate  de- 
creases the  distance  from  the  velum  to 
the  posterior  pharyngeal  wall,  and 

c)  The  nasopharynx  and  oropharynx  are 
separated  by  an  obturator  of  tissue  or 
by  an  appliance. 

Surgical  Method 

Figure  1 shows,  in  cross  section,  the  ana- 
tomical situation  before  and  after  the  repair 
of  palatopharyngeal  insufficiency.  The  author 
employs  a procedure  involving  a palate  push- 
back  and  a superiorly-based  pharyngeal  flap. 
The  pushback  is  made  by  the  elevation  of  the 
mucoperiosteum  of  the  hard  palate  with  lateral 
extension  of  the  incisions  posteriorly,  thus 
freeing  the  mucoperiosteum.  The  pharyngeal 
flap  forms  a (functioning)  nasopharyngeal 
pad  (Fig.  2).  The  cleft  is  pictured,  as  is  the 
bifid  uvula,  for  purposes  of  orientation.  The 
dotted  lines  trace  the  potential  incision. 

The  pharyngeal  flap  is  made  sufficiently 
wide  for  a satisfactory  blood  supply.  The  flap 
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is  cut  down  to  a depth  sufficient  to  include  the 
underlying  musculature  of  the  pharynx.  Fig- 
ure 3 indicates  the  relationship  of  the  flap  to 


Fig.  1.  Sagittal  view  demonstrating  retrodisplacement  of 
hard  palate  mucoperiosteum  which  is  lined  with 
pharyngeal  flap. 


the  general  area.  The  chief  advantage  of  this 
procedure  is  the  coverage  of  the  raw  nasal 
surface  of  the  soft  palate,  preventing  any 
creeping  of  the  retrodisplaced  mucoperiosteum 
to  its  former  anterior  placement.  The  pharyn- 
geal flap  keeps  traction  on  the  palate,  elimi- 
nating any  tendency  of  the  palate  to  return  to 
the  position  it  had  occupied  before  the  push- 
back.  This  is  illustrated  in  Figure  4.  The 
sketch  to  the  left  shows  the  position  of  the 
drill  holes.  The  sketch  to  the  right  indicates 
the  relative  position  of  the  elements  in  this  pro- 
cedure. The  undermined  area  has  been  identi- 


Fig.  2.  Outline  and  elevation  of  mucoperiostent  flap. 

fled.  iVttention  is  drawn  to  the  sutured  uvula. 

The  angle  between  the  flap  and  pharyngeal 
Avail  and  the  tension  on  the  flap  prevent  ad- 
hesions of  the  pharyngeal  mucosal  muscular 
flap  to  its  former  bed.  The  anterior  palate 


against  the  flap  leaves  the  moving  portion  to 
unfurl.  The  velopharyngeal  opening  is  nar- 
rowed. 


Fig.  3.  Outline  of  pharyngeal  flap  (The  pharyngeal  flap 
is  outlined) . 

Clinical  Experience 

Four  children,  all  of  whom  had  prior  ade- 
noidectomy,  and  two  adults  were  operated 
upon  using  the  method  described.  Speech 
correction  by  a certified  speech  pathologist 
therapist  had  been  attempted  in  all  four  chil- 
dren, and  in  one  of  the  adult  patients.  One  of 
the  children  and  both  of  the  adult  patients 
were  referred  by  physicians.  The  other  three 
children  were  referred  by  a speech  therapist. 
The  adult  who  had  not  received  speech 
therapy  prior  to  surgery  was  58  years  of  age 
and  had  a large  cleft  of  the  soft  palate.  He  and 
the  four  children  received  excellent  results 
from  surgery.  Although  the  other  adult  pa- 
tient has  received  some  benefit  from  the  opera- 
tive procedures  there  was  some  post-surgical 
hvponasality  in  speech.  Postoperatively,  all 
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patients  were  carefully  observed  for  airway 
problems  although  none  occurred. 

Summary 

The  patient,  especially  if  a child  with  speech 
difficulty,  particularly  hypernasality,  should 


DRILL  HOLES 


UNDERMINED 
AREA 


SUBMUCOSAL 
SUTURE- 


Fig.  4.  Posterior  displacement  of  hard  palate  mucoperi- 
osteum,  lining  its  raw  surface  with  pharyngeal  flap. 


be  evaluated  for  possible  submucous  cleft  pal- 
ate. Ear  defects  are  found  concomitantly  in 
a large  number  of  such  patients.  Adenoid- 
ectomy  performed  on  patients  with  hidden 
submucous  cleft  palate  exposes  the  palatal 
deficit  by  removing  the  adenoidal  mass,  mak- 
ing surgical  correction  necessary.  Velo- 
pharyngeal insufficiency  may  be  corrected  by 
use  of  the  combination  of  palatal  pushback  and 
superior  based  pharyngeal  flap;  a method  is 
presented  which  has  been  highly  successful  in 
rehabilitating  selected  speech  handicapped  in- 
dividuals. 
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Hospital  Library  Service  in  Western  Virginia 


The  Joint  Commission  on  Ac- 
creditation of  Hospitals  has  set 
new  standards  which  most  hos- 
pital libraries  in  Western  Virginia 
do  not  meet.  The  Virginia  Medi- 
cal Information  System  is  pre- 
pared to  help  hospitals  upgrade 
their  libraries. 

ACCORDING  to  Marilyn  C.  Schleg  and 
Vern  M.  Pings  of  the  Wayne  State  Uni- 
versity School  of  Medicine  Library  and  Bio- 
medical Information  Service  Center,  the 
hospital  as  an  institution  in  contemporary 
American  society  has  a primary  responsibility 
to  provide  health  care.  As  a consequence  of 
the  hospital’s  mission,  the  hospital  library  has 
the  immediate  and  ever-present  task  to  be  so 
organized  that  it  can  provide  information  for 
solving  individual  health  problems.  Thus,  the 
hospital  library  must  be  involved  with  the 
continuing  education  of  its  clientele  in  a way 
few  other  libraries  have  the  opportunity  to 
function.1 

How  have  America’s  hospital  libraries  been 
meeting  their  responsibilities  to  provide  cur- 
rent and  relevant  biomedical  information  for 
their  clientele?  According  to  Mr.  Alfred  N. 
Brandon,  Chairman,  Department  of  Library 
Science,  Mount  Sinai  School  of  Medicine, 
New  York  City: 

Not  enough  hospitals  have  libraries  of 

Walker,  Walter  W.,  formerly  Director 
V AMIS  Service  Center , Medical  Center  Library , 
University  of  Virginia , presently  Head  Librarian 
Hawaii  Medical  Library , Honolulu. 

V AMIS  is  partially  funded  by  the  Virginia 
Regional  Medical  Fro  grain.  _ , 


WALTER  W.  WALKER 
Honolulu,  Hawaii 

significance.  The  small  community  hospital 
having  less  than  200  beds  does  not  usually 
support  a full-time  librarian  or  a well- 
stocked  medical  library.2 

The  Situation  in  Ohio 

Mr.  Brandon’s  observations  are  supported 
by  the  results  of  a survey  of  Ohio  hospital 
libraries  conducted  by  Professor  Alan  M.  Rees 
of  Case  Western  Reserve  University.  Profes- 
sor Rees  divided  the  227  Ohio  hospitals  sur- 
veyed into  those  having  functional  libraries 
(that  is,  libraries  reporting  personnel  actually 
performing  library  tasks),  and  those  having 
non-functional  libraries  (that  is,  no  personnel 
actually  committed  to  the  performance  of 
library  tasks).  Active  research  programs  with- 
in a hospital  appeared  to  exert  a stronger  in- 
fluence on  the  existence  of  a functional  library 
than  did  the  presence  of  training  programs. 
Hospitals  having  both  research  and  training 
programs  almost  always  were  found  to  have 
functional  libraries.  Further,  it  was  found  that 
bed  size  was  the  most  crucial  factor  in  deter- 
mining the  scope  of  a hospital’s  patient  care, 
research,  and  training  programs.  Professor 
Rees  concluded  that  approximately  one-third 
of  all  Ohio  hospitals,  since  they  lack  library 
facilities,  were  not  tied  into  any  formally  or- 
ganized biomedical  information  network, 
either  regional  or  national.  Moreover,  the  re- 
maining hospitals  had  functional  libraries,  most 
of  which  operated  at  a minimal  level.3 

The  Situation  in  Western  Virginia 

When  the  author  assumed  his  duties  as 
library  consultant  to  approximately  75  hos- 
pitals in  western  Virginia,  he  was  faced  with 
two  immediate  problems:  (1)  What  was  the 
library  situation  in  each  of  the  individual  hos- 
pitals he  was  about  to  visit?  (2)  What  was 
the  scope  and  quality  of  hospital  library  serv- 
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ice  in  a predominately  rural  area  such  as  west- 
ern Virginia? 

To  answer  these  questions  the  author  de- 
cided to  conduct  a hospital  library  survey. 
After  careful  consideration  of  different  survey 
questionnaires  then  in  existence,  the  author 
chose  the  one  published  by  the  Ohio  Valley 
Regional  Medical  Program  because  of  its  com- 
prehensiveness and  its  ready  application  for 
use  in  such  predominately  rural  areas  as 
Kentucky,  southern  Ohio,  and  southern 
Indiana.4 

With  some  minor  modifications  this  ques- 
tionnaire was  used  by  the  author  during  his 
visits  to  hospitals  in  western  Virginia  between 
August  1,  1970,  and  June  30,  1971.  Question- 
naires were  returned  from  39  libraries  in  35 
hospitals,  (some  hospitals  had  more  than  one 
library),  with  data  sufficiently  complete  to 
be  included  in  the  survey.  Two  additional 
questionnaires  could  not  be  used  for  reasons 
that  will  be  explained  later. 

Virginia  Hospitals  Reporting  in  the 
Library  Survey 

The  type  of  control  and  type  of  services 
offered  by  the  35  hospitals  reporting  in  the 
survey  are  as  follows:  30  were  general  medical 
and  surgical  hospitals,  two  were  psychiatric 
hospitals,  one  was  an  orthopedic  hospital,  one 
was  a tuberculosis  hospital,  and  one  was  an 
eye,  ear,  nose,  and  throat  hospital.  Twenty- 
two  of  the  35  hospitals  were  operated  on  a 


12  were  under  100  beds,  18  were  between  100 
and  300  beds,  and  five  were  between  300  and 
600  beds.  Two  additional  hospitals  with  over 
600  beds  returned  completed  questionnaires, 
but  this  number  is  too  small  to  make  any  valid 
comparisons.  The  bed-size  categories  were 
chosen  for  two  reasons.  First,  the  Ohio  hos- 
pital library  survey  found  that  bed  size  was 
the  single  most  important  criteria  for  deter- 
mining the  probable  status  of  a hospital’s  li- 
brary. Secondly,  these  categories  permit 
comparison  of  the  western  Virginia  hospital 
library  survey  results  with  recommended  min- 
imum standards  for  biomedical  libraries  in 
hospitals. 

The  educational  curriculum  of  these  35  hos- 
pitals had  an  important  bearing  on  the  quality 
of  library  service  offered.5  Three  hospitals  had 
affiliated  schools  of  professional  nursing,  two 
hospitals  had  house  officers  only,  and  four  hos- 
pitals had  both  schools  of  professional  nursing 
and  house  officers.  As  might  be  expected,  these 
hospitals  usually  had  the  strongest  library  col- 
lections and  resources  within  western  Virginia. 
Interestingly,  most  hospitals  with  over  1 00  beds 
had  some  type  of  affiliated  technician  train- 
ing program,  such  as  licensed  practical  nurs- 
ing, radiological  technology,  or  medical  tech- 
nology, but  these  programs  made  little  impact 
upon  library  services,  either  in  terms  of  library 
use  by  students  and  teachers,  or  of  library 
books  and  journals  acquired  to  support  these 
technician  programs. 


CHART  I 


Hospital  Libraries  Reporting  in  Virginia  Survey 


Type  of  Library  Reporting 

Hospitals  Categorized  by  Bed  Size 
Under  100  100-300  300-600 

Totals 

Combined  Library 

11 

9 

3 

23 

Medical  Library 

1 

9 

2 

12 

Nursing  Library 

0 

3 

1 

4 

Totals 

12 

21 

6 

39 

non-profit  basis,  seven  were  proprietary  hos- 
pitals, four  were  governmental  hospitals,  and 
two  were  church-operated  hospitals. 

Of  the  35  hospitals  reporting  in  the  survey, 


Types  of  Libraries  Included  in  the 
Virginia  Survey 

Chart  I shows  the  types  of  hospital  libraries 
reporting  in  the  Virginia  survey.  Of  39  li- 
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braries,  23  had  combined  medical  and  nursing 
collections,  12  had  only  medical  collections, 
and  four  had  separate  nursing  collections  as 
part  of  their  hospitals’  schools  of  professional 
nursing. 

Personnel  in  Charge  of  Libraries 

Chart  II  shows  the  type  of  personnel  in 
charge  of  31  hospital  libraries.  Eight  libraries 


between  two  percent  and  ten  percent  of  their 
time  on  library-related  activities. 

Library  Budgets  and  Funding 

Chart  III  shows  the  pattern  of  spending  for 
medical  and  nursing  books,  journals,  binding, 
and  incidental  expenses  common  to  the  opera- 
tion of  hospital  libraries  reported  in  the  survey. 
No  personnel  costs  were  included  in  these 


CHART  II 

Personnel  in  Charge  of  Hospital  Libraries* 


Personnel  by  Category 

Hospitals  Categorized  by  Bed  Size 
Under  100  100-300  3004)00  Totals 

Medical  Records  Librarians 

7 

4 

1 

12 

Librarians 

0 

5t 

3 

8 

Secretarial/ Clerical 

3 

4 

1 

8 

Other 

0 

1 

0 

1 

Totals 

10 

14 

5 

29  f 

‘Hospital  libraries  haring  no  personnel  in  charge  of  them:  under  100  beds  (2),  100-300  beds  (5),  300-600  beds  (1),  total  (8). 

+Two  librarians  operated  separate  medical  and  nursing  libraries  within  their  respective  hospitals.  Thus,  29  persons  operated  31  hos- 
pital libraries. 


had  no  person  responsible  for  them.  Medical 
records  librarians  were  responsible  for  12  li- 
braries, eight  librarians  were  responsible  for 
10  libraries,  secretarial /clerical  personnel  were 
in  charge  of  eight  libraries,  and  one  nursing 
instructor  was  in  charge  of  a school  of  nursing 
library.  Only  two  of  the  eight  librarians  had 
Master’s  degrees  in  library  science,  and  only 


figures.  The  most  interesting  finding  shown 
in  Chart  III  is  that  smaller  hospitals  (100-300 
bed  size)  spent  more  money  on  their  libraries 
than  did  larger  hospitals  (300-600  bed  size). 
This  trend  is  also  reflected  in  Chart  V which 
shows  the  library  resources  of  these  same  hos- 
pitals. However,  these  figures  must  be  treated 
with  caution.  Twenty-one  libraries  fell  into 
the  100-300  hospital  bed-size  category,  includ- 


CHART  III 


Hospital  Library  Budgets  (Exclusive  of  Personnel) 


Amount  of  Library  Budget  Reported 

Hospitals  Categorized  bv  Bed  Size 
Under  100  100-300  ” 300-600 

High  Amount 

$400  $5,000  $1,500 

0 0 600 
250  2,011  700 

Low  Amount 

Average  Amount 

one  of  the  eight  worked  on  a full-time  basis. 
Of  the  remaining  seven  librarians,  one  worked 
a 15 -hour  week,  and  two  worked  4-5  hours 
per  week.  These  latter  two  persons  had  full- 
time positions  elsewhere.)  Most  of  the  other 
persons  in  charge  of  hospital  libraries  spent 


ing  most  of  the  well-supported  libraries:  af- 
filiated with  a professional  school  of  nursing. 
By  contrast,  only  six  libraries  were  included  in 
the  300-600  bed-size  category.  Nevertheless,, 
this  finding  is  one  of  the  few  real  surprises  in 
the  survey. 
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Chart  IV  shows  the  pattern  of  institutional 
funding  upon  which  hospital  libraries  report- 
ing in  the  survey  had  to  rely  for  support. 
Roughly  one-half  of  all  libraries,  irrespective 
of  hospital  bed  size,  received  their  sole  support 


hospital  library  facilities  reported  in  the  survey 
and  contrasts  these  finding  with  recommended 
minimum  standards  as  determined  by  Beatrix 
H.  Robinow  in  her  book  Organization  of  Hos- 
pital Libraries .6  Mrs.  Robinow’s  standards  are 


CHART  IV 


Hospital  Library  Funding  Patterns 


Source  of  Funding 

Hospitals  Categorized  by  Bed  Size 
Under  100  100-300  300-600  Totals 

Hospital  Administration 

7 

9 

3 

19 

Administration  and  Staff 

1 

5 

1 

7 

Hospital  Staff 

3 

1 

1 

5 

Other 

0 

3 

1 

4 

Unknown 

1 

3 

0 

4 

Total 

12 

21 

6 

39 

from  the  hospital  administration.  The  remain- 
ing libraries  obtained  their  funds  in  a variety 
of  ways,  including  hospital  staff  support,  a 
combination  of  administration  and  staff  sup- 
port, memorial  funds,  and  medical  society 
dues.  It  is  noteworthy  that  the  resources  of  the 
seven  hospital  libraries  supported  by  both  ad- 
ministration and  staff  funds  were  definitely 
above  average  in  quantity  and  quality.  This 
type  of  funding  arrangement  should  be  en- 


based  upon  those  formerly  advocated  by  the 
United  States  Veterans  Administration  and  by 
W.  S.  Post  ell. 7,8  The  most  interesting  result 
of  this  comparison  is  the  finding  that  hospitals 
with  over  100  beds  had  libraries  which  were 
adequate  in  the  number  of  books  provided, 
but  not  in  terms  of  current  periodical  subscrip- 
tions received  or  of  bound  periodical  volumes 
added  to  the  library  collection.  Since  most 


CHART  V 


Hospital  Library  Facilities 


Facilities  by  Category 
(Average  Amount) 

Hospitals  Categorized  by  Bed  Size 
Under  100  100-300  300-600 

Actual  Recom.*  Actual  Recom.*  Actual  Recom.* 

Books  Current  in  Hospital  Library 

178 

585 

300 f 

463 

500 1 

New  Library  Books  Added  Per 

Annum 

12 

49 

50 

46 

75 

Current  Periodical  Subscriptions. . . 

5 

22 

35 

28 

75 

Bound  Periodical  Volumes  in  Li- 

brary 

53 

420 

700 1 

457 

1,500J 

Reader  Accommodations  (Number 

Seats) 

6 

25 

10 

18 

30 

*Recommended  minimum  standards  for  hospital  libraries  as  determined  by  Beatrix  H.  Robinow  in  her  book,  Organization  of  Hospital 
Libraries  (Toronto,  Ontario:  Canadian  Hospital  Association,  1967),  pp.  3-5. 
tTo  be  collected  within  five  years. 

Jto  be  collected  within  ten  years. 


couraged,  whenever  practical,  so  as  to  develop 
the  widest  possible  interest  in  and  use  of  the 
library  by  the  hospital  staff. 

Library  Facilities  Provided 

Chart  V shows  the  type  and  quantity  of 


current  medical  and  nursing  information  ap- 
pears first  in  the  periodical  literature,  the  lack 
of  substantive  periodical  resources  is  the  major 
weakness  of  the  hospital  library  collections 
surveyed.  j 
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Library  Services  Offered 

According  to  the  latest  standards  published 
by  the  Joint  Commission  on  Accreditation  of 
Hospitals,  the  hospital’s  professional  library 
services  should  include:9 

1.  Reference  service:  that  is,  the  ability  to 
suggest  references  and  sources  of  information, 
as  well  as  the  ability  to  find  facts  within  a 
reasonable  period  of  time. 

2.  Document  delivery  service:  that  is,  the 
ability  to  respond  to  a reasonable  request, 
either  to  produce  published  matter  from  the 
library’s  own  collection  (including  photodu- 
plication service)  or  to  acquire  it  from  source 
libraries  (interlibrary  loan  service). 

3.  Audiovisual  service:  that  is,  the  ability  to 
provide  audiovisual  material  and  equipment. 

According  to  the  39  hospital  libraries  re- 
porting in  the  survey,  1 0 had  regular  reference 
service,  1 3 had  some  form  of  photoduplication 
service  available,  13  had  regular  interlibrary 
loan  service,  and  only  five  had  any  audiovisual 
equipment  or  materials.  Thus,  it  appears  that 
libraries  in  western  Virginia  must  substantially 
upgrade  their  library  services  to  meet  the  new 
Joint  Commission  standards  for  library  service. 

Role  of  the  Virginia  Medical 
Information  System 

The  Virginia  Medical  Information  System, 
or  VAMIS,  is  a state-wide  bio-medical  library 
service  established  February  1,  1970.  A co- 
operative effort  of  the  Tompkins-McCaw  Li- 
brary, Medical  College  of  Virginia,  Virginia 
Commonwealth  University,  Richmond,  and 
the  University  of  Virginia  Medical  Center 
Library  in  Charlottesville,  VAMIS  places  the 
resources  of  the  state’s  two  largest  medical 
libraries  at  the  service  of  Virginia’s  approxi- 
mately 41,400  physicians,  nurses,  and  allied 
health  personnel.  During  the  past  two  years 
VAMIS  has  been  largely  supported  with  fed- 
eral funds  from  the  Virginia  Regional  Medical 
Program,  and  present  plans  call  for  VAMIS’s 
continued  operation  during  the  third  year  at 
a similar  level  of  funding: 


VAMIS  offers  six  basic  services  which  in- 
clude: 

1.  Document  delivery  service. 

2.  Bibliographic  and  reference  services. 

3.  Distribution  of  the  Virginia  Union  List 
of  Biomedical  Serials  and  the  Abridged 
Book  Catalog.  Both  are  indexes  to  the 
medical  and  nursing  literature  available 
in  Virginia. 

4.  Hospital  library  consultation  services. 

5.  W orkshops  and  on-site  visits  for  training 
hospital  librarians. 

6.  Duplicate  book  and  journal  exchange 
service  for  hospital  libraries. 

Thus,  VAMIS  is  in  an  ideal  position  to  help 
Virginia  hospitals  upgrade  their  library  re- 
sources while  providing  them  with  access  to 
regional  and  national  sources  of  medical  and 
nursing  information. 

Conclusions 

The  Virginia  Medical  Information  System, 
or  VAMIS,  has  conducted  a survey  of  39 
hospital  libraries  in  western  Virginia  to  de- 
termine the  scope  and  quality  of  hospital  li- 
brary service  in  a predominately  rural  area  of 
the  United  States.  Survey  results  indicate  that 
most  libraries  had  combined  medical  and  nurs- 
ing collections,  rather  than  separate  medical 
or  nursing  collections.  Medical  records  libra- 
rians comprised  the  largest  group  responsible 
for  hospital  libraries,  followed  by  hospital  li- 
brarians and  secretarial /clerical  personnel. 
Most  persons  in  charge  of  hospital  libraries 
spent  ten  percent  or  less  of  their  time  on  li- 
brary-related activities.  Surprsingly,  smaller 
hospitals  (100-300  bed  size)  spent  more  money 
on  libraries  than  did  larger  hospitals  (300-600 
bed  size).  Approximately  one-half  of  all  li- 
braries received  their  funds  exclusively  from 
the  hospital  administration,  but  the  most  ef- 
fective pattern  of  library  funding  appeared  to 
be  a combination  of  administrative  and  staff 
support.  The  lack  of  substantive  periodical 
literature  appeared  to  be  the  most  serious  inad- 
equacy of  the  library  collections  surveyed.  It 
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appears  that  hospitals  in  western  Virginia  must 
substantially  upgrade  their  library  resources 
and  services  to  meet  the  new  library  standards 
established  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  In  addition,  the  rapid 
growth  of  hospital  inservice  training  programs, 
continuing  medical  and  nursing  education  pro- 
grams, and  other  health  related  training  pro- 
grams provides  hospitals  with  an  increased 
incentive  to  upgrade  their  library  resources 
and  services  for  staff  informational  and  educa- 
tional purposes.  The  Virginia  Medical  Infor- 
mation System  is  prepared  to  help  Virginia 
hospitals  accomplish  this  educational  goal. 


APPENDIX 


Virginia  Hospitals  Participating  in  the 
Library  Survey 


Place 

Alexandria 

Arlington 


Bristol 

Charlottesville 

Clifton  Forge 

Covington 

Culpeper 

Gordonsville 

Grundy 

Harrisonburg 

Leesburg 

Lexington 

Luray 

Lynchburg 


Martinsville 

Norton 

Pulaski 

Radford 


Hospital 

Alexandria  Hospital 
Circle  Terrace  Hospital 
Arlington  Hospital 
National  Orthopaedic  and 
Rehabilitation  Hospital 
Northern  Virginia  Doctors 
Hospital 

Bristol  Memorial  Hospital 
Blue  Ridge  Sanatorium 
Martha  Jefferson  Hospital 
Clifton  Forge-Huntington 
Hospitals 

Alleghany  Memorial  Hospital 
Culpeper  Memorial  Hospital 
Orange-Gordonsville 
Community  Hospital 
Grundy  Hospital 
Rockingham  Memorial 
Hospital 

Loudon  Memorial  Hospital 
Stonewall  Jackson  Hospital 
Page  Memorial  Hospital 
Lynchburg  General- 

Marshall  Lodge  Hospitals 
Virginia  Baptist  Hospital 
Memorial  Hospital  of  Mar- 
tinsville and  Henry  County 
Norton  Community  Hospital 
St.  Mary’s  Hospital 
Pulaski  General  Hospital 
Radford  Community  Hospital 
St.  Albans  Psychiatric 
Hospital 


Roanoke 


Rocky  Mount 
Staunton 

Stuart 

Winchester 

Woodstock 


Community  Hospital  of 
Roanoke  Valley 
Gill  Memorial  Hospital 
Lewis-Gale  Hospital 
Shenandoah  Hospital 
Franklin  Memorial  Hospital 
Dejarnette  State  Sanatorium 
King’s  Daughters’  Hospital 
R.  J.  Reynolds-Patrick 

County  Memorial  Hospital 
Winchester  Memorial 
Hospital 

Shenandoah  County  Memorial 
Hospital 


Hospitals  Reporting  but  not  Included  in  the 
Library  Survey 

Place  Hospital 

Staunton  Western  State  Hospital 

Madison  Heights  Lynchburg  Training  School 

and  Hospital 
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J.  SHELTON  HORSLEY,  III,  M.D. 


Cancer  Trends 


Cancer  "Curriculum"  for  the  Practicing 
Physician 

The  practicing  physician  is  continually  try- 
ing to  “keep-up-to-date”  by  reading  current 
medical  journals,  attending  local,  state  and 
national  meetings,  and  participating  in  post- 
graduate courses  of  various  types.  At  the  same 
time  he  is  busy  attending  to  the  needs  of  his 
patients  and  the  needs  of  his  family,  all  of 
which  means  an  extremely  busy  schedule.  The 
broader  the  range  of  the  physician’s  practice, 
the  more  complex  is  this  project  of  continuing 
education.  The  physician  in  family  practice 
probably  has  the  biggest  problem  of  all  as  he 
is  constantly  trying  to  stay  abreast  of  develop- 
ments in  all  fields  of  medicine.  Any  new  ideas 
regarding  extension  of  postgraduate  educa- 
tional efforts  must  consider  and  be  accommo- 
dated to  this  wide  range  of  demands  on  the 
physician’s  time. 

From  the  turn  of  the  century  to  the  present 
time,  cancer  has  progressed  from  the  eighth 
leading  cause  of  death  to  killer  number  2.  New 
concepts  and  therapeutic  plans  for  cancers  of 
various  sites  have  evolved  over  the  past  few 
years  as  a result  of  various  laboratory  investi- 
gations and  clinical  trials.  The  practicing  phy- 
sician is  certainly  well  aware  of  the  increasing 
importance  of  cancer  in  his  own  patient  popu- 
lation but;  how  can  he  effectively  be  appraised 
of  the  current  status  of  detection  and  treat- 
ment of  these  various  cancers?  He  is  already 
attending  all  of  the  medical  meetings  he  has 
time  for,  and  extensive  postgraduate  courses 
in  far  away  places  are  often  not  feasible  for 
a host  of  reasons. 


Sponsored  by  the  Professional  Education  Com- 
mittee, Virginia  Division,  American  Cancer  So- 
ciety. 


Hospital  staff  and  local  medical  society 
meetings  are  necessary  activities  for  most  phy- 
sicians and  these  meetings  may  be  the  best 
medium  for  fulfilling  this  need  for  obtaining- 
the  “latest  information”.  Have  these  local 
meetings  been  able  to  perform  this  function 
of  continuing  education  in  the  field  of  cancer? 
The  physicians  arranging  the  scientific  pro- 
grams for  such  meetings  have  often  made 
major  efforts  in  obtaining  outside  speakers  for 
just  this  purpose,  but  the  choice  of  topic  by 
the  invited  speaker  (or  speakers),  the  large 
range  of  cancer  topics  never  really  dealt  with 
despite  these  efforts,  and  the  frequent  repeti- 
tion of  material  and  topics  by  the  unsuspecting- 
guest  speaker  promotes  an  incomplete  and 
inadequate  cancer  program.  There  is  obvi- 
ously a need  for  curriculum  planning  for  the 
physician  that  is  similar  to  that  used  in  under- 
graduate medical  education  and,  at  the  same 
time,  a need  to  make  it  responsive  to  the 
special  problems  of  the  practicing  physician. 
The  Professional  Education  Committee  of  the 
American  Cancer  Society  (Virginia  Division) 
has  discussed  this  problem  at  great  length  in 
recent  months  and  will  soon  launch  a program 
that  will  address  itself  to  these  problems. 

A tentative  and  flexible  “curriculum”  of 
cancer  topics  that  can  be  reviewed  in  any  order 
desired  will  be  made  available  to  any  hospital 
staff  or  medical  society  in  Virginia  by  the 
initiation  of  a speakers  bureau  in  the  Richmond 
office  of  the  Virginia  Division  of  the  Ameri- 
can Cancer  Society.  The  list  of  topics  that  is 
initially  planned  should  cover  the  current 
status  of  most  aspects  of  clinical  cancer  (see 
Fig.  1).  The  Professional  Education  Commit- 
tee and  the  staff  of  the  Virginia  Division  have 
arranged  for  a “stable”  of  volunteer  physician- 
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speakers  who  are  well  qualified  and  willing  to 
present  the  specific  subjects  listed,  in  some 
instances  using  appropriate  visual  education 
materials  provided  by  the  American  Cancer 
Society  as  part  of  the  presentation.  In  order 
to  expedite  the  availability  of  these  programs 
the  staff  of  the  American  Cancer  Society  of- 
fice has  agreed  to  “matching”  the  appropriate 

Figure  1 

Initial  “ Curriculum ” Subjects  for  Postgraduate 
Program  in  Cancer 
Cancer  chemotherapy 
Radiation  therapy  for  cancer 
Lung  cancer 
Uterine  cancer 
Management  of  breast  cancer 
Colorectal  cancer 
Cancer  of  the  urinary  tract 
Skin  cancer 

Cancer  of  the  head  and  neck 
Cancer  in  children 
Lymphomas 

speaker  for  the  subject  to  the  date  and  time 
desired  by  the  medical  group  making  the 
request.  In  addition,  the  Virginia  Division  of 
the  American  Cancer  Society  has  kindly 
agreed  to  absorb  any  expenses  incurred  by  the 
speakers  while  participating  in  these  programs. 
Any  medical  group  wishing  to  incorporate 
these  cancer  presentations  in  the  scientific 
program  of  their  planned  meetings  need  only 
contact  Mrs.  Ethel  H.  Sketchley  of  the  Vir- 
ginia Division  office,  3218  West  Cary  Street, 
Richmond,  Virginia  23221,  or  call  359-0208, 
and  she  and  her  staff  will  proceed  with  arrange- 
ments. The  eventual  plan  will  be  to  provide 
at  least  one  talk  or  program  on  each  of  the 
cancer  subjects  listed  in  figure  1 over  a period 
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of  two  to  three  years,  and  thereby  achieve 
broad  coverage  of  the  field  of  clinical  cancer. 

The  “faculty”  of  this  new  flexible  “cancer 
curriculum”  is  now  being  assembled  by  re- 
quests made  to  physicians  known  to  be  ex- 
perienced in  one  or  more  of  these  cancer  areas. 
Responses  to  the  initial  request  have  been 
most  encouraging  and  a nucleus  of  speakers 
has  already  been  developed.  Once  the  pro- 
gram is  underway  the  “faculty”  will  be  ex- 
panded in  line  with  the  magnitude  of  requests 
and  the  responses  from  the  medical  groups 
showing  interest  in  this  program.  By  con- 
tinued use  of  this  program  the  objectives  of 
continuing  education  in  cancer  can  be  ac- 
complished through  the  periodic  meetings  al- 
ready attended  by  the  busy  physician. 

The  chief  of  staff  of  your  local  hospital  and 
your  county  medical  society  officers  have 
recently  received  correspondence  from  the 
Professional  Education  Committee  of  the 
American  Cancer  Society  regarding  this  new 
project.  The  curriculum  is  flexible  in  terms 
of  the  order  of  subjects  being  presented  and 
the  format  of  the  meeting  preferred  by  you 
and  your  colleagues.  For  example,  some  topics 
are  best  presented  by  two  or  more  speakers 
from  different  medical  disciplines,  while  one 
“expert”  with  appropriate  visual  materials  may 
cover  another  subject  in  the  most  effective 
fashion.  We  hope  that  this  postgraduate  cur- 
riculum will  be  utilized  by  you— the  busy  prac- 
ticing physician.  Those  of  us  working  with 
the  American  Cancer  Society  are  anxious  to 
help  you.  We  await  your  call! 
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The  Medical  Society  of  Virginia 


Annual  Reports 


Executive  Secretary-Treasurer 

This  might  very  well  be  the  most  difficult  report 
your  Executive  Secretary-Treasurer  has  ever  written. 
So  many  things— all  of  them  of  the  greatest  importance 
—are  happening  that  it  is  almost  impossible  to  know 
where  to  start.  There  is  one  thing  for  sure,  however, 
and  that  is  that  we  will  dispense  with  our  usual  pre- 
dictions for  the  coming  year.  If  anyone  tells  you  that 
he  can  predict  with  any  reasonable  degree  of  accuracy 
medicine’s  future  during  the  next  twelve  months— avoid 
him  like  the  plague.  Take  it  from  one  who  has  tried 
and  faded— it  can’t  be  done! 

What  we  are  trying  to  say— without  sounding  unduly 
pessimistic— is  that  medicine  stands  on  the  threshold  of 
a period  in  history  when  it  could  conquer  frontiers  of 
science  never  before  believed  possible— or  see  the  luster 
of  past  triumphs  fade  and  flicker  before  the  threat  of 
more  and  more  Government-sponsored  and  subsidized 
health  programs. 

We  choose  to  believe  that  the  choice  is  ours— if  we 
will  only  face  the  issues  head  on  and  refuse  to  leave 
the  wheel  when  the  winds  of  adversity  threaten  to  blow 
us  from  our  proper  course.  These  might  well  sound 
like  the  words  of  a dreamer  but  don’t  take  them  lightly. 
Victory,  in  the  final  analysis,  is  achieved  through 
strength  and  courage.  Medicine  has  the  strength  to 
successfully  chart  its  own  course  if  it  will  but  unite 
and  show  a solid  front.  As  for  courage,  physicians  have 
always  been  cast  from  a special  mo’d  and  good  old 
fashioned  intestinal  fortitude  remains  an  important  part 
of  their  makeup. 

With  a united  and  determined  profession,  all  that 
is  needed  is  sound  leadership.  And  that  is  where  the 
organized  side  of  medicine  comes  into  its  own.  Medi- 
cine’s greatest  leaders  have  come  up  through  the  ranks 
of  their  local  and  state  medical  associations— experienced, 
well  trained  and  fully  capable  of  providing  the  imagina- 
tive leadership  required  in  today’s  complex  and  ever 
changing  world.  Yes— even  though  membership  dues  are 
not  as  low  as  we  would  like,  and  even  though  many 
benefits  of  membership  are  of  an  intangible  nature— your 
local,  state  and  national  medical  associations  are  your 
very  best  insurance  for  the  future.  If  this  State  and  Na- 
tion are  to  have  sound,  effective  health  care  delivery 
systems— acceptable  to  physician  and  patient  afike— they 
will  have  to  trust  and  rely  on  the  only  organizations 
qua’ified  and  completely  committed  to  these  goals. 

This  then  seems  to  be  the  appropriate  time  to  announce 
that  your  Society  has  experienced  a year  of  unprecedent- 
ed membership  growth— 411  new  members  in  the  past 
twelve  months— resulting  in  a net  increase  of  276.  But, 
let  this  be  onlv  the  beginning.  Let  us  remember  that  the 


best  defense  is  a good  offense.  Keep  it  going  by  urging 
your  “nonmember”  colleagues  to  “join  up”— today! 

Membership:  The  membership  story  is  one  we  like 
to  tell  over  and  over  again.  Take  a look  at  the  total 
picture  and  see  what  we  mean: 


July  31,  1971  3,871 


New  Adembers 

411 

Reinstated 

10 

Increase 

Deaths 

40 

Resigned 

14 

Dropped 

91 

Decrease 

Net  Increase 

July  31,  1972  4,147 

President  and  Council:  It  has  been  said  many  times 
that  records  are  made  to  be  broken,  but  one  wonders 
how  the  accomplishments  of  Dr.  Hotchkiss  could  pos- 
sibly be  topped.  Here  is  a President  so  completely  dedi- 
cated to  the  causes  of  medicine  that  he  was  on  the 
road  every  week  carrying  the  message  to  physicians 
everywhere  in  the  State.  If  he  wasn’t  attending  com- 
ponent society  meetings,  he  was  presiding  over  sessions 
of  Council  and/or  the  Executive  Committee,  represent- 
ing the  Society  at  various  AMA  Conferences,  testifying 
before  AMA  Reference  Committees,  visiting  neighbor- 
ing state  associations,  sitting  in  on  meetings  of  standing 
and  special  committees— and  on  and  on.  And— he  even 
found  time  to  lead  a group  of  members  and  their  fam- 
ilies on  a Society-sponsored  trip  to  Scandinavia.  Ac- 
tually, however,  we  rea'ly  are  not  too  surprised  by  all 
this.  Those  who  have  known  and  enjoyed  the  privilege 
of  working  with  Dr.  Hotchkiss  over  the  years  could 
expect  no  less  from  one  who  accepts  no  substitute  for 
excellence. 

Council  met  on  four  occasions  during  the  year  and 
will  undoubtedly  hold  another  session  during  the  An- 
nual Meeting.  The  volume  of  business  continues  to  in- 
crease and  the  “all  day”  sessions  are  actually  that— seven 
hours  of  continuous  deliberation  being  not  at  all  un- 
usual. 

AMA  Me?7tbership:  It  now  seems  virtually  certain 
that  The  Medical  Society  of  Virginia  will  be  one  of 
several  in  the  Nation  to  show  a gain  in  AMA  member- 
ship. The  increase  did  not  come  easily,  however,  and 
the  credit  must  go  to  Dr.  Hotchkiss  and  our  AMA  Dele- 
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gates  who  visited  many  component  societies  on  behalf 
of  AM  A and  told  of  the  splendid  work  it  is  doing.  We 
•can  but  add  that  AMA  needs  the  support  of  every  phy- 
sician now  more  than  ever  before. 

Personnel:  There  have  been  no  changes  in  staff  per- 
sonnel during  the  year— the  total  number  remaining  at 
eight.  Once  again  your  Executive  Secretary  takes  this 
opportunity  to  express  his  sincere  appreciation  of  the 
loyalty  and  dedication  of  this  very  special  group.  An 
organization  is  no  better  than  its  staff  and  we  believe 
that  The  Medical  Society  of  Virginia  is  one  of  the 
Nation’s  best.  If  we  sound  just  a bit  prejudiced,  we  know 
you  will  understand.  And  so— a special  “thank  you”  to 
Miss  Watkins,  Mrs.  Edmunds,  Mrs.  Stockmar,  Mrs.  Hurt, 
Mrs.  Moran,  Mr.  Moore  and  Mr.  Osburn. 

Comvnttees:  Forty-one  Committees  were  responsible 
for  Society  activities  during  the  year  and  many  of  their 
reports  can  be  found  in  these  pages.  For  some,  it  has 
been  a long  year.  We  are  thinking  particularly  of  the 
Committee  on  Peer  Review,  Insurance  Review,  and  Liai- 
son to  the  State  Bar.  The  demands  on  their  time  were 
many  and  they  deserve  the  gratitude  of  all  Virginia 
physicians. 

Virginia  Medical  Monthly:  Things  are  looking  up! 
Advertising  revenues  have  increased  over  last  year  and 
the  future  seems  promising.  This  doesn’t  mean  that  Miss 
Watkins  does  not  still  have  her  problems.  Printing  costs 
continue  to  rise  and  the  remarkable  gains  in  membership 
have  posed  special  publication  and  mail  problems  of 
their  own. 

The  Monthly  somehow  seems  to  get  a little  better 
each  year.  Its  strongest  point  is  its  excellent  balance.  No 
one  section  or  department  overwhelms  the  others  and 
the  result  is  one  of  the  most  attractive  and  readable 
publications  of  its  type  anywhere. 

And,  of  course,  we  always  come  back  to  the  interest- 
ing and  thought  provoking  editorials  written  or  ar- 
ranged by  Dr.  Warthen  and  his  Editorial  Board.  Edi- 
torial pages  represent  the  heart  of  any  publication  and 
this  might  just  be  the  reason  that  the  Virginia  Medical 
Monthly  is  so  well  received  these  days. 

Finances:  It  may  come  as  something  of  a shock  to 
learn  that  The  Medical  Society  of  Virginia  continues 
to  occupy  a sound  financial  platform.  There  are  clouds 
on  the  financial  horizon,  however— clouds  in  the  form 
of  new  projects  (continuing  education,  peer  review,  etc.) 
almost  certain  to  materialize  in  the  next  few  months. 
We  promise  to  keep  a weather  eye  focused  on  these 
impending  developments. 

Meetings:  Your  Society,  as  always,  was  well  repre- 
sented at  many  Local,  State  and  National  meetings  dur- 
ing the  year.  These  included  both  sessions  of  the  AMA 
House  of  Delegates,  National  AMPAC  Workshop,  Na- 
tional Rural  Health  Conference,  AMA  Communications 
Clinic,  Conference  of  State  and  Medical  Health  Chair- 
men, Conference  of  Presidents  and  Other  Officers  of 
State  Medical  Societies,  annual  meetings  of  the  Mary- 
land, Kentucky  and  West  Virginia  State  Medical  Asso- 


ciations, annual  meeting  of  Virginia  Council  on  Health 
and  Medical  Care,  annual  meeting  of  Professional  Con- 
vention Management  Association,  National  Conference 
of  State  Journal  Bureau,  meetings  of  seventeen  com- 
ponent medical  societies,  4-H  Club  Health  Awards  cere- 
mony—and  many  others. 

Legislation:  It  will,  no  doubt,  come  as  a surprise  to 
learn  that  the  1972  Session  of  the  General  Assembly  con- 
sidered over  200  bills  of  interest  and  concern  to  medi- 
cine. The  annual  report  of  the  Legislative  Committee 
treats  those  of  unusual  interest  and  you  are  urged  to 
read  it  carefully. 

Now  that  the  General  Assembly  will  meet  annually, 
your  staff  must  make  certain  adjustments.  It  will  be 
necessary  to  spend  more  time  at  the  Capitol  and  make 
sure  that  each  piece  of  legislation  receives  the  consider- 
ation it  deserves.  Mr.  Miller,  the  Society’s  attorney  and 
registered  lobbyist,  as  well  as  those  staff  members  con- 
cerned with  the  General  Assembly,  might  well  require 
your  assistance  from  time  to  time  in  preparing  and 
offering  testimony  before  Senate  and  House  Commit- 
tees. Such  assistance  is  often  vital  and  represents  the  dif- 
ference between  victory  and  defeat. 

Things  to  Come:  Earlier  in  this  report  we  promised 
no  predictions  for  the  future— and  we  meant  it.  Con- 
sequently, when  we  write  about  peer  review,  founda- 
tions and  continuing  medical  education  we  are  merely 
treating  things  which  are  either  happening  or  about  to 
happen.  There  seems  to  be  a general  acceptance  of  the 
fact  that  state  medical  societies  must  develop  more  so- 
phisticated systems  of  peer  review  if  they  are  to  meet 
the  requirements  of  proposed  legislation  regulating  Fed- 
eral health  programs.  Only  through  participation  can 
medical  societies  effectively  make  their  voices  heard  and 
exercise  such  control  as  might  be  possible. 

As  this  report  goes  to  press,  The  Medical  Society  of 
Virginia  is  seriously  studying  the  advisability  and  feasi- 
bility of  establishing  a foundation  for  peer  review  pur- 
poses. Any  such  proposal  will  almost  certainly  be 
brought  before  the  House  of  Delegates  in  considerable 
detail. 

Continuing  medical  education  remains  very  much  in 
the  news  and  its  overall  importance  is  becoming  more 
and  more  apparent.  The  role  of  the  Society  in  continu- 
ing education  has  been  thoroughly  studied  this  past 
year  and  a number  of  recommendations  are  under  con- 
sideration by  the  Committee  on  Medical  Education. 


These  are  indeed  busy  and  exciting  days— sometimes 
even  a little  frightening.  The  manner  in  which  medicine 
responds  to  its  challenge  will,  without  doubt,  determine 
in  large  part  how  the  Nation  as  a whole  responds  to 
the  issues  associated  with  this  particular  time  in  history. 

Robert  I.  Howard 

Legislative 

This  report  of  the  Legislative  Committee  of  the  So- 
ciety covers  the  1972  session  of  the  General  Assembly. 
Over  200  bills  and  resolutions  of  interest  to  the  medical 
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profession  were  considered  at  this  session,  and  some  of 
them  were  important  in  their  effect  on  the  practice  of 
medicine.  The  political  climate  was  not  so  friendly  to 
medicine  as  it  has  been  in  other  sessions.  We  hope  that 
physicians  across  the  State  will  take  a greater  interest 
in  the  workings  of  the  General  Assembly  and  in  the 
members  who  make  our  laws. 

Though  every  effort  has  been  made  at  accuracy,  not 
all  of  the  enacted  legislation  is  easily  accessible.  If  a 
particular  item  of  legislation  specifically  affects  a mem- 
ber, we  hope  that  he  will  obtain  a copy  of  the  enact- 
ment or  will  obtain  guidance  as  to  its  effect. 

If  a bill  was  enacted,  its  chapter  number  is  shown. 
W7hether  a resolution  reecived  approval  of  both  houses 
or  not  will  be  indicated  in  the  discussion  of  the  reso- 
lution. 

Abortion  Referrals 

Chapter  642  (HB  833)  is  a general  statute  prohibiting 
engaging  in  the  business  of  referring  persons  to  physi- 
cians, hospitals,  or  health  related  facilities  for  medical 
care  or  treatment  for  profit.  Chapter  642  and  Chapter 
725  (HB  735),  both  appear  to  be  aimed  at  those  who 
seek  to  make  a living  by  encouraging  abortions.  Chapter 
725  amends  an  existing  statute  which  makes  it  unlawful 
to  encourage  one  to  obtain  an  abortion  or  to  prompt 
one  to  procure  an  abortion,  so  as  to  conform  the  statute 
with  the  existing  statutes  permitting  abortions  and  make 
illegal  only  those  actions  which  relate  to  procuring 
illegal  abortions. 

Age  of  Majority 

Chapter  824  (HB  379)  amends  a number  of  sections 
which  relate  to  the  age  requirement  for  licensure,  among 
them  the  ones  relating  to  practice  of  medicine  and 
physical  therapy,  so  as  to  change  the  minimum  age  from 
21  to  18  in  accordance  with  the  general  lowering  of  the 
age  of  majority  to  18.  Chapter  823  (HB  378)  lowers 
the  age  of  consent  for  medical  and  surgical  cases,  adop- 
tion and  admission  to  hospitals. 

Alcoholism  Treatment 

SB  574  was  carried  over  to  the  next  session  by  the 
Senate  Rehabilitation  and  Social  Service  Committee.  It  is 
a long  and  detailed  bill  which  would  do  away  with 
all  provisions  for  arrest  of  drunken  persons,  would 
increase  the  taxes  on  the  sale  of  alcoholic  beverages, 
and  would  channel  the  funds  from  such  increased  taxes 
into  a program  for  prevention  of  alcoholism  and  re- 
habilitation of  alcoholics.  The  bill  should  probably  be 
evaluated  carefully  by  the  Society.  Chapter  392  (HB 
1011)  amends  all  the  sections  dealing  with  the  Bureau 
of  Alcohol  and  Drug  Studies  and  Rehabilitation  so  as 
to  limit  the  scope  of  that  Bureau’s  function  to  alcohol 
problems,  and  Chapter  313  (SB  57)  requires  the  Director 
of  the  Bureau  to  cooperate  with  the  criminal  justice  sys- 
tem in  an  effort  to  establish  an  alternative  to  incarcera- 
tion of  alcoholic  offenders. 


Blood  Banks 

Two  bills  were  offered  for  the  regulation  of  blood 
banks.  HB  553,  which  was  left  in  committee,  would 
in  effect  have  required  the  State  Department  of  Health 
to  set  up  a program  for  permitting  or  licensing  blood 
banks.  Chapter  279  (HB  287)  requires  the  licensure  of 
commercial  blood  banks  as  of  January  1,  1973,  but  ex- 
empts licensed  hospitals  which  bank  blood  as  a part  of 
their  regular  hospital  operations.  A $250  annual  fee  is 
prescribed,  and  the  State  Board  of  Health  must  determine 
that  the  application  is  professionally  qualified  and  pos- 
sesses adequate  facilities  for  safe  and  efficient  operation 
of  a commercial  blood  bank. 

Blue  Cross-Blue  Shield  and  Health  Maintenance  Organi- 
zations 

The  Commission  to  Study  Prepaid  Health  Care  Plans 
and  Costs  of  Medical,  Surgical  and  Hospital  Services 
and  Insurance  Therefor,  informally  known  as  the  Wil- 
ley Commission,  was  “brought  about  by  allegations  of 
administrative  misfeasance  of  duty  in  the  operation  of 
Blue  Cross  and  Blue  Shield  of  Virginia”,  as  expressed 
in  the  report  of  that  commission.  Senator  Brault,  who 
served  on  the  Study  Commission,  was  co-patron  with 
Senator  Willey  of  legislation  to  carry  into  effect  the 
recommendation  of  the  Commission. 

The  Commission  recommended  modification  of  the 
law  in  Virginia  so  that  health  maintenance  organiza- 
tions (HMO’s)  might  be  established.  The  HMO  con- 
cept was  promulgated  by  President  Nixon,  and  The 
Medical  Society  of  Virginia  did  not  oppose  its  imple- 
mentation. It  made  a great  deal  of  difference  as  to  how 
this  concept  was  to  be  implemented,  however,  and  the 
Society  never  committed  itself  to  any  particular  course 
of  implementation. 

The  Commission  concluded  that  persons  “who  are 
themselves  providers  of  health  care  services  operate  from 
a professional  bias  and  are  not  in  a position  to  approach 
the  problems  of  the  plans  in  the  disinterested  manner 
of  a non-provider  of  health  care  services.”  Contrary  to 
the  illogical  character  of  the  recommendation  the  Com- 
mission  made  on  the  basis  of  this  conclusion,  namely, 
that  consumers  of  health  services  should  dominate  the 
boards  of  organizations  providing  them,  the  Medical 
Society  believed  that  the  best  interest  of  society  in  gen- 
eral as  well  as  the  consumers  continued  to  lie  in  control 
of  these  organizations  by  persons  who  had  expertise 
and  knowledge  in  the  field,  namely  the  physicians  them- 
selves. This  was  particularly  true  in  view  of  the  fact 
that  the  HMO’s  are  designed  to  deliver  primary  and 
other  health  care  directly  to  the  patient  and  not  just  as 
a plan  to  meet  elements  of  the  cost  of  medical  care.  In 
a word,  this  recommendation  was  for  lay  control  of 
medicine. 

When  the  bill  was  heard  by  the  Senate  Committee, 
Dr.  William  Hill  and  Dr.  Carrington  Williams  and  the 
attorney  for  the  Medical  Society  opposed  this  restrictive 
provision  vigorously.  As  a result  the  Committee  amended 
the  bill  so  as  to  provide  that  where  a corporation  was 
created  by  physicians,  physicians  should  dominate  the 
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board  but  that  where  the  organization  was  created  by 
laymen,  laymen  would  dominate  the  board.  The  Society 
still  vigorously  opposed  the  remaining  restriction,  and 
we  sought  in  the  House  to  obtain  endorsement  of  amend- 
ments which  would  have  placed  no  restrictions  on  the 
constitution  of  the  board,  but  we  were  not  successful. 
The  Society  was  also  gravely  concerned  that  laymen 
might  create  corporations  under  a statute  which  con- 
tained absolutely  no  requirement  with  respect  to  feasi- 
bility of  the  financial  structure  and  basis  of  such  organi- 
zations and  which  contained  no  restriction  on  inter- 
ference with  the  practice  of  medicine.  We  were  able  to 
obtain  amendments  to  the  bill  to  require  that  subscribers 
be  afforded  free  choice  of  medical  practitioners  from 
those  available  and  that  full  advice  be  given  to  sub- 
scribers as  to  the  benefits  which  might  be  obtained.  The 
Society  should  consider  what  further  restrictions  ought 
to  be  incorporated  in  the  law  for  the  protection  of  the 
public,  and  particularly  of  those  patients  availing  them- 
selves of  such  plans  as  may  be  devised. 

Audiology 

Chapter  181  (SB  374)  provides  for  the  licensure  of 
audiologists  and  speech  pathologists.  The  Bill  was  re- 
viewed by  officers  of  the  Otolaryngology  Society  and 
by  counsel  for  the  Medical  Society.  A separate  board 
is  established,  but  administrative  matters  are  delegated 
to  the  Department  of  Professions  and  Occupations. 

Chapter  543  (HB  47)  establishes  a Virginia  Council 
for  the  Deaf  consisting  of  various  heads  of  department 
and  audiologists  and  laryngologists  and  five  other  per- 
sons, the  council  basically  to  serve  as  a communications 
focal  point  in  rendering  services  to  the  deaf.  The  De- 
partment of  Health  is  required  to  set  up  a register  of 
deaf  citizens  and  is  to  study  the  causes  of  deafness. 

Drugs 

Numerous  bills  and  resolutions  were  introduced  at  this 
session,  the  most  important  of  which  was  probably  the 
bill  to  revise  the  Pharmacy  Code,  which  will  be  the  last 
to  be  discussed  in  this  section. 

Chapter  736  (HB  929)  declares  that  any  place  which 
is  resorted  to  by  narcotic  addicts  for  the  use  of  drugs 
or  which  is  used  for  the  illegal  keeping  or  selling  of 
drugs  is  a common  nuisance  and  makes  the  keeping  of 
such  a common  nuisance  unlawful  so  that  it  is  punishable 
as  well  as  enjoinable. 

Chapter  799  (HB  628)  authorizes  confiscation  of  motor 
vehicles  used  in  the  illegal  manufacture  or  distribution 
of  controlled  substances.  Chapter  320  (SB  333)  creates 
a Drug  Evidence  Fund  with  which  State  and  local  law 
enforcement  officials  may  purchase  illegal  drugs  in  the 
course  of  their  investigations.  A section  of  the  Pharmacy 
Code  permitted  the  Commonwealth,  with  the  approval 
of  the  judge,  to  require  testimony  in  prosecutions  under 
that  chapter  and  for  that  purpose  to  grant  immunity  from 
prosecution  so  that  the  Fifth  Amendment  of  the  United 
States  Constitution  would  not  be  violated.  Evidently  this 
has  been  a successful  tool,  for  HB  297  would  have  ex- 
tended this  authority  to  pretrial  proceedings  in  any 


criminal  matter  had  it  not  been  left  in  Courts  of  Justice 
Committee. 

SJR  60  directs  State  police  to  concentrate  their  efforts 
in  drug  cases  on  investigating  pushers  of  drugs.  HB 
1000  and  SB  492  would  have  authorized  the  enactment 
of  local  drug  laws,  but  neither  bill  was  enacted. 

Chapter  758  (SB  111)  permits  the  trial  judge  to  com- 
mit a person  convicted  of  drug  violations,  who  consents 
to  commitment,  to  any  facility  for  the  treatment  of  per- 
sons for  intemperate  use  of  narcotic  drugs  or  other 
stimulants  licensed  or  supervised  by  the  State  Hospital 
Board,  if  space  is  available,  and  permits  release  of  the 
offender  prior  to  the  time  his  sentence  would  have  ex- 
pired, upon  certification  by  the  Commissioner  of  Mental 
Hygiene  that  the  convict  has  been  cured.  § 32-137  which 
has  been  amended  frequently  in  recent  years,  was  amend- 
ed at  this  session  by  Chapter  323  (SB  395)  so  as  to 
enable  infants  to  consent  to  medical  or  health  services 
needed  in  their  care,  treatment  or  rehabilitation  as  drug 
users  or  abusers.  The  section  previously  simply  per- 
mitted the  infant  to  consent  with  respect  to  addiction. 
The  definitions  section  of  Title  37.1  is  amended  by 
Chapter  635  (HB  627)  so  as  to  redefine  drug  addicts. 
Chapter  74  (HB  254,  effective  March  21,  1972)  requires 
the  licensing  of  persons  using  methadone  in  drug  re- 
habilitation programs.  Chapter  658  (HB  1012)  creates 
a Bureau  of  Drug  Rehabilitation  Programs  in  the  Depart- 
ment of  Mental  Hygiene  and  Hospitals  to  cooperate  with 
the  Drug  Abuse  Control  Council  in  an  effort  to  develop 
drug  treatment  programs. 

Chapter  630  (HB  415)  establishes  the  Drug  Abuse 
Control  Council  as  a State  agency.  HJR  66  directs  Wel- 
fare and  Institutions  to  study  and  develop  a plan  for 
the  treatment  of  drug  addicts.  HJR  132  which  would 
have  requested  the  medical  and  law  schools  of  the  State 
to  study  the  marijuana  problem  was  left  in  committee. 

§ 22-236  of  the  Code  requires  physiology  and  hygiene 
text  books  to  treat  the  evil  effects  of  alcohol  and  other 
narcotics.  Chapter  248  (HB  739)  repeals  this  section  and 
requires  the  State  Board  of  Education  to  provide  in- 
struction about  drugs  and  drug  abuse. 

A section  of  the  Pharmacy  Code  makes  that  pharma- 
cist guilty  of  unprofessional  conduct  who  advises  a 
specific  price  or  discount  or  terms  for  professional  serv- 
ices or  for  prescription  drugs.  HB  551  which  would  have 
removed  this  prohibition  was  left  in  committee.  SB  482 
sponsored  by  Senators  DuVal  and  Wilder  would  have 
established  a Virginia  Voluntary  Formulary  Advisory 
Board,  and  this  board  would  have  listed  drugs  which 
might  be  substituted  for  prescribed  drugs.  The  bill  was 
referred  to  the  Senate  Committee  on  Education  and 
Health  which  carried  the  bill  over  to  the  1973  session. 

HB  940  would  have  permitted  pharmacists  to  sell 
sodium  pentothal  to  persons  providing  animal  welfare 
services.  Although  HB  940  was  left  in  committee,  Chap- 
ter 843  (HB  877)  was  enacted  to  permit  the  State  Board 
of  Pharmacy  to  issue  limited  permits  to  humane  societies 
for  the  purchase  of  sodium  pentobarbital  with  which 
to  kill  animals. 

At  the  1970  session  of  the  General  Assembly,  the 
pharmacy  code  was  substantially  revised,  but  the  Gen- 
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eral  Assembly  had  great  difficulty  with  the  penalties 
provisions,  and  there  were  differences  of  opinion  as  to 
how  narcotics  offenders  should  be  punished.  Part  of  the 
difficulty  came  from  the  many  widely  different  factual 
situations  involved  in  narcotics  offenses.  The  Assembly, 
therefore,  created  a commission  to  study  the  narcotic 
and  drug  laws  which  was  directed  to  “concern  itself  pri- 
marily with  the  criminal  sanctions  enumerated  in  the 
narcotic  and  drug  laws,  the  penalties  imposed  and  all 
other  legal  and  law-enforcement  aspects  of  these  laws.” 
The  Commission  was  a blue  ribbon  affair  and  included 
the  Attorney  General,  the  Secretary  of  the  Board  of 
Medical  Examiners,  and  Dr.  Ernest  Carpenter  among  its 
members.  The  commission  recommended  a relatively 
thorough  revision  of  the  pharmacy  code  and  based  their 
recommendation  on  the  need  for  conforming  to  the 
recently  drafted  Uniform  Controlled  Substances  Act 
which  has  been  adopted  in  a number  of  states.  In  the 
course  of  its  recommendations,  however,  it  would  have 
brought  physicians  directly  under  the  State  Pharmacy 
Board  with  respect  to  drugs,  and  the  argument  in  favor 
of  this  move,  a recommendation  vigorously  dissented 
from  by  Drs.  Carroll  and  Carpenter,  was  to  the  effect 
that  the  Board  of  Medical  Examiners,  although  coopera- 
tive with  the  State  Board  of  Pharmacy,  did  not  have 
sufficient  flexibility  in  dealing  with  drug  offenders.  We 
were  able  to  maintain  the  present  authority  of  the  State 
Board  of  Medical  Examiners  with  respect  to  physicians 
by  amending  the  statute  so  as  to  give  to  the  State  Board 
of  Medical  Examiners  authority  to  deal  with  drug  of- 
fenses by  its  licensees  in  the  same  manner  in  which  the 
State  Board  of  Pharmacy  may  deal  with  its  offending 
licensees.  The  law  will  require  registration  with  the 
State  Board  of  Pharmacy  and  inventory  by  physicians, 
but  this  registration  will  be  accomplished  in  the  same 
way  as  the  present  federal  registration,  without  any 
additional  burden.  Recent  complaints  with  respect  to 
the  provisions  dealing  with  hashish  indicate  that  the 
code  may  be  further  amended  at  the  next  session. 

Ecology 

Chapter  781  (SB  438)  was  enacted  to  generally  tighten 
up  the  provisions  of  the  Air  Pollution  Control  Act  and 
to  enable  localities  to  adopt  their  own  ordinances  for 
pollution  control. 

SB  298  would  have  created  an  environmental  study 
commission  but  was  left  in  committee,  and  Chapter  774 
(SB  365)  was  amended  so  as  to  include  the  creation  of 
an  Environmental  Study  Commission  along  with  the 
establishment  of  a Council  on  the  Environment,  it  being 
the  Council’s  duty  to  hold  public  hearings,  to  conduct 
such  research  as  might  seem  advisable,  to  report  thereon 
and  to  recommend  State  policy. 

HJR  50  would  have  called  for  a VALC  study  of  the 
possibility  of  consolidating  the  environmental  agencies. 
Although  reported  to  the  House  it  was  never  acted  on. 

SB  13  would  have  required  any  industry  which  planned 
on  locating  in  Virginia  to  report  to  the  State  Water 
Control  Board  and  Air  Pollution  Control  Board  as  to 
the  probable  effect  of  their  operations  on  the  environ- 
ment and  ecology  of  the  area.  This  was  left  in  commit- 


tee as  was  SJR  65,  which  would  have  created  a commis- 
sion to  study  noise  pollution  and  abatement. 

SB  387  which  would  have  established  the  state  ground- 
water  board  for  the  regulation  of  subsurface  water  and 
the  digging  of  wells,  was  carried  over  to  the  1973  session. 

Education 

Chapter  761  (SB  144)  was  enacted  so  as  to  require  a 
comprehensive  physical  examination  of  every  child  to 
be  admitted  to  a public  kindergarten  or  elementary 
school  and  provides  that  the  local  health  departments 
shall  conduct  such  physical  examinations  without  charge 
for  those  who  are  to  provide  such  examinations  to  others 
on  such  uniform  basis  as  they  may  establish. 

HB  113  would  have  provided  for  the  joint  establish- 
ment of  specific  geographical  jurisdictions  for  the  Vir- 
ginia School  for  the  Deaf  and  the  Blind  at  Staunton  and 
the  Virginia  School  at  Hampton,  but  this  was  left  in 
committee. 

The  State  Board  of  Education  is  presently  authorized 
to  operate  a program  of  special  education  for  handi- 
capped, emotionally  disturbed,  and  mentally  retarded 
persons  without  regard  to  whether  they  are  of  school 
age.  The  law  also  presently  provides  for  the  reimburse- 
ment of  parents  of  a child  with  impaired  hearing  for 
a portion  of  the  cost  of  instruction  obtained  at  private 
schools  when  no  public  schools  are  available.  Bills  (HB 
389  and  SB  225)  to  require  that  the  special  education  pro- 
gram cover  children  between  the  ages  of  2 and  21  and 
to  broaden  the  reimbursement  provision  to  cover  all 
handicapped  children  were  left  in  their  respective  com- 
mittees on  education.  Chapter  603  (SB  143)  provides  a 
new  mandatory  special  education  program  for  the  handi- 
capped. Chapter  523  (SB  145)  requires  that  schools  for 
the  handicapped  be  licensed.  The  Virginia  Commission 
for  the  Visually  Handicapped  is  required  to  operate  a 
program  of  special  education  services  for  visually  im- 
paired children  until  they  are  21,  under  the  provisions 
of  Chapter  379  (HB  770). 

Chapter  847  (HB  1097)  reallocates  medical  scholar- 
ships—33  to  VCU  and  27  to  UVa— and  increases  them 
to  $2,500.  Under  certain  circumstances,  this  act  permits 
scholarship  recipients  to  repay  and  be  released  of  their 
obligation  to  practice  family  medicine.  It  also  deals 
constructively  with  specific  kinds  of  hardship  such  as  the 
case  of  a student  who  displays  unusual  aptitude  for  a 
field  of  medicine  other  than  family  medicine. 

Chapter  688  (SB  413)  continues  the  studies  of  the 
Medical  Facilities  Commission.  SJR  21  creates  a Commis- 
sion on  Higher  Education  to  consider  the  advisability 
of  establishing  one  governing  board  for  all  the  various 
State  institutions  of  higher  education,  and  to  study  the 
program  of  the  various  state  institutions. 

Firemen  and  Policemen 

§ 27-40.1  has  heretofore  authorized  local  governing 
bodies  to  provide  by  ordinance  that  health  impairments 
suffered  by  salaried  firemen  and  caused  by  respiratory 
diseases  or  hypertension  or  heart  disease  should  be  pre- 
sumed to  have  been  suffered  in  the  line  of  duty.  HB  300 
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would  have  made  the  coverage  mandatory  and  extended 
the  hypertension  or  heart  disease  presumption  to  police- 
men. HB  651  would  simply  have  made  it  mandatory. 
SB  292  would  have  made  it  mandatory,  but  would  have 
limited  it  to  disabilities  occurring  after  a year  of  con- 
tinuous employment.  These  bills  were  all  left  in  com- 
mittee, but  Chapter  607  (SB  247)  was  enacted  so  as  to 
make  the  presumption  mandatory  and  so  as  to  include 
volunteer  as  well  as  salaried  firemen. 

Emergencies 

SB  531,  which  passed  the  Senate  but  died  in  the  House, 
would  have  added  civil  disturbance,  natural  disaster,  or 
emergency  to  the  occasions  to  which  the  Good  Samari- 
tan Act  would  apply.  HB  19  which  would  have  also 
greatly  broadened  the  Good  Samaritan  Act  was  left  in 
House  Courts  of  Justice. 

§ 32-310.4  of  the  Code  of  Virginia  has  heretofore  pro- 
vided that  an  ambulance  attendant  must  have  a medical 
care  attendant’s  certificate,  but  has  permitted  the  driver 
of  the  ambulance  to  be  that  person.  Chapter  492  (HB 
678)  amends  the  section  so  as  to  require  the  person  pos- 
sessing the  emergency  medical  care  attendant’s  certificate 
to  accompany  the  patient  or  victim  in  the  part  of  the 
ambulance  in  which  he  is  carried  and  requires  one  other 
person  in  the  ambulance  to  operate  it. 

HB  1132  would  have  granted  civil  immunity  to  emer- 
gency medical  care  attendants  who  rendered  emergency 
care  or  assistance  without  compensation,  but  it  was  left 
in  committee. 

Chapter  578  (HB  699)  was  enacted,  however,  and  this 
statute  provides  for  the  immunity  of  certified  medical 
care  attendants  or  technicians  at  the  time  they  render 
the  emergency  care  whether  at  the  scene  of  the  accident 
or  on  the  way  to  a hospital  or  similar  facility.  It  also 
grants  immunity  to  persons  who  have  completed  a course 
in  cardiopulmonary  resuscitation  and  who  attempt  to 
save  lives  in  that  way. 

Gunshot  Wounds 

§ 54-276.10  of  the  Code  of  Virginia  has  heretofore 
required  the  reporting  of  gunshot  wounds  to  the  Sheriff 
or  Chief  of  Police.  At  the  instance  of  Dr.  Hunter  Mc- 
Guire, Dr.  Ferguson  Reid  introduced  and  obtained 
enactment  of  Chapter  194  (HB  834)  to  require  that 
such  reports  also  be  made  to  the  State  Registrar  of  Vital 
Statistics  and  to  specify  the  information  given  in  the 
reports,  so  that  adequate  statistical  data  as  to  the  inci- 
dence of  such  injuries  can  be  accumulated. 

The  Handicapped 

Chapter  473  (HB  263)  requires  the  Commissioner  of 
the  Division  of  Motor  Vehicles  to  issue  special  license 
plates  to  handicapped  persons  upon  request  and  the  pay- 
ment of  the  appropriate  fee.  Chapter  319  (SB  311)  ex- 
pands the  Overall  Advisory  Council  on  Needs  of  Handi- 
capped from  14  to  18  members. 

Under  recently  enacted  legislation,  public  buildings 
other  than  school  buildings  were  required  to  be  con- 


structed in  such  a way  as  to  enable  physically  handi- 
capped persons  to  have  ready  access  to  and  use  of  such 
buildings.  Chapter  223  (SB  136)  makes  this  mandatory 
and  brings  public  school  buildings  within  the  aegis  of 
the  bill.  The  bill  was  amended  on  the  floor  in  the  Sen- 
ate, and  we  have  not  yet  seen  the  amendment. 

Chapter  431  (SB  137)  requires  the  Department  of 
Health  to  report  to  the  Department  of  Education  or  to 
a local  school  division  the  identity  of  and  pertinent  in- 
formation about  a child  with  a health  problem  or  handi- 
capping condition  which  might  affect  the  child’s  educa- 
tional needs.  It  also  says  that  nothing  in  Title  54  which 
deals  with  Professions  and  Occupations  or  any  other 
law  of  Virginia  shall  be  construed  to  prohibit  a doctor 
from  communicating  to  appropriate  agencies  of  the 
State  the  identity  of  a person  under  the  age  of  22,  who 
has  a condition  which  is  physically  or  mentally  handi- 
capping, along  with  other  information  about  the  person 
or  his  condition  which  might  be  helpful  to  the  agency 
in  planning  or  rendering  services  for  handicapped  per- 
sons. It  should  be  observed  that  the  Code  provision  to 
which  this  section  apparently  alludes  is  that  which  says  a 
practitioner  of  medicine  shall  be  guilty  of  unprofessional 
conduct  which  is  grounds  for  action  with  respect  to 
his  license  if  he  conducts  his  practice  in  a manner  con- 
trary to  the  standards  of  ethics  of  this  branch  of  the 
healing  arts.  This  provision  of  the  law  does  not  appear 
to  be  a substitute  for  the  ethical  proscriptions  to  which 
physicians  are  subject,  including  that  requiring  confi- 
dential treatment  of  patient  material,  but  is  in  addition 
to  those  standards,  and  is  for  the  purpose  of  maintaining 
professional  discipline  and  standards  in  the  area  of  li- 
censure. The  new  statute  does  not  appear  to  exempt 
physicians  from  civil  liability  for  breach  of  confidential 
relationship  in  making  such  reports,  though  it  does  re- 
lieve them  from  responsibility  under  the  licensure  stat- 
utes. The  new  law  does  not  require  the  physician  to 
make  the  reports  referred  to. 

Hospitals 

Chapter  112  (HB  226),  effective  March  24,  1972,  di- 
rects the  State  Board  of  Health  to  transfer  to  the  State 
Hospital  Board  all  of  its  property  comprising  Catawba 
State  Sanitorium.  Tubercular  patients  there  are  to  be 
integrated  into  the  Blue  Ridge  Sanitorium.  Chapter  289 
(HB  397)  brings  Dejarnette  State  Sanitorium  into  use 
by  the  State  Hospital  Board  in  the  same  manner  as  other 
State  hospitals  whereas  it  has  heretofore  been  operated 
as  an  independent  unit  of  the  Department  of  Mental 
Hygiene  and  Hospitals. 

HB  1077  would  have  removed  the  immunity  from 
suit  enjoyed  by  charitable  hospitals.  Although  this  was 
left  in  the  Senate  Courts  of  Justice  Committee,  the  Sen- 
ate did,  by  SJR  54,  direct  a study  of  the  doctrines  of 
sovereign  immunity  and  charitable  immunity  by  the 
Courts  of  Justice  Committees  of  both  houses. 

SJR  17  is  the  formal  request  to  the  Virginia  Hospital 
Association  that  it  establish  a voluntary  rate  review  board 
as  recommended  by  the  Willey  Study  Commission.  That 
commission  also  recommended  imposition  of  a require- 
ment that  certificates  of  need  be  obtained  from  the  De- 


1098 


Virginia  Medical  Monthly 


partment  of  Health  before  hospitals  be  expanded  or  new 
hospitals  be  constructed.  The  bill  appeared  to  be  in 
trouble  in  the  Senate,  and  a similar  bill  was  introduced 
by  the  same  patrons  (SB  561).  The  latter  bill  was  left 
in  Senate  General  Laws  Committee  when  the  patrons 
were  able  to  obtain  reporting  and  passage  by  the  Senate 
of  SB  108.  The  Society  supported  this  legislation,  and 
spoke  for  it  in  the  Senate  and  was  available  to  support 
the  bill  in  the  House.  The  bill  ran  into  unexpected  dif- 
ficulty there,  however,  and  was  carried  over  to  1973 
by  House  General  Laws. 

HJR  91  would  have  required  a VALC  study  of  the 
availability  of  emergency  room  medical  personnel  and 
services  and  different  ways  of  providing  these  serv- 
ices, but  was  left  in  the  House  Committee  on  Rules 
when  Chapter  36  (HB  91)  was  passed.  Chapter  36  (HB 
91)  was  introduced  with  the  idea  of  requiring  the  pres- 
ence of  physicians  around  the  clock  in  all  hospitals 
having  emergency  rooms.  As  amended  and  enacted  the 
bill  directs  the  State  Board  of  Health  to  require  by 
regulation  at  least  one  doctor  of  medicine  to  be  on  call 
at  all  times,  though  not  necessarily  physically  present, 
at  every  licensed  hospital  which  holds  itself  out  as  op- 
erating or  operates  an  emergency  room. 

Insurance 

Several  bills  were  introduced  relating  to  State  em- 
ployee health  insurance.  HB  205  and  HB  20  would  sim- 
ply have  made  mandatory  the  authorization  of  § 20.1-20.1 
that  the  Governor  establish  a State  health  insurance  plan. 
Both  of  these  bills  were  left  in  committee.  SB  279  would 
have  gone  further,  requiring  the  State  to  pay  the  entire 
cost  and  to  provide  a means  whereby  State  employees 
could  purchase  coverage.  This  bill  was  reported  and 
rereferred  to  the  Finance  Committee  where  it  was  left, 
but  the  General  Assembly  did  pass  Chapter  803  (HB  22) 
to  the  same  effect.  This  is  the  bill  which  was  amended 
in  Senate  Committee  the  evening  before  the  end  of  the 
session  and  on  the  floor  by  the  Senate  and  then  by  the 
House.  There  were  several  amendments  to  the  plan,  one 
of  them  for  the  purpose  of  including  the  Governor,  the 
Lieutenant  Governor,  and  the  Attorney  General,  an- 
other for  the  clerks  and  deputy  clerks  of  domestic  rela- 
tions courts,  and  a third  for  retired  employees.  The 
amendment  which  most  greatly  upset  the  medical  profes- 
sion required  the  plan  to  include  compensation  for 
chiropractic  treatment.  The  Medical  Society  asked  the 
Governor  to  veto  this  bill  and  requested  Blue  Shield 
to  refrain  from  entering  into  any  agreement  under  which 
it  provided  compensation  for  chiropractic  services.  The 
Governor  declined  to  veto  the  bill,  however,  saying 
that  this  could  be  corrected  in  the  1973  session  should 
the  General  Assembly  so  desire. 

HB  348  would  have  required  the  inclusion  of  medical 
payments  provisions  in  automobile  accident  policies.  HB 
594  would  have  done  likewise  and  would  have  required 
inclusion  of  limited  loss  of  pay  provisions.  Considera- 
tion of  this  bill  was  carried  over  to  the  1973  session. 
SB  15  would  have  prohibited  cancellation  of  accident 
and  sickness  policies  except  where  misrepresentation  was 
involved  or  the  insured  failed  to  pay  his  premiums.  It 


would  also  have  imposed  a five-year  statute  of  limitations 
on  a defense  of  misrepresentation.  HJR  142  would  have 
directed  a VALC  study  of  medical  and  hospitalization 
insurance  for  the  elderly. 

Jail  Medicine 

Local  governing  bodies  are  presently  permitted  to 
employ  jail  physicians.  Chapter  58  (HB  629)  permits 
employment  of  such  other  medical  personnel  as  might 
meet  with  the  approval  of  the  State  Board  of  Welfare 
and  Institutions. 

Several  sections  of  the  Title  of  the  Code  dealing  with 
Prisons  and  Prisoners  were  amended  by  Chapter  573  (HB 
633).  One  of  these  sections  contained  a $5.00  limitation 
on  fees  payable  to  doctors  for  examining  prisoners  and 
a similar  limitation  on  charges  payable  for  x-rays.  Chap- 
ter 573  removed  these  limitations. 

Licensure 

SJR  47  directing  the  VALC  to  study  the  licensure  of 
institutions  providing  educational  training,  welfare  serv- 
ices and  health  care  was  left  in  the  House  Rules  Com- 
mittee, and  HJR  41  creating  a commission  to  study  the 
regulation  of  occupations  and  professions  by  licensure 
was  approved  by  both  houses. 

Chapter  15  (HB  277)  increases  the  physical  ther- 
apy examination  and  certification  fees  from  $30  to  $40 
and  says  that  the  Treasurer  of  the  Board  of  Medical 
Examiners  shall  no  longer  be  required  to  maintain  a 
separate  account  for  such  physical  therapy  fees.  It  also 
removes  the  power  of  the  Board  of  Medical  Examiners 
to  license  a graduate  of  a foreign  medical  school  simply 
upon  the  endorsement  of  the  Board  in  another  state,  but 
it  still  permits  issuance  of  a certificate  to  someone  who 
has  been  certified  by  an  American  Specialty  Board. 

Mental  Illness  or  Infirmity 

Chapter  639  (HB  801)  changes  the  title  of  Superin- 
tendent of  a State  Hospital  to  Director.  This  person 
continues  to  have  to  be  a physician,  but  the  bill  requires 
the  State  Hospital  Board  to  appoint  a director  of  train- 
ing centers  for  the  mentally  retarded  every  four  years, 
and  says  that  that  person,  though  he  shall  be  skilled  in 
this  kind  of  work,  need  not  be  a physician. 

Chapter  498  (HB  804)  makes  the  Board  of  Community 
Mental  Health  and  Retardation  Services  responsible  to 
local  governing  bodies.  It  also  says  that  the  coordinator 
or  director  of  a community  mental  health  and  mental 
retardation  service  shall  have  qualifications  which  are 
approved  by  the  Department  of  Mental  Hygiene  and 
Hospitals  rather  than  simply  requiring  that  his  qualifi- 
cations meet  standards  set  by  the  department. 

Chapter  341  (HB  395)  limits  involuntary  commit- 
ments to  persons  who  are  7 years  of  age  or  older.  The 
bill  deals  with  involuntary  commitments,  but  is  appar- 
ently designed  to  do  away  with  a practice  of  using  in- 
voluntary procedures  to  force  upon  the  mental  health 
system  more  children  than  they  are  able  to  care  for. 

Chapter  584  (HB  759)  permits  the  State  Health  Com- 


Volume  99,  October,  1972 


1099 


missioner  to  make  payments  to  or  on  behalf  of  eligible 
persons  in  mental  hospitals,  nursing  or  geriatric  units  in 
State-owned  mental  hospitals  or  facilities  and  to  receive 
funds  from  the  United  States  for  that  purpose. 

Chapter  576  (HB  392)  removes  the  requirement  that 
the  Commissioner  of  Mental  Hygiene  and  Hospitals  de- 
vote his  full  time  to  his  employment. 

Chapter  629  (HB  394)  increases  State  participation 
in  community  mental  health  services  from  50%  to  75%. 

Chapter  751  (SB  51)  deals  with  the  temporary  deten- 
tion of  persons  who  have  been  alleged  to  be  mentally 
ill  but  whom  the  officer  has  been  unable  to  take  before 
the  appropriate  justice.  This  legislation  is  to  prevent  the 
detention  of  such  persons  in  jails.  It  permits  the  Board 
to  designate  some  convenient  institution  or  to  approve 
a list  of  institutions  from  which  a convenient  one  may 
be  designated,  and  detention  there  may  not  exceed  72 
hours. 

Chapter  703  (HB  26)  deals  with  the  same  subject  and 
amends  the  same  section.  Actually  Chapter  703  permits 
the  mentally  ill  person  to  be  confined  in  a jail  if  such 
confinement  is  specifically  authorized  by  the  Justice 
before  whom  a person  is  to  be  brought. 

Chapter  295  (HB  512)  amends  the  statute  relating  to 
the  release  of  persons  committed  to  State  institutions  so 
as  to  provide  an  appropriate  standard  for  release  of  one 
who  has  been  admitted  as  being  feeble  minded,  i.e.,  he 
has  adjusted  to  the  point  that  he  has  sufficient  reason 
and  judgment  to  live  outside  an  institution  with  safety 
to  himself  and  others.  The  General  Assembly  agreed 
to  HJR  106  calling  for  a VALC  study  of  the  care  of 
the  mentally  retarded. 

§ 54-102.14  of  the  Code  of  Virginia  excludes  from 
regulation  under  the  chapter  on  licensure  of  psycholo- 
gists, “activities  in  the  course  of  the  practice  of  any 
other  regulated  business  or  profession.”  Three  bills  (HB 
655,  829  and  1112)  would  have  amended  this  section  so 
as  to  further  specifically  exclude  persons  working  under 
the  responsibility  and  direction  of  another  licensed 
person. 

Chapter  342  (HB  399)  was  enacted  for  the  purpose  of 
limiting  to  charges  for  a period  of  five  years  the  extent 
of  the  liability  of  parents  for  the  care  of  persons  con- 
fined to  State  hospitals. 

HB  1109  would  have  provided  that  no  parent  would 
be  liable  for  the  expense  of  care  of  a mentally  deficient 
child  over  the  age  of  21. 

§ 16.1-690  of  the  Juvenile  and  Domestic  Relations  Court 
Law  provides  for  examination  of  persons  coming  under 
the  provisions  of  the  law,  and  permits  physical,  psychia- 
tric and  psychological  examinations  and  testing.  Chapter 
354  (HB  498)  amends  this  section  so  that  if  the  parents 
are  unable  to  pay  the  co^t  of  such  examination,  it  shall 
be  paid  from  the  appropriations  for  criminal  costs. 

Chapter  590  (HB  819)  amends  § 37.1-110  of  the  Code 
of  Virginia  relating  to  procedures  for  requiring  pay- 
ment of  the  expenses  of  care  of  persons  in  State  hos- 
pitals, both  so  as  to  rewrite  the  venue  provisions  and 
so  that  parents,  spouse,  and  children,  if  adults,  are  all 
jointly  and  severally  liable  for  the  expense  of  care  of 
the  patient  in  the  event  the  patient  or  his  estate  cannot 


pay.  Chapter  383  (HB  820)  provides  that  the  lien  which 
the  Department  has  on  the  estate  of  a patient  shall  arise 
at  the  death  of  the  patient  and  shall  be  limited  to  charges 
accruing  within  the  preceding  five  years  and  then  due. 

Motor  Vehicle  Safety 

Numerous  bills  were  introduced  for  the  purpose  of 
lowering  from  .15  to  .10  the  blood  alcohol  level  at  which 
a driver  would  be  presumed  to  be  intoxicated,  and  SB 
107  was  amended  and  adopted  as  Chapter  757.  HB  621, 
which  would  have  lowered  the  percentage  to  .08,  was 
left  in  committee.  HB  918  would  have  permitted  any 
authorized  person  who  withdrew  a blood  sample  to  cer- 
tify by  authenticated  affidavit  as  to  the  withdrawal.  It 
was  left  in  the  House  Courts  of  Justice  Committee,  as 
was  HB  1038  which  would  have  made  it  unlawful  to 
drive  a vehicle  within  eight  hours  of  consuming  any 
alcoholic  beverages. 

SB  104  was  enacted  as  Chapter  756  so  as  to  require 
a driver  whose  intoxication  is  to  be  tested  to  elect  either 
the  breath  or  blood  sample  procedure.  The  State  Health 
Commissioner  is  to  establish  a training  program  in  the 
operation  of  this  equipment  and  is  to  test  the  equipment 
for  accuracy  at  least  every  six  months.  The  statute  also 
provides  that  if  either  the  breath  or  blood  sample  test 
is  not  available  such  unavailability  shall  not  be  a matter 
of  defense.  Some  difficulty  in  enforcement  may  be  en- 
countered where  the  elected  test  is  not  available.  Various 
other  bills  dealing  with  the  breath  alcohol  test  were  left 
in  committee. 

Senator  Warren’s  SB  525  would  have  permitted  the 
granting  of  limited  driving  privileges  to  persons  whose 
need  therefore  was  related  to  their  employment,  but  it 
was  left  in  Senate  Courts  of  Justice  Committee.  SB  4 
would  have  permitted  the  use  of  mechanical  speed  test- 
ing devices  and  though  it  passed  the  Senate  with  amend- 
ments it  was  carried  over  by  House  Roads  and  Internal 
Navigation  to  the  next  Session. 

Under  Chapter  502  (HB  855)  the  Commissioner  of 
The  Division  of  Motor  Vehicles  may  grant  licenses  to 
chauffeurs  in  certain  cases  where  they  would  otherwise 
have  been  prohibited  by  reason  of  defective  vision  if 
the  Commissioner  determines  that  the  granting  of  such 
license  would  not  endanger  the  public. 

Chapter  605  (SB  233)  directs  the  Division  of  Motor 
Vehicles  to  supply  voluntary  rescue  squads  with  special 
“RS”  license  plates  for  $1.00  per  plate  upon  application. 

Nursing 

HB  309  would  have  expressly  permitted  registered 
nurses  to  administer  anesthetics  but  would  have  required 
that  they  hold  a diploma  or  certificate  evidencing  their 
successful  completion  of  the  educational  program  of  a 
school  of  anesthesia  duly  accredited  by  the  American 
Association  of  Nurse  Anesthetists  and  would  further 
have  stipulated  that  such  anesthesia  be  administered  in 
the  presence  and  under  the  supervision  of  a physician  or 
dentist.  This  bill,  and  HB  1063  which  would  have  pro- 
vided a mechanism  for  state  subsidization  of  schools  of 
professional  nursing,  were  both  left  in  committee. 
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Nursing  Homes 

Bills  to  provide  for  temporary  administration  of  nurs- 
ing homes  in  the  absence  of  a licensed  nursing  home 
administrator  and  to  increase  nursing  home  license  fees 
(HB  825  and  824)  were  left  in  Senate  General  Laws 
Committee.  HB  455  to  call  for  the  establishment  of  a 
community  education  program  and  authorize  a nursing 
home  administrator  to  use  the  abbreviation  L.N.H.A. 
after  his  name  was  left  in  committee. 

Medical  Service  Supply 

HJR  56  which  would  have  directed  Virginia  Advisory 
Legislative  Council  to  continue  the  study  of  the  shortage 
of  family  physicians  directed  by  the  1970  General  As- 
sembly was  not  reported  by  the  House  Rules  Commit- 
tee. Three  resolutions  dealing  with  paramedical  person- 
nel were  introduced.  HJR  148  would  have  directed  the 
State  Council  of  Higher  Education  to  study  the  feasi- 
bility of  offering  courses  in  medical  schools  for  physi- 
cians’ assistants,  but  was  left  in  the  Education  Committee 
of  the  House.  HJR  127  directs  the  State  Council  of 
Higher  Education  to  develop  and  recommend  training 
curricula  and  an  implementation  plan  for  the  use  of  para- 
medical personnel,  including  nurses  and  medical  and 
dental  technicians  and  physician’s  assistants.  The  Depart- 
ment of  Health  and  the  schools  of  medicine  and  den- 
tistry are  to  assist  the  State  Council.  HJR  131  directs 
the  State  Health  Department,  in  consultation  with  the 
schools  of  medicine  and  dentistry  and  the  State  gov- 
erning and  licensing  boards  and  the  medical,  dental, 
pharmaceutical,  and  nursing  professions  cooperating, 
along  with  hospital  associations  and  other  interest  groups, 
to  study  the  function  of  paramedical  personnel.  HB 
901  to  authorize  physicians  assistants  was  left  in  com- 
mittee. HJR  128  would  have  created  a commission  to 
prepare  a plan  enabling  Virginia  to  implement  the  re- 
gional concept  of  providing  reasonable  access  to  health 
care  services.  This  was  left  in  committee.  HJR  129  di- 
rects the  Department  of  Health  to  work  with  the  De- 
partment of  Education  and  other  State  agencies  and  with 
non-governmental  health  interest  groups  in  a program 
of  consumer  health  education.  SJR  16  continues  Senator 
Willey’s  study  Commission  on  Health  Care  Services. 

Public  Health 

SJR  38  commemorates  the  100th  anniversary  of  the 
State  Board  of  Health.  Title  32  of  the  Code  deals  with 
Health  and  contains  some  35  different  chapters.  § 32-6 
gives  the  State  Board  of  Health  authority  to  make  rules 
and  regulations  concerning  the  first  of  these  chapters, 
and  Chapter  504  (HB  971)  appropriately  extended  this 
rule  making  power  to  all  the  chapters  in  the  title.  Here- 
tofore, appointees  to  the  State  Board  of  Health  have 
been  representative  of  grand  divisions  or  regions  of  the 
State,  but  Chapter  94  (HB  743)  provides  for  appoint- 
ments from  the  State  at  large. 

Chapter  651  (HB  953)  permits  the  State  Board  of 
Health  to  provide  health  services  for  children  suffering 
from  hemophilia  or  related  diseases  and  permits  the 
Board  to  determine  the  charges  to  be  made  for  such 
services. 


Chapter  314  (SB  157)  adds  Loudoun  County  to  those 
local  governments  permitted  to  supplement  public  health 
salaries. 

Chapter  558  (HB  393)  amends  the  section  which  au- 
thorized the  State  Board  of  Health  to  cause  vaccinations 
of  children  as  soon  as  medically  indicated  so  as  to  direct 
the  State  Board  of  Health  to  require  immunization 
against  diphtheria,  tetanus,  whooping  cough,  and  polio 
before  the  age  of  one  year  and  both  forms  of  measles 
before  the  age  of  two. 

SB  245  would  have  made  § 22-241  relating  to  the  regu- 
lation of  communicable  diseases  in  schools  applicable 
to  private  schools  but  it  has  been  carried  over  to  1973 
by  the  Education  and  Health  Committee  of  the  Senate. 
For  other  testing  requirements  see  paragraph  on  sickle 
cell  anemia. 

Chapter  775  (SB  378)  permits  the  State  Board  of  Health 
to  require  permits  when  septic  tanks  are  to  be  installed. 

SB  545  to  create  a separate  Department  of  Forensic 
Science  was  left  in  the  Courts  of  Justice  Committee.  The 
bill  would  not  only  have  established  a separate  State 
Board  of  Forensic  Science  under  which  the  Chief  Medi- 
cal Examiner  would  operate  but  would  bring  the  lab- 
oratories for  detection  of  crime,  post  mortem  examina- 
tion, use  of  dead  bodies  for  scientific  study,  and  the 
Uniform  Anatomical  Gift  Act  all  under  the  new  de- 
partment. 

Chapter  741  (HB  1027)  combines  the  Agriculture  and 
Chief  Medical  Examiner  laboratories  and  establishes  them 
as  a Division  of  Consolidated  Laboratory  Services  func- 
tioning administratively  within  the  Department  of  Health 
but  under  the  operational  control  of  a board  made  up 
of  the  heads  of  departments  of  Agriculture,  Health,  Con- 
servation and  Development  and  the  State  Police  and  the 
chief  executive  officers  of  the  Water  Control  and  Air 
Pollution  Control  Boards,  the  Alcoholic  Beverage  Con- 
trol Board,  the  State  Board  of  Pharmacy,  and  the  Di- 
vision of  Justice  and  Crime  Prevention  and  stipulates  that 
the  Commissioner  of  the  Department  of  Agriculture  and 
Commerce  or  his  designated  representative  shall  serve 
as  chairman. 

HJR  121  directs  the  Department  of  Health  to  study 
the  advisability  of  increasing  and  expanding  its  programs 
in  all  types  of  birth  control  and  calls  for  a report  on 
this  study  by  December  1,  1972. 

Sales  Tax 

There  were  better  than  a dozen  bills  to  amend  the 
exemptions  section  of  the  sales  tax  act.  Most  of  these 
were  left  in  committee,  including  one  introduced  on 
behalf  of  the  medical  profession  by  Dr.  Reid  (HB  830) 
which  would  have  spelled  out  in  great  detail  the  cir- 
cumstances under  which  the  sale  of  medicines  and  drugs 
by  physicians  would  be  exempt.  The  State  Tax  Com- 
missioner offered  an  amendment  to  SB  285  in  which  he 
incorporated  into  the  exemption  language  those  suggested 
changes  which  do  away  with  inequities.  The  change  he 
suggested  with  respect  to  drugs  exempts  the  purchase  of 
“controlled  drugs  by  a licensed  physician  for  use  in 
his  professional  practice.”  This  bill  was  enacted  as  Chap- 
ter 680  and  appears  to  solve  our  problems. 
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Sickle  Cell  Anemia 

HJR  28  urging  the  local  governing  bodies  to  take 
action  to  combat  sickle  cell  anemia  passed  the  House 
and  was  left  in  Senate  Rules  Committee,  but  the  Gen- 
eral Assembly  did  enact  Chapter  778  (SB  410)  requiring 
the  parents  of  a child  to  take  the  child  to  a licensed 
physician  before  his  sixth  birthday  so  that  he  might  be 
tested  for  sickle  cell  anemia  should  the  physician  in  his 
judgment  deem  such  tests  necessary.  Children  are  also 
required  within  the  thirty  days  after  the  beginning  of  a 
school  year  in  a public  school  to  present  a certificate 
certifying  that  they  have  been  tested  or  that  in  the  phy- 
sician’s judgment  such  test  was  not  necessary.  The  State 
Board  of  Health  is  to  formulate  a regulatory  program 
with  respect  to  such  tests.  Physicians  who  give  pre- 
marital physical  examinations  as  required  by  statute  are 
required,  when  their  professional  opinion  indicates  it  to 
be  necessary  or  desirable,  to  test  for  sickle  cell  anemia 
and  to  advise  both  parties  as  to  the  nature  and  inherita- 
bility  of  sickle  cell  anemia  and  the  sickle  cell  trait.  The 
usual  religious  objection  exclusion  is  incorporated  in  the 
statute,  and  the  State  Department  of  Health  is  to  pro- 
vide such  testing  services  for  persons  unable  to  afford 
private  physicians.  The  chief  physician  of  each  mental 
hospital  and  correctional  institution  is  likewise  charged 
with  making  such  tests  when  in  his  professional  judgment 
the  inmate  would  be  benefited  thereby. 

Sterilization 

At  several  successive  sessions  the  General  Assembly 
has  amended  § 32-137  of  the  Code  of  Virginia  relating 
to  authority  to  consent  to  surgical  and  medical  treat- 
ment of  certain  persons  who  are  under  age.  Clause  7 
of  the  section  permitting  minors  to  consent  to  services 
needed  with  respect  to  drug  addiction,  birth  control, 
pregnancy  and  so  forth  was  added  at  the  1971  session. 
HB  76,  which  would  have  made  this  clause  inapplicable 
to  vasectomies  or  salpingectomies,  was  carried  over  to 
the  1973  session  by  the  Health,  Welfare  and  Institutions 
Committee  of  the  House. 

HB  69  would  have  eliminated  the  requirement  that 
vasectomies  be  performed  in  licensed  hospitals. 

Chapter  710  (HB  291,  substantially  amended)  elim- 
inates the  requirement  of  consultation  in  sterilization 
procedures  where  the  patient  is  21  years  of  age  and 
eliminates  the  waiting  period  for  women  who  have 
theretofore  given  birth  to  a child.  It  also  permits  sterili- 
zation of  persons  afflicted  with  hereditary  forms  of 
recurrent  mental  illness  or  mental  deficiency  upon  mo- 
tion of  the  parent  or  parents  or  other  person  in  loco 
parentis  in  line  with  the  provisions  of  HB  569  which 
was  reported  and  then  rereferred  and  left  in  commit- 
tee. In  addition  the  bill  expressly  states  that  the  provi- 
sions of  the  chapter  are  not  applicable  where  steriliza- 
tion is  incidental  to  other  sound  therapeutic  procedures. 

Miscellaneous 

HB  527  would  have  provided  that  the  progeny  of 
artificially  inseminated  mothers  are  for  all  purposes  legi- 
timate providing  written  consent  has  been  obtained  for 


such  insemination.  The  bill  as  offered  was  quite  simple 
and  direct  in  its  wording  and  was  not  reported  by  the 
House  Court  of  Justice  Committee,  possibly  because  that 
committee  could  not  foresee  the  legal  ramifications  of 
such  legislation. 

SJR  59,  which  was  left  in  the  Senate  Rules  Commit- 
tee would  have  created  a commission  on  services  for 
prevention  of  crime  and  rehabilitation  of  offenders 
which  would  have  studied  the  services  presently  pro- 
vided for  the  purposes  of  preventing  crime,  eliminating 
its  causes  and  rehabilitating  offenders.  This  much-needed 
study  is  not  yet  to  be  had. 

Chapter  805  (HB  38)  rewrites  the  dentistry  practice 
act.  Chapter  198  (HB  94)  doubles  the  number  of  annual 
scholarships  available  for  dental  hygienists. 

Chapter  826  (HB  387)  was  enacted  to  implement  the 
Federal  Developmental  Disabilities,  Services  and  Facili- 
ties Construction  Act,  by  creating  the  Virginia  Develop- 
mental Disabilities  Planning  and  Advisory  Council  con- 
sisting of  seven  department  heads,  including  the  Com- 
missioner of  Mental  Hygiene  and  Hospitals  and  the 
Commissioner  of  Health  and  12  other  persons  represent- 
ing agencies  and  organizations  who  provide  services  in 
this  area  together  with  representatives  of  those  suffer- 
ing from  developmental  disabilities. 

HJR  143  would  have  directed  the  VALC  to  study  the 
needs  of  older  persons  and  particularly  State  hiring 
practices,  educational  opportunities,  programs  for  senior 
citizens,  transportation  problems,  the  function  of  State 
planning  districts,  and  local  governments  with  respect 
to  the  elderly,  and  State  policy  on  nursing  homes,  but 
was  left  in  the  House  Rules  Committee. 

Two  bills  were  introduced  to  amend  the  Anatomical 
Gift  Act  so  as  to  permit  undertakers  to  remove  eyes. 
SB  397  was  left  in  committee,  but  SB  349  was  enacted 
as  Chapter  772.  The  new  legislation  provides  that  if  the 
donor  has  not  otherwise  specified,  the  donee  not  only 
may  employ  a surgeon  or  physician  to  remove  the  eyes 
but  may  authorize  removal  of  the  eye  by  a technician 
who  has  completed  a course  for  opthalmic  medical 
assistants,  a licensed  funeral  director  or  embalmer,  pro- 
viding such  person  has  completed  a course  in  eye  enu- 
cleation. The  act  provides  also  for  immunity  from  civil 
or  criminal  liability  for  the  person  performing  the 
enucleation. 

HJR  130  asking  the  Society  to  study  the  malpractice 
liability  problem  was  carried  over  to  the  1973  session 
by  Senate  Rules  Committee. 

Chapter  481  (HB  528)  gives  the  State  a lien  on  per- 
sonal injury  claims  for  amounts  paid  under  Medicaid. 

Chapter  556  (HB  316)  supported  by  the  Society  was 
enacted  to  increase  the  fee  of  some  medical  examiners 
from  $15  to  $25. 

Chapter  612  (SB  429)  makes  the  statute  of  limitations 
on  pneumoconiosis  claims  more  specific  and  establishes  a 
conclusive  presumption  as  to  the  causative  nature  of  the 
hazard  after  90  work  shifts.  Workmen’s  Compensation 
coverage  is  also  extended  to  mesothelioma  due  to  sec- 
ondary exposure  to  asbestos. 

Chapter  606  (SB  243)  has  been  introduced  in  previous 
sessions  but  was  enacted  this  time  to  permit  one-man 
professional  corporations. 
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SB  235  would  have  given  to  members  of  voluntary 
fire  departments  or  rescue  squads  a $25  credit  against 
income  tax  liability. 

Once  again,  the  Committee  would  like  to  thank  Dr. 
Reid  for  the  attention  he  gave  to  matters  of  interest  to 
the  profession  during  this  session.  Dr.  John  C.  Buchanan 
was  a new  member  of  the  Senate  from  Wise  and  evi- 
denced his  willingness  to  cooperate  with  the  Society. 
We  look  forward  to  working  with  him  in  the  future. 

William  A.  Pennington,  M.D.,  Chairman 

Grievance 

Your  committee  was  required  to  hold  only  one  ses- 
sion during  the  past  year.  This  hearing  was  called  to 
adjudicate  an  appeal  from  a ruling  made  earlier  by  the 
Mediation  Committee  of  one  of  our  component  societies. 
It  was  agreeable  to  all  concerned  that  our  decision  in 
the  case  would  be  acceptable  and  final.  Following  de- 
tailed and  lengthy  considerations  our  unanimous  conclu- 
sion and  recommendations  were  referred  to  the  inter- 
ested parties. 

K.  K.  Wallace,  M.D.,  Chairman 

F.  Ashton  Carmines,  M.D. 

William  Grossmann,  M.D. 

James  M.  Moss,  M.D. 

Thomas  W.  Murrell,  Jr.,  M.D. 

Public  Relations 

Your  Public  Relations  Committee  has  been  very  active 
this  year.  One  formal  meeting  was  held  during  the  1971 
Annual  Meeting  during  which  many  items  were  consid- 
ered and  decisions  made. 

Dr.  Oscar  B.  Darden,  Jr.,  represented  the  Committee 
on  Rural  Health  at  the  4-H  Club  Health  Award  Cere- 
mony in  Blacksburg  and  presented  the  winners  with  their 
certificates  and  prizes.  As  in  the  past,  the  Society  makes 
this  annual  contribution  to  this  particular  program  and 
it  continues  as  one  of  our  very  best  PR  projects. 

Each  radio  station  manager  throughout  the  State  was 
written  and  advised  of  the  AMA  radio  news  service, 
which  is  transmitting  by  telephone,  toll  free,  complete, 
concise  medical  reports  and  featurettes  designed  to  be 
recorded  and  integrated  into  their  station’s  newscasts. 
From  every  indication  this  new  service  has  been  well 
received  and  is  being  used  to  a greater  degree  every  day. 

These  same  station  managers  were  also  notified  of  the 
Society’s  concern  about  plans  of  the  American  Chiro- 
practic Association  to  conduct  a so-called  “public  serv- 
ice” campaign.  Radio  stations  in  Pennsylvania  have  been 
asked  by  representatives  of  this  organization  to  con- 
tribute public  service  time  urging  their  audiences  “Don’t 
Be  A Pill  Popper— Protect  Your  Health  With  Spinal 
Care”.  Under  this  thinly  veiled  guise  of  combating  drug 
abuse,  the  campaign’s  real  purpose  is  to  advocate  chiro- 
practic spinal  manipulation  as  a substitute  for  “all  phar- 
maceuticals”. The  notice  concluded  that  the  medical 
doctors  of  Virginia  feel  that  this  attempt  is  a public  dis- 
service designed  to  undermine  the  patient’s  faith  in  ac- 
cepted medical  practice.  It  is  also  hoped  that  the  stations 
will  continue  their  policy  of  examining  whatever  mate- 


rial is  received,  be  it  from  the  American  Chiropractic 
Association  or  any  other  group,  and  reject  that  which 
is  not  in  the  best  interest  of  the  public. 

Your  Chairman,  along  with  Mr.  Osburn,  attended  the 
1972  AMA  Communications  Clinic  in  Chicago.  The 
theme  was  “Public  Relation  Programs  at  Work”  and 
offered  many  excellent  ideas  concerning  future  programs 
that  could  be  implemented.  Your  Committee  would  like 
to  stress  the  value  and  importance  of  benefits  derived 
from  attending  such  a clinic.  Since  so  much  is  presented 
and  accomplished  at  these  meetings,  it  is  impossible  for 
one  person  to  adequately  inform  all  the  members  of 
our  Society  as  to  what  takes  place.  For  this  reason,  we 
would  like  to  urge  that  every  component  medical  so- 
ciety be  represented  at  these  communications  clinics. 

Spot  TV  announcements  on  prenatal  care  are  now 
being  shown  throughout  the  State.  These  were  developed 
with  the  cooperation  of  the  State  Health  Department 
and  sponsored  by  the  Society. 

As  you  know,  one  of  the  prime  public  relations  proj- 
ects of  this  Committee  is  rendering  assistance  to  the 
Virginia  Chapter  of  the  American  Association  of  Medi- 
cal Assistants  which  is  a most  worthwhile  organization. 
It  is  this  group  which  helps  the  physicians  of  Virginia 
maintain  efficiency  in  their  offices  as  well  as  the  good 
will  of  their  patients.  Your  Chairman  and  Mr.  Howard 
have  attended  the  Board  meetings  of  the  Virginia  Chap- 
ter during  the  past  year  and  also  attended  the  Annual 
Scientific  Assembly  at  the  Lake  Wright  Motel  in  Vir- 
ginia Beach.  The  meeting  was  held  May  19  and  20,  the 
theme  of  the  program  being  “In  Tune  With  The  Times”. 
This  meeting,  as  always,  was  well  attended  and  we  again 
urge  all  our  members  to  encourage  their  office  personnel 
to  join  the  medical  assistant  movement  and  assist  them 
whenever  possible  with  financial  aid  as  well  as  time  off 
to  attend  the  various  meetings.  It  would  be  a worthwhile 
investment. 

Mr.  Osburn  met  with  eleven  component  societies  dur- 
ing the  past  year  together  with  Dr.  Hotchkiss  and  one 
meeting  with  Dr.  McCausland.  Whenever  possible,  he 
attempted  to  contact  members  of  the  local  societies  to 
obtain  their  feelings  on  problems  facing  physicians  in 
Virginia  and  to  answer  questions  brought  up  by  the 
individual  doctor.  It  is  hoped  that  many  more  local 
societies  will  issue  invitations  for  the  President  and  Mr. 
Osburn  to  attend  one  of  their  local  society  meetings  at 
least  once  a year,  so  that  the  Committee  may  have  a 
better  understanding  of  the  needs  of  the  Society  and  its 
members. 

Every  effort  possible  is  being  made  by  your  Commit- 
tee to  keep  in  close  touch  with  the  news  media  in  an 
attempt  to  get  the  best  possible  and  favorable  coverage. 
Every  attempt  is  being  made  to  obtain  good  news  stories 
and  counteract  the  bad  publicity  medicine  in  general  has 
experienced  during  the  past  several  years.  We  would 
appreciate  any  suggestions  as  to  how  the  physician  s im- 
age could  be  improved. 

Regardless  of  what  programs  are  implemented  by  your 
Committee,  it  must  be  remembered  that  good  public 
relations  originate  in  the  individual  physician  s office. 
Your  staff  members  are  an  integral  part  of  the  entire 
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public  relations  program  throughout  the  State.  If  your 
staff  is  PR  oriented,  then  the  entire  profession  will  bene- 
fit. Effective  communications  throughout  the  State  is 
perhaps  the  prime  goal  of  your  Committee.  It  has  at- 
tempted to  get  the  latest  information  to  the  membership 
as  quickly  as  possible.  Information  on  FDA  recalls,  chiro- 
practic, Price  Commission  regulations,  etc.,  are  just  a 
few  of  the  releases  sent  out  during  the  year. 

John  Wyatt  Davis,  Jr.,  M.D.,  Chairman 

J.  Powell  Anderson,  M.D. 

Russell  D.  Evett,  M.D. 

Thomas  H.  Jennings,  M.D. 

Armistead  M Williams,  M.D. 

David  B.  Young,  M.D. 

Medical  Education 

The  Committee  on  Medical  Education  had  a meeting 
in  February.  At  this  meeting  consideration  was  given  to 
the  letter  from  the  American  Medical  Association,  De- 
partment of  Continuing  Education,  requesting  each  state 
to  develop  a mechanism  for  accrediting  local  programs 
in  continuing  medical  education.  In  this  regard,  Dr. 
Hotchkiss  appointed  a sub  committee  of  this  committee 
to  be  chaired  by  Dr.  Pinson  Neal  to  study  the  feasibility 
of  a medical  education  institute  to  be  sponsored  by  The 
Medical  Society  of  Virginia. 

This  committee  met  on  July  12,  1972.  From  this  meet- 
ing came  several  recommendations  to  the  committee  on 
medical  education.  It  recommended  that  self  assessment 
programs  now  in  use  by  some  fourteen  sub-specialties 
in  medicine  be  encouraged.  The  sub  committee  did  not 
feel  that  compulsory  attendance  in  post  graduate  educa- 
tion programs  should  be  implemented.  However,  it  did 
feel  that  this  area  should  leave  on-going  review  and  con- 
tinuous re-evaluation  of  the  effectiveness  of  a voluntary 
program  with  the  acceptance  of  local  peer  review  as  a 
mechanism  to  help  evaluate  post  graduate  medical  edu- 
cation. It  also  recommended  to  the  committee  and  So- 
ciety that  it  develop  guidelines  for  the  establishment  of 
an  accreditation  mechanism  for  continuing  medical  edu- 
cation programs  for: 

1.  Local  hospitals. 

2.  Medical  organizations  not  of  national  scope  (state, 
county  level) . 

3.  Local  units  of  voluntary  health  organizations  not 
under  natural  administration  for  their  continuing 
medical  education. 

4.  Other  organizations  and  institutions  which  sponsor 
or  promote  continuing  education  for  physicians, 
essentially  local  in  nature. 

This  would  be  a beginning  for  a State  sponsored  con- 
tinuing education  “institute”  or  “center”.  This  type  of 
approach  could  first  be  applied  to  twelve  to  twenty  hos- 
pitals, with  the  funding  a cooperative  effort  with  the 
hospitals  joining  with  the  Medical  Society  and  perhaps 
the  Virginia  Regional  Medical  Program. 

The  committee  on  medical  education  a’so  felt  that 
the  survey  sent  in  1971  on  the  amount  of  continuing 
education  now  being  carried  out  by  its  members  be  re- 
viewed and  updated.  It  further  felt  that  the  Virginia 

1106 


State  Board  of  Medical  Examiners  be  requested  to  mail 
the  form  with  its  1973  annual  license  renewal. 

The  Chairman  of  the  Committee  with  other  interested 
physicians  attended  a seminar  in  Williamsburg  in  March 
conducted  by  Dr.  Clement  Brown  of  Chicago  and  spon- 
sored by  the  Regional  Medical  Program,  The  Medical 
Society  of  Virginia  and  the  Virginia  Hospital  Associa- 
tion. The  seminar  was  concerned  with  quality  of  patient 
care  in  the  hospital  and  the  planning  of  continuing  edu- 
cation programs,  at  the  local  level,  responding  to  edu- 
cational needs  identified  through  chart  audits.  This  is 
the  best  form  of  peer  review  at  the  local  level  which 
relates  to  the  development  of  continuing  education  pro- 
grams at  the  hospital  staff  level  for  every  physician. 

George  J.  Carroll,  M.D.,  Chairman 

E.  L.  Alexander,  Jr.,  M.D. 

Robert  L.  Cassidy,  M.D. 

J.  Powell  Anderson,  M.D. 

Charles  E.  Davis,  Jr.,  M.D. 

T.  Winston  Gouldin,  M.D. 

John  C.  Hortenstine,  M.D. 

Robert  L.  Howard,  M.D. 

Hannibal  E.  Howell,  M.D. 

Fitzhugh  Mayo,  M.D. 

F.  H.  McGovern,  M.D. 

Michael  J.  Moore,  M.D. 

Thomas  W.  Murrell,  Jr.,  M.D. 

M.  Pinson  Neal,  M.D. 

Regional  Medical  Program 

As  anticipated  in  the  report  last  year  and  through  new 
directives  and  considerable  persuasion  from  Washington, 
the  Regional  Medical  Program  nationally  has  taken  on 
new  directions  and  new  emphases.  The  program  has  been 
expanded  to  include  renal  diseases  and  other  broadly  re- 
lated diseases.  It  continues  to  support  continuing  educa- 
tional experiences  for  physicians,  nurses,  and  other  allied 
health  scientists. 

However,  particular  emphasis  is  placed  by  Regional 
Medical  Program’s  Service  upon  new  and  innovative 
modes  of  delivery  of  health  services.  It  is  felt  top  priority 
in  the  allocation  of  funds  will  be  in  particular  support  of 
these  aspects  of  the  delivery  of  health  care.  These  in- 
clude programs  to  make  available  health  care  for  inter- 
cities, rural  communities,  improved  emergency  health 
care  services  and  the  like. 

The  Virginia  Regional  Medical  Program  has  revised 
purposes,  goals,  and  objectives,  and  has  recently  sub- 
mitted an  application  of  VRMP  for  triennial  approval 
and  funding  in  the  amount  of  $3,262,039.  If  approved  in 
its  entirety,  the  full  funding  will  be  allotted.  If  not  ap- 
proved, then  RMPS  will  grant  funds  for  only  one  year 
and  will  denote  the  amount  of  money  allotted.  The  news 
should  be  forthcoming  this  fall. 

Your  VRMP  Committee  met  once  this  year  and  re- 
viewed all  projects  proposed  for  the  triennial  grant  ap- 
plication. Your  chairman  also  serves  on  the  Review  and 
Evaluation  Committee  of  the  Regional  Advisory  Group. 
Other  individual  members  of  the  Society  have  served 
in  great  numbers  on  various  projects  and  on  the  Re- 
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gional  Advisory  Group  in  formulating  direction  and  sup- 
port of  the  program  in  Virginia.  Your  continued  in- 
terest, influence  and  support  is  solicited. 

For  the  Committee, 

Frank  Alton  Wade,  M.D.,  Chairman 

Nursing 

A joint  meeting  of  the  Committee  on  Nursing  of  The 
Medical  Society  of  Virginia  and  representatives  of  the 
Virginia  State  Board  of  Nursing,  the  Virginia  Nurses 
Association,  the  Virginia  League  for  Nursing,  and  the 
Virginia  Hospital  Association  was  held  at  Society  Head- 
quarters on  July  14.  Those  attending  were: 

The  Medical  Society  of  Virginia: 

Dr.  W.  Nash  Thompson,  Chairman 
Dr.  William  S.  Hotchkiss,  President 
Dr.  John  L.  Guerrant 
Dr.  Charles  H.  Townes 
Dr.  Robert  F.  Mann 

Virginia  State  Board  of  Nursing: 

Mrs.  Marilyn  Boyd,  R.N.,  Vice  President 
Miss  Eleanor  J.  Smith,  Executive  Secretary 

Virginia  Nurses  Association: 

Mr.  Kenneth  L.  Rinker,  R.N.,  President 
Mrs.  Barbara  W alker,  R.N.,  Executive  Secretary 

Virginia  League  for  Nursing: 

Mrs.  Frances  McKendrick,  R.N.,  President 

Virginia  Hospital  Association: 

Mr.  Steve  Ferguson,  Assistant  Administrator,  Peters- 
burg General  Hospital 

From  the  review  of  minutes  of  1971  it  was  learned 
from  Mr.  Kenneth  Rinker,  President  of  the  Virginia 
Nurses  Association,  that  national  legislation  has  been 
passed  to  assist  in  educating  more  nurses;  however,  funds 
have  not  been  approved  for  this  project.  It  was  also 
learned  from  Mrs.  Barbara  Walker,  Executive  Secretary 
of  the  Virginia  Nurses  Association,  that  the  Regional 
Nursing  Program  will  probably  be  phased  out  by  De- 
cember 1972,  due  to  no  additional  funds  having  been 
allocated  for  this  purpose. 

Dr.  Townes  reported  that  so  far  as  he  knew  there 
were  no  new  “diploma  mills”  recognized  during  the  past 
year  and  legislation  is  being  proposed  that  no  one  could 
be  licensed  in  the  field  of  healing  arts  without  having 
received  education  in  an  accredited  school. 

Dr.  Hotchkiss,  President  of  The  Medical  Society  of 
Virginia,  was  introduced  and  expressed  his  pleasure  at 
being  at  the  meeting.  He  spoke  of  some  reluctance  in 
endorsing  Physician  Assistants,  stating  that  for  many 
years  nurses  have  been  assisting  physicians.  He  encour- 
aged nurses  to  continue  to  seek  better  education  in  order 
that  they  may  fill  these  apparent  vacancies  in  the  health 
care  program  and  continue  to  be  doctor’s  assistants. 

Miss  Eleanor  Smith,  Executive  Secretary  of  the  State 
Board  of  Nursing,  reported  that  we  have  600  more  reg- 
istered nurses  actively  in  practice  than  in  1970,  with  800 


more  employed  in  hospitals.  She  also  reported  that  we 
had  839  registered  nurses  graduated  in  Virginia  the  past 
year.  In  her  report  she  also  stated  that  we  have  a total 
of  91  schools  of  nursing  operating  in  Virginia.  This  in- 
cludes 51  practical  nurses  schools,  19  hospital  based 
diploma  schools,  12  associate  degree,  six  baccalaureate  and 
two  master  degree  programs.  She  stated  that  three  com- 
munity colleges  have  just  finished  graduating  their  first 
classes  with  associate  degrees  in  nursing. 

Mr.  Rinker,  President  of  VNA,  advised  that  work  is 
under  way  to  implement  some  aspects  of  the  Governor’s 
Report  on  Nursing  of  1969  and  the  National  Report  of 
1970. 

Mrs.  Barbara  Walker,  Secretary  of  VNA,  reported 
that  last  year  76  workshops  were  scheduled,  attended  by 
approximately  3,600  nurses.  She  also  reported  that  the 
Virginia  General  Assembly  had  increased  the  nursing 
scholarship  from  $65,000  to  $90,000  a year  and  all  schol- 
arships for  the  last  year  were  granted  and  all  money 
allocated. 

Mrs.  Frances  Kendrick,  President  of  Virginia  League 
for  Nursing,  reported  that  the  League  is  operating  in  the 
framework  of  the  goals  as  published  by  the  National 
League  for  Nursing:  “adopting  these  goals  to  the  goals 
as  we  see  the  need  in  our  State,  ‘that  the  nursing  needs 
of  the  people  will  be  met’.” 

Mr.  Steve  Ferguson,  Assistant  Administrator  of  Pe- 
tersburg General  Hospital,  representing  the  Virginia 
Hospital  Association,  stated  that  their  group  was  work- 
ing closely  with  the  Virginia  Nurses  Association  in  an 
effort  to  implement  the  various  recommendations  offered 
by  the  Governor’s  Report  on  Nursing  and  the  National 
Report. 

House  Joint  Resolution  #127  and  #131  were  discussed. 
House  Joint  Resolution  #127,  directing  the  State  Coun- 
cil of  Higher  Education  to  develop  and  recommend 
training  curricula,  and  an  implementation  plan  for  para- 
medical personnel;  House  Joint  Resolution  #131,  di- 
recting the  State  Department  of  Health  to  develop  cri- 
teria, and  study  and  recommend  legislation  relating  to 
paramedical  personnel,  including,  but  not  limited  to,  the 
following:  (1)  the  licensing  or  certification  of  such  per- 
sonnel; (2)  which  duties  such  personnel  should  be  au- 
thorized to  perform;  (3)  the  legal  liability  of  both  the 
supervising  physicians  and  dentists,  and  also  of  such 
personnel;  and  (4)  the  State  agency  which  should  be 
charged  with  the  duty  and  given  the  authority  to  issue 
licenses  or  certificates  to  such  personnel,  and  prescribe 
the  prerequisites  for  the  issuance  of,  and  the  duration  of, 
such  licenses,  and  the  duties  which  may  be  performed 
thereunder. 

It  wTas  the  consensus  that  since  so  much  duplication 
seemed  to  exist  in  these  two  bills  it  was  imperative  that 
representation  of  all  health  related  professions  be  on  hand 
at  all  public  hearings  of  these  bills.  It  was  further  recom- 
mended that  each  representative  present  return  to  his 
respective  Council  and  prepare  policy  statements  re- 
garding their  position,  again  meet  with  the  others  for 
further  discussion  and  finally  make  statements  available 
for  submission  at  these  public  hearings  on  these  two  bills. 

Joint  House  Resolution  #41,  a resolution  creating  a 
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commission  to  study  the  laws  regulating  professions  and 
occupations  and  their  administration,  was  discussed  at 
length.  Dr.  Guerrant  offered  the  following  motion:  “ The 
Medical  Society  of  Virginia  and  the  Virginia  Nurses 
Association  recommend  that  the  Society  oppose  in  the 
most  effective  way  possible  any  law  that  would  group 
boards  regulating  health  professions  with  any  other  li- 
ce7ising  boards .”  The  motion  was  seconded  by  Dr. 
Townes  and  carried. 

A report  from  the  National  Joint  Practice  Commission 
by  the  AMA  and  ANA  was  discussed  at  length.  Motion 
was  made  by  Dr.  Townes  that  the  Liaison  Committee  rec- 
ommend to  the  Council  of  The  Medical  Society  of  Vir- 
ginia that  the  society  head  up  a Joijit  Practice  Commis- 
sion with  the  Virginia  Nurses  Association,  following  the 
guidelines  set  forth  by  the  National  Joint  Practice  Com- 
mission. This  motion  was  seconded  by  Dr.  Mann  and 
adopted.  It  was  recommended  that  Dr.  William  H. 
Mueller,  thoracic  surgeon  of  Charlottesville,  be  in- 
cluded on  the  State  Commission  since  he  is  a member 
of  the  National  Joint  Practice  Commission. 

A review  of  Dr.  Falls’  “Medical  Service  Survey”  was 
postponed  since  the  results  of  this  survey  are  not  yet 
available. 

Your  committee  highly  commends  the  Virginia  Nurses 
Association,  the  State  Board  of  Nursing,  and  the  Virginia 
League  for  Nursing,  for  the  excellent  work  they  have 
been  doing,  and  offers  them  every  assistance  possible  in 
their  continued  endeavors. 

W.  N.  Thompson,  M.D.,  Chairman 

C.  Barrie  Cook,  M.D. 

John  L.  Guerrant,  M.D. 

Robert  F.  Mann,  M.D. 

William  E.  Painter,  M.D. 

Charles  Townes,  M.D. 

Maternal  Health 

The  Committee  on  Maternal  Health  met  at  the  Society 
headquarters  July  13.  Minutes  of  the  previous  meeting 
were  read  and  approved. 

Maternal  deaths  in  1971  totaled  10.  This  produced  a 
death  rate  of  1.3  per  10,000  live  births,  the  lowest  number 
and  lowest  rate  ever  in  Virginia.  Three  of  the  deaths 
were  in  white,  six  in  black,  and  one  in  yellow.  Causes 
of  these  deaths  were:  three  were  due  to  toxemia  of 
pregnancy,  two  to  infection,  three  hemorrhage,  and  two 
to  amniotic  fluid  embolism,  one  acute  yellow  atrophy 
and  one  ruptured  uterus  at  delivery.  During  the  year  per- 
tinent information  was  obtained  on  22  cases.  Reports  of 
the  Committee’s  classification  and  recommendations  were 
sent  to  the  physician  who  signed  the  Death  Certificate. 
The  Committee  recommended  that  in  certain  cases  re- 
ports of  the  Committee’s  findings  and  recommendations 
be  forwarded  to  the  Hospital  Administrator  or  the  in- 
stitution in  which  the  patient  died. 

Every  component  society  of  The  Medical  Society  of 
Virginia  will  be  receiving  a communication  from  the 
Committee  describing  the  educational  program  relating 
to  maternity  care  and  health  as  being  presented  on  TV 
stations  and  some  radio  stations  throughout  the  State. 


It  is  the  hope  of  the  Committee  that  interest  would  con- 
tinue to  be  stimulated  in  these  presentations  and  hope- 
fully the  stations  made  aware  of  this  interest  by  the 
physicians. 

During  the  year  the  Committee  was  asked  for  sugges- 
tions and  recommendations  for  any  changes  that  they 
wished  to  present  for  the  State  Board  of  Health  to  con- 
sider relating  to  the  Maternity  Hospital  Law.  There  were 
no  substitute  recommendations  for  changes  in  the  ma- 
ternity section  of  the  Law.  Hence,  no  proposal  for  any 
revision  was  made. 

“Physicians  assistants”  and  “Nurse  midwives”,  two  rel- 
atively new  kinds  of  services  being  rendered  to  patients 
by  persons  other  than  physicians,  was  given  much  atten- 
tion by  the  Committee.  It  is  recognized  by  the  Commit- 
tee that  such  services  are  the  delegation  of  care  and  in 
some  instances  responsibility  for  such  care  to  people  with 
lesser  training  than  physicians.  Such  an  arrangement 
could  prove  to  be  disadvantageous  for  the  patient  and 
if  the  trend  continues,  undoubtedly,  a new  type  of  some 
professional  group  would  emerge  with  a new  type  of 
organization  to  provide  maternity  care.  There  are  al- 
ready signs  of  this  tendency  to  a separate  group  which 
desires  to  be  independent  and  free  of  medical  supervi- 
sion. An  adequate  number  of  physicians  is  the  best  and 
lasting  answer  to  the  present  problems  of  society  with 
medical  care. 

One  hundred  and  twenty-three  midwives  still  retain 
permits  in  this  State  for  attendance  at  birth.  Four  new 
midwives  were  provided  with  permits  during  the  year, 
the  first  time  in  several  years  that  new  permits  have  been 
requested.  Two  permits  were  for  RN’s,  one  for  an  LPN 
and  one  for  a “granny”  midwife.  The  RN’s  and  LPN 
have  been  directly  responsible  for  securing  prenatal  care 
and  hospitalization  during  labor  and  delivery  for  sev- 
eral patients  who  had  no  intention  of  obtaining  any  of 
these  services.  Physicians  have  ultimate  control  of  the 
number,  type,  and  activities  of  midwives.  The  local  phy- 
sician recommends  the  midwife  for  the  permit  and  pro- 
vides her  with  the  required  written  permission  to  deliver 
a patient. 

The  Committee  requests  that  every  physician,  who 
provides  information  on  a maternal  death,  supply  the 
Committee  with  a copy  of  the  prenatal  record;  a copy 
of  the  hospital  record  would  also  be  requested.  All  prop- 
er names,  addresses,  etc.,  would  continue  to  be  removed 
thus  prohibiting  direct  identification  and  an  anesthesiolo- 
gist or  respiratory  specialist  will  be  sought  by  the  Com- 
mittee to  act  as  consultant  where  it  appears  that  anesthesia 
or  respiratory  pathology  played  a part  in  the  outcome. 

William  N.  Thornton,  Jr.,  M.D.,  Chairman 

James  J.  Dunne,  M.D.,  Secretary 

William  H.  Cox,  M.D. 

Leo  J.  Dunn,  M.D. 

Rufus  P.  Ellett,  Jr.,  M.D. 

James  M.  Habel,  Jr.,  M.D. 

Samuel  P.  Massie,  M.D. 

Francis  R.  Payne,  M.D. 

John  R.  Saunders,  M.D. 

Claude  A.  Smith,  M.D. 

George  Speck,  M.D. 

Frank  G.  Turner,  M.D. 
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Air  Pollution 

The  Air  Pollution  Committee  prepared  a list  of  in- 
structions for  patients  who  have  severe  impairment  of 
lung  function  to  follow  during  episodes  of  high  air 
pollution: 

Patients  with  serious  impairment  of  lung  function  re- 
sulting from  bronchitis,  asthma  and  heart  disease  should 

be  advised  to  take  certain  precautions  during  periods 

of  air  podution  episodes: 

1.  Exposure  to  outdoor  pollution  should  be  avoided 
by  remaining  indoors  and  by  making  full  use  of 
air  filtering  devices  on  furnaces  and  air  condition- 
ers. Further  cleansing  of  the  air  may  be  accom- 
plished by  “air-purifying”  devices  as  electrostatic 
precipitators  for  removing  sulfur  dioxide.  At  the 
present  time  such  “air  purifiers”  have  not  been  ade- 
quately tested  and  should  not  be  recommended 
unless  the  company  manufacturing  the  unit  fur- 
nishes evidence  from  a reliable  testing  laboratory 
that  it  is  effective  and  safe.  The  American  Thoracic 
Society  is  setting  up  a program  for  such  testing  and 
meaningful  information  in  regard  to  “air  purifiers” 
should  become  available  within  the  next  year. 

2.  Maintain  indoor  air  pollution  to  a minimum  by 
prohibiting  smoking  within  the  home,  by  avoiding 
the  use  inside  the  home  of  materials  as  paints, 
waxes,  volatile  cleansers,  cooking  fats,  etc. 

3.  Avoid  cold  air  and  high  humidity. 

4.  Continue  bronchial  dilators,  antibiotics  and  other 
therapy  previously  prescribed  in  full  dosage. 

It  is  the  opinion  of  our  committee  that  it  should  be 
dissolved  by  The  Medical  Society  of  Virginia  and  re- 
p^ced  by  an  Environmental  and  Occupational  Health 
Committee. 

Edward  S.  Ray,  M.D.,  Chairman 

Thomas  N.  Hunnicutt,  Jr.,  M.D. 

James  M.  MacMillan,  M.D. 

R.  F.  Sappington,  Jr.,  M.D. 

Charles  S.  Sale,  M.D. 

John  L.  Guerrant,  M.D. 

Rehabilitation 

Your  Rehabilitation  Committee  has  had  an  active  year. 
Throughout  the  year  we  have  assisted  the  Department 
of  Vocational  Rehabilitation  secure  medical  consultants 
for  local  offices;  helped  resolve  occasional  problems 
involving  medical  or  medically  related  areas;  and  pro- 
vided consultation  throughout  the  year  when  requested. 

It  is  with  enduring  regret  that  the  committee  records 
the  loss  of  two  long  and  faithful  members,  Dr.  Fred- 
erick Jacobs  and  Dr.  Joseph  Blalock.  Dr.  Jacobs  died 
October  6,  1971,  and  Dr.  Blalock  resigned  from  the  com- 
mittee after  retiring  from  active  practice.  Dr.  Jacobs 
was  replaced  by  Dr.  Richard  Lowe  and  Dr.  Blalock 
was  replaced  by  Dr.  Frank  Strickler. 

The  Committee  met  at  Woodrow  Wilson  Rehabilita- 
tion Center  on  March  19  with  sixteen  of  the  eighteen 
members  present. 


An  Ad  Hoc  Committee  headed  by  Dr.  Reno  Porter 
reported  to  the  full  committee  on  cardiovascular  surgi- 
cal procedures  that  could  properly  be  undertaken  by  the 
Department  of  Vocational  Rehabilitation.  The  Commit- 
tee approved  and  adopted  the  recommendations  con- 
tained in  the  report  and  suggested  that  the  Department 
use  the  guidelines  contained  therein  when  selecting  in- 
dividuals for  cardiovascular  surgery. 

Our  committee  advised  the  Department  on  several 
other  medical  problems  and  adjourned  after  being  guests 
of  the  Woodrow  Wilson  Rehabilitation  Center  for  lunch. 

Alexander  McCausland,  M.D.,  Chairman 

Joseph  E.  Anderson,  Jr.,  M.D. 

Jose  D.  Coll,  M.D. 

Robert  J.  Faulconer,  M.D. 

G.  S.  Fitz-Hugh,  M.D. 

Hunter  S.  Jackson,  M.D. 

Joseph  T.  Kaye,  M.D. 

Richard  H.  Lowe,  M.D. 

Frank  C.  McCue,  III,  M.D. 

J.  Treacy  O’Hanlan,  M.D. 

William  Orr,  M.D. 

Carney  C.  Pearce,  Jr.,  M.D. 

Reno  R.  Porter,  M.D. 

William  D.  Rusher,  M.D. 

Frank  Strickler,  M.D. 

James  L.  Thomson,  M.D. 

William  W.  Walton,  M.D. 

David  K.  Webster,  M.D. 

Venereal  Disease 

The  reported  venereal  disease  incidence  increased  in 
1971  over  1970.  Syphilis  incidence  is  the  highest  since 
1951  and  that  of  gonorrhea  the  highest  since  accurate 
statistics  have  been  kept.  Virginia  has  participated  in  this 
rise  and  ranks  twenty-first  in  syphilis  and  fifteenth  in 
gonorrhea  incidence.  Truly,  we  are  in  the  midst  of  an 
epidemic. 

Federal  recognition  of  this  epidemic  was  noted  by  the 
Department  of  Health,  Education,  and  Welfare  and  this 
resulted  in  the  formation  of  The  National  Commission 
on  Venereal  Diseases  which  included  representation  from 
many  specialty  groups,  of  which  your  chairman  was  a 
member.  The  Commission  has  formulated  guidelines 
which,  if  followed,  should  reverse  the  rising  incidence 
of  these  diseases.  An  abstract  of  its  recommendations 
may  be  obtained  from  the  American  Social  Health  As- 
sociation, 1740  Broadway,  New  York,  N.  Y.  10019. 

Perhaps  the  most  significant  development  during  the 
past  year  has  been  the  appropriation  of  categorical  funds 
of  $16  million  to  be  distributed  by  the  states  for  the  ex- 
pansion of  VD  control  efforts.  Virginia  has  received 
$374,564,  with  which  monies  the  various  VD  control 
programs  have  begun  to  “tool  up”  for  expansion  of  their 
services  to  meet  the  rising  needs.  Fundamental  in  this 
expanded  effort  is  the  cooperation  of  the  private  physi- 
cian in  reporting  his  cases  and  permitting  epidemiologic 
investigation  of  VD  contacts  of  diagnosed  cases. 

The  Virginia  Committee  on  Venereal  Disease  Control 
endorses  the  recommendations  of  the  National  Commis- 
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sion  on  Venereal  Disease  and  urges  physician  support  of 
Virginia’s  VD  efforts. 

Also,  the  Public  Health  Service  convened  an  ad  hoc 
committee  to  recommend  modern  treatment  schedules 
for  syphilis  and  gonorrhea.  These  schedules  are  to  be  dis- 
tributed to  all  physicians  in  the  United  States  and  addi- 
tional copies  can  be  obtained  from  local  health  depart- 
ments. 

Harry  Pariser,  M.D.,  Chairman 

Wallace  E.  Baker,  M.D. 

Charles  M.  Caravati,  Jr.,  M.D. 

Ralph  R.  Landes,  M.D. 

W.  R.  Southward,  M.D. 

E.  Randolph  Trice,  M.D. 

Membership 

The  news,  as  far  as  this  committee  is  concerned,  is  all 
good.  It  can  report  the  largest  one  year  membership  gain 
in  the  Society’s  history  and,  at  the  same  time,  announce 
the  reaching  of  the  4,000  member  plateau!  This  seems 
particularly  significant  since  the  need  and  importance  of 
a united  profession  has  never  been  more  evident. 

There  is  additional  good  news  in  the  fact  that  The 
Medical  Society  of  Virginia  is  one  of  a select  few  in 
the  nation  to  show  a gain  in  AMA  membership  during 
the  year.  These  things  do  not  just  happen,  however,  and 
the  Committee  salutes  those  who  have  worked  so  hard 
to  carry  the  AMA  story  to  all  parts  of  the  State.  They 
quite  obviously  did  a fine  job. 

We  are  pleased  to  issue  a warm  welcome  to  our  411 
new  members  and  urge  them  to  be  active  members  in 
the  strictest  sense.  Society  membership  is  like  anything 
else— the  more  one  puts  into  it  the  more  he  will  benefit. 
Should  you  have  any  questions  concerning  activities  and 
benefits,  call  the  State  office  in  Richmond  (359-9201). 
You  just  might  be  surprised. 

It  is  a privilege  for  your  Committee  to  nominate  our 
President,  Dr.  William  S.  Hotchkiss,  for  honorary  active 
membership  in  The  Medical  Society  of  Virginia.  His 
contributions  have  been  many  and  he  deserves  the  heart- 
felt gratitude  of  all  Virginia  physicians. 

James  A.  Kirkland,  M.D.,  Chairman 

Richard  W.  Garnett,  Jr.,  M.D. 

Martin  Lerner,  M.D. 

Mental  Health 

The  Committee  on  Mental  Heakh  met  on  May  24,  1972 
and  then  again  on  June  12,  1972.  Invited  guests  were 
Mrs.  Barbara  Garland,  Executive  Secretary,  Neuro- 
psychiatric Society  of  Virginia;  Dr.  Levi  W.  Hulley, 
Jr.,  Medical  Director,  Blue  Cross-Blue  Shield  of  Virginia; 
and  Dr.  William  S.  Allerton,  Commissioner,  Depart- 
ment of  Mental  Hygiene  and  Hospitals. 

During  both  Committee  meetings  there  was  much 
discussion  concerning  a number  of  non-medical  groups 
which  have  a part  in  the  overall  mental  health  picture 
who  are  little-by-little  working  their  way  into  the 
therapy  field  and  requesting  coverage  by  the  health  in- 
surance carriers,  especially  Blue  Cross-Blue  Shield.  It 


was  the  consensus  of  the  Committee,  after  hearing  a very 
comprehensive  report  concerning  this  matter  by  Dr. 
Hulley,  that  The  Medical  Society  of  Virginia  should 
take  a firm  stand  on  this  encroachment  and  seek  means 
to  stop  it  at  once  and  for  all.  A sub-committee  was 
appointed  to  draw  up  a resolution  in  regards  to  this 
matter  to  be  presented  to  the  Council  of  The  Medical 
Society.  The  following  is  the  resolution  that  was 
adopted  by  the  Committee  at  its  second  meeting: 

The  Mental  Health  Committee  of  The  Medical 
Society  of  Virginia  recommends  to  The  Medical  So- 
ciety of  Virginia  that  the  following  statement  be  ap- 
proved and  forwarded  to  Blue  Cross-Blue  Shield  of 
Virginia 

Whereas , many  non-physician  allied  personnel,  in- 
cluding clergymen,  social  workers,  psychologists,  etc., 
are  seeking  compensation  for  their  assistance  to  clients 
from  various  medical  insurance  programs  adminis- 
tered by  Blue  Cross-Blue  Shield  of  Virginia,  and, 

Whereas,  Blue  Cross-Blue  Shield  of  Virginia  has 
asked  The  Medical  Society  of  Virginia  under  what 
circumstances  the  above  might  constitute  “good  medi- 
cal practice” 

Also  asked  for  a recommendation  from  The  Medi- 
cal Society  of  Virginia  concerning  such  insurance 
coverage, 

Therefore,  be  it  resolved  that:  (1)  The  Medical 

Society  of  Virginia  believes  that  “good  medical  prac- 
tice” requires  that  diagnostic  procedures,  the  compre- 
hensive evaluation  of  a patient  and  the  overall 
supervision  of  patient  treatment  should  be  under  the 
primary  direction  and  supervision  of  a physician  li- 
censed by  a state  board  of  medical  examiners  to  a 
sufficient  degree  that  the  physician  can  be  assumed  to 
be  responsible  to  the  patient  for  the  kind  and  quality 
of  care  that  the  patient  receives. 

(2)  Blue  Shield  of  Virginia  should  pay  claims  for 
illness  only  when  the  bill  is  submitted  by  a licensed 
physician. 

(3)  Blue  Shield  of  Virginia  should  honor  itemized 
claims  for  services  rendered  by  non-physician  allied 
personnel  who  are  licensed  by  the  Virginia  Board  of 
Medical  Examiners  or  another  state  professional  li- 
censing board  when  such  itemized  claims  are  included 
on  a licensed  physician’s  claim  for  services  rendered. 

(4)  Blue  Shield  of  Virginia  should  not  honor  claims 
for  services  rendered  by  allied  personnel  who  are  not 
licensed  by  an  appropriate  state  examining  board. 

(5)  Any  insurance  coverage  that  might  provide  for 
direct  payment  to  non-physician  allied  personnel  for 
services  rendered  to  chents  would  not  be  appropriate 
under  a Medical  Health  Insurance  Program  and  would 
not  be  representative  of  “good  medical  practice”. 

The  Committee  discussed  once  again  the  ruling  of  the 
Attorney  General  of  Virginia  in  1971  and  reported  in 
last  year’s  Mental  Health  Committee’s  report  relative 
to  certain  types  of  psycho’ogical  testing  activities  by 
employees  of  physicians.  The  Attorney  General  indi- 
cated that  while  a physician  can  perform  functions 
peculiar  to  the  practice  of  psychology  without  being 
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licensed  as  a psychologist,  it  is  not  legally  permissible 
for  his  employees  to  do  likewise.  It  was  the  consensus 
of  the  Committee  that  we  should  work  with  the  Neuro- 
ps\  chiatric  Society  of  Virginia  in  an  attempt  to  formu- 
late some  type  of  proposed  legislation  to  combat  this 
ruling  by  the  Attorney  General  and  at  the  same  time 
attempt  to  devise  some  means  whereby  all  the  physicians 
in  the  state  be  advised  concerning  the  overall  import- 
ance of  this  ruling.  It  was  also  recommended  that  this 
matter  be  discussed  with  the  Board  of  Medical  Ex- 
aminers. 

The  Committee  was  informed  of  recent  action  by  the 
American  Psychiatric  Association  with  reference  to 
assisting  those  physicians  who  have  expended  consider- 
able time,  effort,  and  money  in  defending  the  patient’s 
right  of  privacy.  It  was  brought  out  that  Virginia’s 
“Right  of  Discovery”  law  is  resulting  in  increased  de- 
mands on  physicians  for  their  records  prior  to  litiga- 
tion. The  Committee  was  quite  interested  to  learn  that 
the  problem  has  been  considered  in  some  detail  by  The 
Medical  Society  of  Virginia  and  recently  Council  di- 
rected the  Society’s  attorney  to  study' the  situation 
carefully  and  prepare  recommendations  as  to  how  the 
problem  could  be  solved  legislatively.  The  Committee 
endorsed  the  survey  by  questionnaire  that  had  been  cir- 
culated by  The  Medical  Society  of  Virginia  which  deals 
with  the  subpoenaed  records  and  testimony  of  physicians 
concerning  their  patients. 

The  problems  of  drug  abuse  and  alcoholism  were 
discussed  by  the  Committee.  It  was  learned  that  it 
was  the  request  of  the  President  of  The  Medical  Society 
that  these  two  problems  should  be  studied  bv  two 
separate  sub-committees  of  the  Mental  Health  ’ Com- 
mittee rather  than  a separate  Committee  as  has  been  the 
case  for  the  past  several  years.  The  following  were 
named  as  a sub-committee  on  alcoholism:  Dr.  William 
S.  Sloan  from  Petersburg  as  Chairman;  Dr.  Dimmock 
Buxton,  Charlottesville;  Dr.  Ebbe  Hoff,  Richmond;  and 
Dr.  Edward  Wilson,  Charlottesville.  Appointed  to  the 
sub-committee  on  drug  abuse  were  the  following:  Dr. 
Merritt  W.  Foster,  Jr.,  from  Richmond  as  Chairman; 
Dr.  John  H.  Furr,  Norfolk;  and  Dr.  Robert  T.  Hvde 
Stuarts  Draft.  ' ’ 

On  June  28th  a Seminar  for  the  General  Practitioner 
entitled  Today’s  Social  Problems”  sponsored  jointly  bv 
The  Virginia  Academy  of  Family  Physicians,  The  Men- 
tal  Health  Committee  of  The  Medical  Society  of  Vir- 
ginia and  the  Neuropsychiatric  Society  of  Virginia  was 
held  at  Westbrook  Psychiatric  Hospital.  Participants  on 
the  program  were  Dr.  John  R.  Saunders,  Medical  Di- 
rector of  Westbrook  Psychiatric  Hospital,  who  acted 
as  Moderator  and  two  speakers-Dr.  James  Gill,  Asso- 
ciate Psychiatrist  to  the  Harvard  University  Health 
Services  who  spoke  on  “Some  Problems  of  Today’s 
Adolescents”  and  Dr.  John  H.  Houck,  Medical  Direc- 
tor of  The  Institute  of  Living,  who  spoke  on  “Treatment 
Problems  in  the  Alcoholic  Patient”. 

Dr.  William  S.  Allerton,  Commissioner,  Department 
j of  Mental  Hygiene  and  Hospitals  reported  to  the  Com- 
mittee at  its  second  meeting  that  the  Department  of 
Mental  Hygiene  and  Hospitals  faired  well  during  the 
1972  Session  of  the  General  Assembly.  He  attributed 
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this  to  a greater  awareness  of  the  state’s  mental  health 
needs  on  the  part  of  the  present  day  legislators.  He 
reported  that  there  are  now  three  comprehenisive  mental 
health  centers  in  operation  in  the  State  of  Virginia. 
Others  are  in  the  planning  stage  and  six  or  seven  cen- 
ters should  be  completely  operational  within  the  next  few 
years.  Dr.  Allerton  reported  further  that  Virginia  will 
receive  a Federal  Grant  of  2.8  million  dollars  for  a three 
year  study  of  ways  and  means  of  getting  patients  back 
into  their  communities  and  a productive  way  of  life. 
At  the  present  time,  voluntary  admissions  to  state  hospi- 
tals have  increased  from  twenty  per  cent  to  approxi- 
mately fifty  per  cent. 

Maryland’s  defective  delinquent  statute  was  again  dis- 
cussed. The  Committee  was  informed  that  a recent 
decision  by  the  Supreme  Court  would  appear  to  sustain 
an  opinion  of  the  Fourth  Circuit  Court  with  reference  to 
the  constitutionality  of  Maryland’s  defective  delinquent 
statute.  Hope  was  expressed  that  The  Medical  Society 
of  Virginia  would  once  again  seek  the  enactment  of 
similar  legislation  in  Virginia. 

The  Committee  was  reminded  that  there  does  exist  a 
serious  shortage  of  psychiatrists  in  the  State,  especially 
in  the  State  institutions.  A question  was  raised  as  to 
whether  certain  exceptions  might  be  made  by  the  Board 
of  Medical  Examiners  in  order  to  ease  the  load  as  much 
as  possible. 

The  Chairman  wishes  to  express  to  the  remainder  of 
this  Committee  and  to  Mr.  Robert  I.  Howard,  Executive 
Secretary  of  The  Medical  Society  of  Virginia,  his  ap- 
preciation for  their  cooperation  and  assistance  in  the 
formulation  of  this  report. 

John  R.  Saunders,  M.D.,  Chairvian 

W.  D.  Buxton,  M.D. 

Emory  F.  Hodges,  Jr.,  M.D. 

William  W.  Martin,  Jr.,  M.D. 

Asad  Masri,  M.D. 

Robert  H.  Thrasher,  M.D. 

R.  Terrell  Wingfield,  M.D. 

Child  Health 

A meeting  of  the  Committee  on  Child  Health  of  The 
Medical  Society  of  Virginia  was  held  at  Society  Head- 
quarters on  June  15. 

Smallpox  Vaccinations: 

Dr.  McDonald  reported  that  there  still  exists  a definite 
difference  of  opinion  on  whether  or  not  smallpox  vac- 
cinations should  be  administered  where  preschool  chil- 
dren are  concerned.  It  was  learned  that  some  physicians 
administer  the  vaccine  while  others  do  not.  Although 
the  Council  of  the  Society  has  gone  on  record  as  recom- 
mending the  continuation  of  smallpox  vaccinations,  it 
was  recommended  that  members  of  the  Committee  be 
polled  as  to  their  opinion.  Should  the  results  be  con- 
trary to  the  action  of  Council,  the  Committee  would 
make  a recommendation  to  Council  at  its  next  meeting. 

The  Committee  recommended  that  the  following  ques- 
tion be  asked: 

Should  smallpox  vaccinations  be  continued  where 
children  are  concerned? 
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The  Secretary  was  instructed  to  obtain  a copy  of  the 
law  pertaining  to  smallpox  vaccinations  and  distribute 
it  to  the  Committee. 

Hexachlorophene: 

The  Committee  learned  that  there  also  was  a differ- 
ence of  opinion  regarding  the  usage  of  hexachlorophene 
soaps  in  hospital  nurseries.  The  majority  of  nursery 
personnel  had  been  using  pHisohex  for  years  until  an 
announcement  by  the  Food  and  Drug  Administration 
in  December,  1971  indicated  that  the  babies’  health  might 
be  endangered  if  they  were  bathed  with  soaps  contain- 
ing 3%  hexachlorophene. 

Dr.  Hunt  reported  that  the  Fetus  and  Newborn  Com- 
mittee of  the  Virginia  Pediatric  Society  and  the  Vir- 
ginia Chapter  of  the  American  Academy  of  Pediatrics 
was  very  interested  in  the  use  of  hexachlorophene,  and 
a report  was  sent  to  hospital  administrators  in  March  of 
this  year  regarding  usage. 

After  further  discussion,  it  was  recommended  that  the 
Committee  be  polled  as  to  its  opinion  on  the  use  of 
hexachlorophene  as  the  following  questions  so  indicate. 

1.  Do  you  wish  complete  banning  of  the  use  of  hexa- 
chlorophene in  your  nursery? 

2.  Are  you  in  favor  of  a one  time,  or  admission  bath 
use  of  hexachlorophene  in  your  nursery? 

3.  Unlimited  use  of  hexachlorophene? 

4.  Temporary  daily  use  of  hexachlorophene  during  an 
outbreak  of  staphylococcus  infection? 

Child  Abuse: 

It  was  recalled  that  the  Committee  had  expressed 
great  concern  in  its  two  previous  meetings  that  the  prob- 
lem of  child  abuse  is  actually  increasing  in  some  areas 
of  the  State.  The  Committee  had  recommended  that  a 
specific  set  of  instructions  for  use  when  reporting  cases 
of  child  abuse  be  posted  in  each  hospital  emergency 
room  and  that  the  hospital  staff  be  briefed  on  the  in- 
structions in  order  to  make  sure  they  are  thoroughly 
understood. 

It  was  pointed  out  that  reports  should  be  submitted  to 
the  Clerk  of  the  Juvenile  and  Domestic  Relations  Court, 
who  in  turn  will  complete  and  submit  the  information 
to  the  Bureau  of  Vital  Records  and  Health  Statistics. 
The  Court  will  then  take  such  action  as  it  deems  ap- 
propriate. 

The  Committee  learned  that  the  forms  for  reporting 
child  abuse  are  available  from  the  State  Health  Depart- 
ment, and  further  discussion  indicated  that  every  effort 
should  be  made  to  make  these  forms  available  to  hospi- 
tal emergency  rooms. 

It  was  suggested  that  the  Secretary  contact  Mr. 
Stuart  Ogren,  Executive  Secretary,  Virginia  Hospital 
Association,  to  ask  his  cooperation  in  making  the  forms 
available  in  hospital  emergency  rooms  throughout  the 
State.* 

♦Subsequent  to  the  writing  of  this  report,  Mr.  Stuart  Ogren 
has  been  contacted,  and  he  offered  to  cooperate  in  every  possible 
manner  to  publicize  the  child  abuse  information.  An  article  will 
be  forthcoming  in  the  Virginia  Hospital  Association  Newsletter 
stressing  the  importance  of  securing  the  forms  from  the  State 
Health  Department. 


Physical  Examination: 

The  Committee  learned  that  due  to  a new  State  Law, 
children  entering  school  for  the  first  time  shall  have  had 
a comprehensive  physical  examination  prior  to  entrance 
to  kindergarten  or  elementary  school.  It  was  pointed 
out  that  the  American  Academy  of  Pediatrics’  standard 
pediatric  examination  form,  previously  approved  by  the 
Committee  and  by  Council,  should  be  utilized  for  all 
examinations  performed  after  August  1,  1972.  The  form 
is  available  through  State  and  local  health  departments 
to  private  practitioners  at  no  cost. 

The  Committee  voiced  some  concern  over  the  size  of 
the  form  and  felt  that  it  could  easily  be  misp’aced  in  a 
standard  file  folder  which  most  physicians  use  for  their 
patients’  records.  It  was  suggested  that  when  the  form  is 
revised  it  should  be  approximately  SVz"  x 11"  in  size  in 
order  that  it  can  be  readily  accessible  to  the  physician. 

A question  was  raised  as  to  whether  follow-up  ex- 
aminations would  be  required,  and  it  was  learned  that 
they  would  not.  The  original  physical  examination 
would  make  note  of  any  identification  of  handicaps,  and 
a program  of  special  education  for  these  children  be- 
tween the  ages  of  two  and  21  would  be  available.  It 
was  pointed  out  that  the  State  Health  Department, 
through  one  of  its  agencies  would  more  than  likely 
spot  check  the  examination  forms  at  various  intervals 
in  order  to  follow  the  progress  of  the  handicapped  child. 

Robert  M.  McDonald,  M.D.,  Chairman 

Advisory  to  Woman's  Auxiliary 

It  has  been  a privilege  and  a pleasure  to  serve  on  the 
advisory  committee  to  the  Womans  Auxiliary  to  The 
Medical  Society  of  Virginia.  There  has  been  no  need 
for  the  committee  to  meet  this  year;  the  members  have 
been  available  for  consultation.  We  are  very  proud 
of  the  many  fine  accomplishments  of  the  Auxiliary  under 
the  leadership  of  Mrs.  David  B.  Hill,  President. 

Joseph  M.  Straughan,  M.D.,  Chairman 

C.  Barrie  Cook,  M.D. 

William  R.  Hill,  M.D. 

Robert  D.  Keeling,  M.D. 

Reuben  Simms,  M.D. 

Cancer 

The  Cancer  Committee  met  in  Richmond  on  May 
17th.  Drs.  William  Morris,  Shelton  Horsley,  Claiborne 
Fitchett  and  Mr.  Bernard  Woodhal  were  present.  In 
addition,  Dr.  L.  J.  DeVocht  was  an  invited  guest.  The 
minutes  of  the  previous  meeting  were  read  and  dis- 
cussed. The  Committee  then  briefly  discussed  the  num- 
ber of  tumor  clinics  in  the  State  that  remain  approved. 
An  up-to-date  list  of  these  clinics  has  been  obtained. 
The  Tumor  Clinic  of  the  Winchester  Memorial  Hos- 
pital was  approved  by  the  Committee  pending  the  review 
of  a report  from  Dr.  John  C.  Hortenstein,  Director. 

Mr.  Bernard  Woodhal  and  Dr.  DeVocht  then  pre- 
sented in  detail  the  new  program  of  the  American  Can- 
cer Society  for  uterine  cancer.  The  Cancer  Committee 
approved  the  special  task  force  on  uterine  cancer  pro- 
gram of  the  American  Cancer  Society  and  recommends 
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its  approval  by  the  Council  of  The  Medical  Society  of 
Virginia. 

The  Cancer  Committee  plans  its  next  meeting  in  No- 
vember of  1972  at  the  time  of  the  annual  meeting  of 
The  Medical  Society  of  Virginia. 

The  Cancer  Committee  wishes  to  request  that  the 
President  of  The  Medical  Society  of  Virginia  appoint 
a member  of  the  Society  as  a representative  to  the 
uterine  cancer  task  force. 

Claiborne  W.  Fitchett,  M.D.,  Chairman 

R.  S.  Boyd,  M.D. 

William  F.  Enos,  M.D. 

Walter  C.  Fitzgerald,  M.D. 

Fred  T.  Given,  Jr.,  M.D. 

J.  Shelton  Horsley,  III,  M.D. 

W.  S.  Johnson,  M.D. 

Saul  Kay,  M.D. 

Walter  Lawrence,  M.D. 

W.  H.  Morris,  Jr.,  M.D. 

W.  W.  Old,  III,  M.D. 

W.  Ross  Southward,  M.D. 

Ethics 

Although  five  matters  involving  medical  ethics  were 
handled  during  the  year,  they  were  of  such  nature  that 
a formal  meeting  of  the  Committee  was  not  deemed  nec- 
essary. We  have  found  that  most  of  the  inquiries  re- 
ceived by  the  Society  are  answered  quite  clearly  by 
the  opinions  and  reports  of  the  AMA  Judicial  Council. 
In  this  connection,  it  will  undoubtedly  be  helpful  for 
each  component  society  to  have  in  its  possession  a copy 
of  these  Opinions  and  Reports”.  Copies  can  be  ob- 
tained by  writing  the  State  office. 

It  might  be  well  to  mention  once  again  that  the  inter- 
pretation of  medical  ethics  can-and  often  does-vary 
from  area  to  area.  Because  of  this,  the  local  medical 
society  should  always  be  consulted  when  in  doubt.  A 
good  case  in  point  is  physician  participation  in  bank 
card  programs.  Not  all  of  these  programs  are  the  same 
and  it  is  most  important  for  the  local  society  to  make 
sure  that  they  comply  with  specific  principles  advocated 
by  AMA. 

F.  Ashton  Carmines,  M.D.,  Chairman 

Medical  Aspects  of  Sports 

This  committee  has  been  quite  active  during  the  past 
twelve  months  and  has  altered  some  of  the  traditions  of 
the  past,  including: 

1.  Change  of  the  format  of  the  Medical  Society’s 
participation  in  the  annual  coaches  clinic.  In  the 
past,  as  you  know,  a sports  symposium  was  given 
the  Sunday  preceding  the  State  coaches  clinic  but 
because  of  waning  attendance  and  because  of  an 
alteration  in  the  coaches  clinic  itself  we  have 
changed  the  format  to  include: 

a.  An  informal  panel  of  interested  physicians  to 
spend  time  in  a more  informal  atmosphere  with 
the  coaches  during  their  clinic  sessions  but  with- 
out formal  presentation. 


b.  Institution  of  formal  presentation  with  subjects 
orientated  towards  sports  at  the  state  medical 
society  meeting  itself.  Attempts  in  the  past  at 
a sports  symposium,  trying  to  inform  physicians 
and  coaches  with  similar  material  was  found  to 
be  extremely  difficult  to  both  audiences.  Our 
first  formal  presentation  to  be  delivered  on  No- 
vember 7,  1972,  at  the  meeting  in  Williamsburg 
will  be  short  from  the  standpoint  of  the  avail- 
ability of  only  one-half  hour’s  time,  and  initial 
dissertation  entitled  “New  Dimensions  in  the 
Treatment  of  the  Weekend  Adult  Athlete”  will 
be  presented  by  Dr.  Nirschl  and  Mr.  Joseph 
Gieck,  an  athletic  trainer  at  the  University  of 
Virginia  Athletic  Department. 

Continued  close  liaison  with  Virginia  High  School 
League  and  the  annual  coaches  clinic  will  be  emphasized 
in  future  years  to  continue  our  more  informal  program 
of  discsusion  for  needed  topics  for  the  high  school 
coaches. 

2.  An  increasing  effort  throughout  the  State  has  been 
made  for  all  local  medical  societies  to  form  a sports 
committee  and  to  increase  liaison  between  the  ath- 
letic departments  in  both  the  recreation  and 
school  systems  of  their  communities  to  have  a good 
transfer  of  medical  and  sports  information  and  to 
hold  regional  sports  programs  which  we  feel  would 
be  much  more  effective.  A letter,  therefore,  has 
been  transmitted  to  the  president  of  each  com- 
ponent medical  society  urging  them  to  pursue  these 
concepts.  In  this  regard  we  have  gotten  a good 
response  from  various  areas  of  the  State  with 
obvious  interest  and  efforts  by  many  regions  to 
institute  such  programs. 

3.  The  problem  of  drugs  has  been  noted  in  the  past 
but  over-all  seems  to  be  diminishing  to  some  degree. 
Fortunately,  an  audio-tape  of  Dr.  Donald  Cooper’s 
excellent  talk  on  drugs  and  athletics  which  was 
delivered  to  the  annual  sports  symposium  meeting 
in  1971  is  available  at  the  State  society  office  and 
can  be  sent  out  to  any  local  medical  society  or 
interested  sports  group  at  request. 

4.  A review  of  the  physical  examinations  delivered  to 
high  school  athletes  is  now  being  undertaken  and 
there  will  be  2n  attempt  throughout  1972  to  alter 
the  form  in  some  degree  with  more  emphasis  on 
musculoskeletal  injury  and  examination  with  two 
purposes  in  mind: 

a.  Better  protection  of  the  high  school  athlete. 

b.  Attempt  at  initiating  some  referral  system  so 
that  information  can  be  gleaned  on  a statistical 
basis  from  these  forms  for  potential  use  as  future 
study  material. 

In  this  regard,  as  well,  it  was  felt  that  perhaps 
the  format  of  the  examinations  of  the  athletes 
might  be  altered  at  the  discretion  of  each  local 
community  but  perhaps  to  include  a panel  of 
specialists  rather  than  the  system  now  used  in 
some  communities. 
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5.  An  attempt  throughout  the  State  to  have  a more 
accurate  reporting  system  from  both  the  recreation 
department  and  high  school  athletic  departments 
in  reference  to  all  injuries  which  occur  during  a 
year’s  period  of  time,  again  to  be  utilized  for  sta- 
tistical analysis  as  well  as  a review  of  how  each  area 
of  the  State  is  doing  in  reference  to  prevention 
of  injuries  and  what  potential  improvements  can 
be  made  in  this  regard. 

6.  The  problem  of  sweating  down  little  league  foot- 
ball athletes  to  make  certain  weights  has  been  noted 
particularly  in  the  Arlington  area,  and  a solution 
has  been  worked  out  very  satisfactorily  in  Arling- 
ton by  liaison  between  the  recreation  department 
and  the  Arlington  County  Medical  Society  Sports 
Committee  by  frank  discussion  with  representa- 
tives of  the  recreation  department  and  an  alteration 
of  the  weights  and  ages  so  that  it  is  not  necessary 
for  any  child  to  be  sweated  down  and  to  make  a 
particular  weight.  A copy  of  the  alterations  which 
have  been  undertaken  in  the  Arlington  area  will 
be  made  available  to  the  State  society  for  any  other 
areas  which  may  want  to  utilize  the  Arlington  ex- 
perience as  a precedent  in  this  regard. 

7.  It  is  the  hope  of  the  Sports  Committee  of  The 
Medical  Society  of  Virginia  to  aid  in  an  informa- 
tional way  any  of  the  local  school  communities  to 
obtain  a trainer  (presumably  a teacher  with  phys- 
ical education  background  who  has  had  some  ex- 
perience in  college  training  in  the  past)  who  can 
be  a bulwark  of  a student  trainer  program  in  each 
of  the  local  communities.  Further  action  and  rec- 
ommendation is  being  worked  out  with  Mr.  Joe 
Gieck  in  this  regard. 

8.  Discussion  with  our  committee  has  been  made  in 
reference  to  emergency  squad  personnel,  and  it  has 
been  generally  agreed  that  throughout  the  State 
the  availability  of  rescue  or  emergency  squads  has 
been  excellent  in  reference  to  their  presence  at 
varsity  athletic  games,  but  some  emphasis  has  been 
placed  on  trying  to  improve  their  availability  for 
practice  sessions,  etc. 

9.  All-star  game  to  be  held  in  mid-July  1972  was  dis- 
cussed at  the  Committee’s  meeting  on  April  22, 
1972,  and  further  discussion  with  the  Virginia  High 
School  League  as  to  the  preparation  of  these  ath- 
letes for  the  all-star  game,  particularly  in  reference 
to  heat,  was  undertaken  and  preparation  was  found 
to  be  satisfactory  with  the  athletes  throughout  the 
State. 

The  above  is  basically  a summation  of  what  the  Com- 
mittee has  accomplished  and  what  it  hopes  to  accom- 
plish in  the  years  immediately  ahead. 

Robert  P.  Nirschl,  M.D.,  Chairman 

AMA  Delegates 


of  Delegates  and  every  report  and  resolution  received 
their  personal  attention. 

Two  morning  caucus  sessions  were  held  at  each  meet- 
ing in  order  that  our  delegates  and  alternates  could  re- 
view the  various  matters  under  consideration  and  reach 
general  agreement  concerning  Virginia’s  position. 

The  AMA  House  of  Delegates  uses  nine  reference 
committees  to  receive  the  thoughts  and  suggestions  of 
the  membership  and  at  least  one  member  of  the  Vir- 
ginia delegation  attended  each  committee  session.  It 
will  probably  come  as  a surprise  to  learn  that  these  com- 
mittees heard  testimony  on  59  reports  and  130  resolu- 
tions. 

Since  the  actions  of  the  House  have  been  reported  in 
detail  in  various  AMA  publications— including  the  Amer- 
ican Medical  News— we  will  not  repeat  them  here. 

We  would,  however,  like  to  leave  with  you  a quote 
from  the  final  report  of  Dr.  Wesley  W.  Hall,  Immediate 
Past  President  of  AMA.  Paraphrasing  the  words  of  the 
late  President  Kennedy,  Dr.  Hall  said  “Ask  not  what 
your  profession  can  do  for  you,  but  ask  yourselves  what 
you  have  done,  what  you  can  do,  what  you  are  doing, 
and  are  willing  to  do  for  your  profession— today,  tomor- 
row and  all  the  tomorrows  to  follow.” 

We  encourage  every  Virginia  physician  to  attend 
meetings  of  the  AMA  House  of  Delegates  and  learn  first 
hand  why  AMA  alone  truly  represents  American  medi- 
cine. 

W.  Callier  Salley,  M.D. 

Alexander  McCausland,  M.D. 

William  R.  Hill,  M.D. 

Judicial 

The  only  action  required  of  this  Committee  in  the 
current  year  is  the  formulation  of  certain  amendments 
to  the  Constitution  and  By-Laws  that  were  either  voted 
into  being  by  the  House  of  Delegates  at  its  last  meeting 
in  October,  1971,  or  suggested  by  Council  during  its 
recent  sessions.  These  items  are  listed  as  follows: 

Amendment  to  Constitution 
Article  V— Officers: 

Where  the  Article  reads  “.  . . and  an  Executive  Secre- 
tary-Treasurer. The  Office  of  the  Executive  Secretary- 
Treasurer  may  be  held  by  a non-member.”  change  the 
term  “ Executive  Secretary -Treasurer”  to  “ Executive 
V ice-President ”. 

(This  amendment  provides  a new  title  for  the  So- 
ciety’s executive  officer.) 

Amendments  to  By-Laws 

Change  the  term  “ Executive  Secretary -Treasurer”  to 
read  “ Executive  Vice-President”  in  the  following  loca- 
tions: 


The  Medical  Society  of  Virginia  was  well  represented 
at  both  the  1971  Clinical  Session  and  1972  Annual  Meet- 
ing of  the  American  Medical  Association.  All  delegates 
and  alternates  were  on  hand  for  meetings  of  the  House 


Article  II 
Article  III 
Article  IV 
Article  V 


—Section  3,  Section  4 

—Section  2 (four  times),  Section  9 

—Section  5 

—Section  1,  Section  4,  Section  12,  Section  13 
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Article  VI  —Section  5 
Article  VII  —Section  9 (six  times) 

Article  VIII— Section  1 

Article  IX  —Section  4 and  Part  B,  Subsection  (f)  (5) 

Article  III— Component  Societies: 

Add  a new  Section  which  would  read: 

“Section  11.  If  membership  in  a chartered  component 
society  is  reduced  to  zero,  or  if  a chartered  component 
society  fails  to  send  at  least  one  delegate  to  the  Annual 
Meeting  of  The  Medical  Society  of  Virginia  within  a 
span  of  three  (3)  years,  then  Council  shall  request  a 
report  of  the  Membership  Committee  regarding  the  status 
of  the  component  society  in  question.  Council,  after 
receiving  such  report,  may  then  recommend  revocation 
of  the  Charter  of  that  component  society.” 

(This  amendment  is  in  keeping  with  the  feeling  of 
Council  that  component  societies  should  be  active  and 
encouraged  to  send  delegates  to  meetings  of  the  House 
of  Delegates.) 

Article  V— House  of  Delegates: 

Section  10.  Change  period  at  end  to  a comma  and 
add:  “for  lack  of  membership,  or  for  failure  to  send  a 
delegate  to  the  Annual  Meeting  for  three  (3)  consecu- 
tive years.” 

Article  VI— Election  of  Officers: 

Section  6.  The  last  paragraph  should  be  changed  to 
read:  “A  Councilor  who  has  served  three  (3)  consecu- 
tive terms  shall  not  be  eligible  to  succeed  himself.  He 
may  be  re-elected,  however,  after  being  out  of  office  for 
at  least  one  year.” 

(This  amendment  would  make  possible  a greater  turn- 
over in  the  membership  of  Council.) 

A new  paragraph  should  be  added,  following  the 
above,  to  read  as  follows:  “A  Vice-Councilor  shall  be 
elected  annually  at  the  Annual  Meeting  from  each  Con- 
gressional District  and  in  the  same  manner  of  selection 
as  the  Councilor.  He  may  serve  no  more  than  two  (2) 
consecutive  terms.  His  duty  is  to  assist  his  Councilor 
in  any  way  requested  and  to  substitute  for  him  when 
the  Councilor  is  unable  to  perform  his  official  Society 
duties.” 

Article  Vlll— Council: 

Section  1,  second  sentence  should  be  amended  to  read 
as  follows:  “Each  Councilor  and  Vice-Councilor  who 
represent  a Congressional  District  must  reside  in  and/or 
conduct  the  major  part  of  their  practice  in  the  Congres- 
sional District  they  represent.”  ...” 


It  is  the  recommendation  of  this  Committee  that  these 
amendments  be  approved  by  the  House  of  Delegates. 

H.  C.  Bates,  Jr.,  M.D.,  Chairman 
Richard  H.  Fisher,  M.D. 

Bernard  I.  Lidman,  M.D. 


Your  Committee  has  reviewed  all  of  the  Society’s  ac- 
tive programs  during  this  past  year  and  is  pleased  to 
report  that  they  are  doing  quite  well.  Several  new  pro- 
posals have  also  been  considered  and  Committee  recom- 
mendations submitted  to  Council. 

Professional  Liability:  Although  no  rate  increase  is 
contemplated  at  the  moment,  your  Committee  is  disap- 
pointed that  it  must  report  a high  loss  ratio  of  approxi- 
mately 179%.  This  can,  of  course,  be  attributed  to  the 
fact  that  over  170  active  or  potential  suits  exist  in  Vir- 
ginia at  the  present  time.  It  is  quite  possible  that  a 
premium  increase  will  be  necessary  within  the  next 
six  months.  First,  however,  the  carrier  is  anxious  to 
study  new  experience  data  based  on  the  34%  increase 
which  became  effective  last  March  1. 

Even  with  the  poor  experience,  it  is  good  to  report 
that  members  of  the  Society  still  enjoy  an  overall  18.4% 
premium  saving.  This  means  that  our  Virginia  plan 
still  ranks  among  the  fifteen  most  successful  in  the 
Nation. 

Blue  Cross-Blue  Shield:  Your  Committee  will  recom- 
mend that  skilled  nursing  home  benefits  be  included  in 
the  Society  program.  Such  benefits  have  been  requested 
by  a number  of  members  and  we  are  pleased  that  they 
are  available  if  approved. 

Although  some  members  have  expressed  the  view  that 
a physician  needs  only  protect  himself  from  hospital 
costs  and  major  catastrophes,  it  was  agreed  that  most 
prefer  to  have  medical  coverage  rather  than  worry  about 
the  obligations  which  somehow  seem  to  be  identified  with 
professional  courtesy.  It  is  the  Committee’s  opinion  that 
elimination  of  physicians’  fees  from  the  major  medical 
portion  of  the  program  would  not  result  in  any  sizable 
premium  reduction.  Consequently,  we  believe  it  wise 
to  leave  the  program  unchanged  in  this  regard. 

Group  Ordinary  Life:  The  Committee  is  recommend- 
ing that  a proposed  group  ordinary  life  program  de- 
signed especially  for  members  of  professional  corpora- 
tions be  approved.  It  is  a unique  program  and  a special 
mailing  will  be  made  to  the  membership  should  approval 
be  granted. 

Basic  Disability  Plan:  The  Committee  is  recommend- 
ing approval  of  a proposal  which  would  affect  those 
members  under  age  45  not  currently  insured  under  the 
basic  disability  program.  Participants  could  obtain  $50.00 
weekly  disability  income  protection,  with  benefits  pay- 
able from  first  day  of  accident-caused  total  disability 
(five  years),  and  from  the  eighth  day  of  illness-caused 
disability  (two  years),  without  the  necessity  of  furnish- 
ing evidence  of  good  health.  This  would  apply  if  ap- 
plication were  made  within  a 30-day  enrollment  period. 

Supplemental  Disability  Program:  Also  recommended 
for  approval  is  a program  especially  designed  for  those 
physicians  who  need  disability  coverage  but  have  not 
been  able  to  obtain  it  for  one  reason  or  another. 

Professional  Overhead  Expense:  New  and  improved 
benefits  are  now  available  under  this  particular  program. 
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A maximum  of  $2,000  a month  can  be  obtained  for  a 
period  of  24  months.  A death  benefit  has  also  been  added 
and  an  increase  in  benefits  of  10%  has  been  proposed. 

Your  Committee  is  determined  to  make  available  to 
the  membership  the  finest  insurance  programs  obtainable 
anywhere.  As  always,  it  welcomes  any  thoughts  and 
suggestions  you  might  have. 

A.  L.  Herring,  Jr.,  M.D.,  Chairman 

C.  W.  Cartwright,  M.D. 

Alvin  E.  Conner,  M.D. 

John  W.  Giesen,  M.D. 

Thomas  L.  Lucas,  M.D. 

Michael  A.  Puzak,  M.D. 

David  V.  Strider,  M.D. 

Highway  Safety 

The  Committee  on  Highway  Safety  has  been  involved 
this  year  with  determining  the  various  categories  of 
drugs  that  impair  driving  and  consideration  of  whether 


or  not  a bill  should  be  sponsored  requiring  pharmacists 
to  label  prescriptions  for  narcotics,  sedatives,  stimulants, 
tranquilizers,  and  miscellaneous  other  medications  such 
as  antihistamines,  muscle  relaxants  and  so  forth.  The 
labeling  would  say  “Warning,  this  may  impair  your 
driving.” 

In  addition,  the  Department  of  Transportation  has 
shown  some  interest  in  a law  that  would  require  physi- 
cians to  report  various  medical  problems  that  might 
impair  a person’s  driving.  We  are  in  the  process  at  this 
time  of  getting  a poll  from  The  Medical  Society  mem- 
bers to  see  how  the  physicians  in  Virginia  feel  about 
this. 

Any  comments  or  suggestions  from  fellow  physicians 
would  be  greatly  appreciated. 

Robert  W.  Waddell,  M.D.,  Chairman 

E.  D.  V.  Nicoll,  M.D. 

Charles  L.  McDowell,  M.D. 

H.  Desmond  Hayes,  M.D. 


Absentee  Ballot  Voting 

If  you  expect  to  be  away  from  home  on  November  7th,  dont  forget  to 
vote  before  you  leave.  This  is  very  important  in  this  presidential  election 

year! 

Perhaps  you  will  be  attending  the  annual  meeting  of  The  Medical  Society 
of  Virginia  in  Williamsburg,  November  5-8,  so  vote  before  you  leave  and 
plan  to  attend  the  Election  Night  party  at  the  meeting. 
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Medicare- Part  B . . 


C.  J.  KELLY,  JD 
Richmond,  Virginia 


Medicare  Part  B Problems  and  Solutions 

Are  you  having  problems  with  Medicare 
Part  B?  Listed  below  are  several  of  the  most 
common  problem  areas  and  the  method  to  use 
to  have  the  problem  resolved. 

Problem:  You  have  not  received  payment 
for  an  assigned  claim. 

Solution:  Write  to  the  attention  of  our  Com- 
munication Department  stating  the  name 
of  the  patient,  HIC  Number,  dates  of 
service  and  the  date  you  sent  in  the  claim. 

Problem:  You  believe  that  the  determination 
received  from  Medicare  is  incorrect  and 
wish  a reconsideration  of  the  claim. 

Solution:  Send  to  the  attention  of  our  Re- 
consideration Departtnent  a photocopy  of 
the  original  bill,  the  Explanation  of  Med- 
icare Benefits  and  any  additional  informa- 
tion you  feel  that  is  pertinent  to  make 
further  judgment  concerning  this  matter. 
If  no  photocopies  are  available,  include 
in  your  letter  the  name,  HIC  Number, 
CO  Number  and  what  you  wish  to  be 
reconsidered. 

Problem:  You  have  received  a duplicate 


check,  overpayment  or  an  incorrect 
check. 

Solution:  Send  the  duplicate  check  or  over- 
payment to  the  attention  of  our  Account- 
ing Department  together  with  a note  of 
explanation. 

Problem:  You  would  like  an  educational  visit 
or  are  having  general  problems  that  re- 
quire attention. 

Solution:  Please  contact  our  Professional  Re- 
lations Department. 

Our  address  is:  The  Travelers  Insurance  Com- 
pany, Medicare  Claim  Department,  P.  O. 
Box  26463,  Richmond,  Virginia  2326L 
Telephone  359-9181. 

Please  Note 

Many  physician’s  bills  received  by  xMedicare 
B are  handwritten  and  quite  frequently  our 
staff  is  unable  to  read  the  handwriting.  This 
causes  misunderstandings  and  is  also  a frequent 
cause  of  follow  up  contacts  with  the  physi- 
cian’s office.  Legible,  itemized  bills  are  most 
appreciated,  and  we  solicit  your  cooperation 
in  this  respect. 
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Woman  s Auxiliary 


• • • • 


President Mrs.  David  B.  Hill 

President-Elect Mrs.  William  J.  Reardon 

1st  Vice-President Mrs.  Harold  Williams 

2nd  Vice-President . .Mrs.  Don.  F.  Fletcher,  Jr. 
3rd  Vice-President . . .Mrs.  William  N.  Gordge 
Corresponding  Secretary . . .Mrs.  Richard  Clark 

Recording  Secretary Mrs.  Randolph  Hoge 

Treasurer Mrs.  Hans  Klapproth 

Directors Mrs.  Reuben  F.  Simms 

Mrs.  James  Moss 
Mrs.  Joseph  Straughan 


Your  Political  Responsibility  and  You 

With  politics  in  the  national  winds,  the  fol- 
lowing article  by  Mrs.  John  M.  Chenault, 
member  of  the  AMP  AC  Board  of  Directors,  is 
timely. 

“The  American  Medical  Political  Action 
Committee  has  just  printed  a new  series  of 
three  pamphlets  entitled,  ‘Your  Political  Re- 
sponsibility and  You’.  They  are  geared  to  the 
woman  who  wants  to  become  active  in  the 
political  process  as  either  a campaign  worker, 
a fund  raiser  or  a vote  getter. 

“If  you  are  not  involved  in  politics  and 
campaigning  but  would  like  to  be,  these  pam- 
phlets can  help  you  find  the  best  way  to  start. 
If  you  are  involved,  the  pamphlets  may  give 
you  some  new  ideas  and  also  help  convince 
someone  else  of  the  importance  and  benefits 
of  political  involvement. 

“This  involvement  can  be  through  the  party 
or  candidate  of  your  choice,  from  the  precinct 
level  to  Congressional  and  national  elections. 
If  you  are  a physician’s  wife  or  a member  of 
the  healing  arts  community,  it  may  be  through 
the  medical  political  action  movement. 


“AMP AC  and  state  political  action  com- 
mittees are  permanent,  voluntary,  nonprofit, 
unincorporated  groups  of  physicians  and  their 
wives.  AMP  AC  assists  the  state  PAC’s  in  their 
efforts  to  help  the  medical  community  organ- 
ize candidate  support  committees.  These  com- 
mittees are  organized  within  the  appropriate 
districts  for  candidates  of  both  major  political 
parties. 

“PAC  membership  provides  the  most  effec- 
tive means  for  doctors  and  their  wives  to  par- 
ticipate in  the  political  and  governmental  proc- 
ess which  will  ultimately  have  a great  effect  on 
health  legislation  and  the  structure  of  medical 
care  in  the  future.  The  PAC  gives  a medical 
identification  to  the  talents  and  energies  of 
many  individuals  which  have  been  organized 
into  an  effective  group  effort. 

“For  more  information  on  AMP  AC  and 
your  state  PAC,  and  to  order  the  pamphlets, 
‘Your  Political  Responsibility  and  YOU’, 
write  directly  to:  American  Medical  Political 
Action  Committee,  520  North  Michigan  Ave- 
nue, Chicago,  Illinois  60611.” 

Mark  Your  Calendar 

The  AM  A Auxiliary  Fall  Conference  will 
be  held  at  the  Drake  Hotel,  Chicago,  October 
8-10,  1972.  The  national  regional  workshop 
for  the  Southern  area  will  be  in  Atlanta,  Oc- 
tober 23-24,  1972. 

To  be  included  in  the  workshops  are  state 
presidents  and  presidents-elect  and  the  chair- 
men of  the  state  committees  on  Legislation, 
AMA-ERF,  Health  Education  and  Health 
Activities. 

Mark  these  dates. 

Karen  K.  Painter  (Mrs.  William  E.) 


1120 


Virginia  Medical  Monthly 


Editorial 


• • • • 


Gravity  Takes  Over 

LEGEND  has  it  that  it  begins  in  the  elbows;  but  it  soon  shows  elsewhere. 

First  a slight  deepening  of  a few  creases,  almost  imperceptible  to  everyone 
but  their  owner.  Then  a wrinkle,  then  a drooping,  then  a sagging  as  the 
skin  yields  to  the  assault  of  the  years  and  to  that  primal  force  deep  in  the  guts 
of  the  earth. 

The  seven  ages  of  man  have,  as  yet,  no  parallel  in  medicine;  in  fact,  if 
we  are  to  represent  man’s  Shakespearean  ages  today  we  must  add  an  eighth— 
the  nine  months  of  intrauterine  life!  The  infant,  “mewling  and  puking  in 
the  nurse’s  arms”  and  the  “whining  school-boy”  have  their  counselor  in  the 
pediatrician  but  what  of  the  other  five  ages?  True,  “the  lover,  sighing  like 
furnace”  might  need  a venereologist  but  how  about  the  “soldier”,  the  “jus- 
tice”, the  “lean  and  slipper’d  pantaloon”,  and  the  ancient— “sans  teeth,  sans 
eyes,  sans  taste,  sans  everything”?  Who  are  their  specialists? 

There  is  much  to  be  said  for  practicing  medicine  by  age.  So  far,  we 
have  given  ready  acceptance  to  child  health  and  are  even  expanding  it 
to  include  the  adolescent;  but  we  are  reluctant  to  extend  the  same  cour- 
tesy to  the  aging— there  is  only  one  American  medical  school  with  a 
Division  of  Geriatrics;  and  from  twenty  to  sixty  we  ignore  age  as  a special 
factor  in  health  and  disease.  There  is  a suggestion  that  the  mixture  of 
adult  and  child  which  constitutes  the  young  family  is  receiving  special 
attention.  There  is  a hint  that  “middle-age  medicine”,  still  largely  the 
prerogative  of  the  gynecologist,  now  recognizes  that  chauvinist  pigs  also  go 
through  a “male  menopause”.  Yet  only  pediatrics  has  its  specialty  board. 

Few  persons  approach  their  fiftieth  birthday  without  some  manifestation 
of  chronic  disease.  Many  of  these  disease  states  are  more  annoying  than  life- 
threatening  in  character— aches  and  pains,  swollen  joints,  varicose  veins,  piles, 
and  periodontal  disease;  but  they  are  all  sources  of  worry  to  those  who  have 
them.  They  are  subcutaneous  images  of  the  sagging  skin— gravity  is  taking 
over! 

The  noun  gravity  stems  from  its  adjective  grave , but  grave  has  two  dis- 
tinct origins:  one  from  the  Latin,  meaning  “heavy”,  and  one  from  the  Old 
English,  meaning  “dig,  engrave”.  Hence  the  grave  Latin  prognosis  and  the 
Old  English  grave  to  which  it  leads  have  entirely  different  roots— not  that 
it  matters  to  the  unfortunate  patient.  But  gravity  in  all  its  forms  is  pure  Latin 
and  means  “weight,  heaviness”.  Hence  the  force  of  gravity  that  pulls  the 
aging  skin  downwards  at  the  rate  of  32  ft/sec2  is  identical  to  the  gravity  of 
the  disease  processes  that  appear  at  the  same  time— the  degenerative  diseases 
of  the  heart,  lungs,  liver,  brain,  and  kidneys. 

So  much  for  the  soma  of  middle  age:  what  of  the  psyche?  Osier,  in  his 
farewell  Fixed  Period  address  to  Johns  Hopkins  described  the  comparative 
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uselessness  of  men  over  forty,  and  the  complete  uselessness  of  men  over  sixty 
years  of  age.  Unquestionably,  the  years  between  forty  and  sixty  bring  dra- 
matic changes  to  every  man  and  woman.  The  family  disperses,  the  prospect 
of  job  advancement  diminishes,  old  friends  decay  and  disappear,  the  ordered 
stasis  of  daily  existence  dominates,  and  the  future  holds  the  prospect  of  lone- 
liness and  death.  The  courage  of  William  Ernest  Henley,  “the  master  of  his 
fate  and  the  captain  of  his  soul”,  was  based  on  adversity— 

“Beyond  this  place  of  wrath  and  tears 
Looms  but  the  horror  of  the  shade, 

And  yet  the  menace  of  the  years 
Finds,  and  shall  find,  me  unafraid.” 

Henley  had  good  cause  to  question  “the  bludgeonings  of  chance”  which 
descended  upon  him.  As  a boy,  he  had  a foot  amputated  because  of  tuber- 
culous osteomyelitis.  Later,  his  remaining  leg  was  saved  by  Joseph  Lister 
in  the  Edinburgh  Royal  Infirmary,  where  he  met  a fellow  consumptive  poet, 
Robert  Louis  Stevenson.  Unfortunately,  many  of  us  do  not  have  the  stoicism 
of  Henley  even  under  the  minor  stresses  of  normal  middle  age. 

What,  then,  is  to  be  done?  Simply,  an  understanding  that  there  is  an 
“identity  crisis”  of  middle  age  as  there  is  of  adolescence.  In  the  one  instance, 
man  is  entering  into  the  spring  of  life,  in  the  other  he  is  passing  into  autumn. 

W.  B.  Yeats,  the  Irish  poet,  wrote  of  the  tender  memories  that  can  come 
with  the  harmony  of  aging— 

“When  you  are  old  and  grey  and  full  of  sleep 
And  nodding  by  the  fire,  take  down  this  book, 

And  slowly  read,  and  dream  of  the  soft  look 
Your  eyes  had  once,  and  of  their  shadows  deep;” 

but  on  his  tombstone  he  had  carved 

“Cast  a cold  eye 
On  life,  on  death. 

Horseman,  pass  by!” 

Father  William  revealed  the  secrets  of  staying  young  but  his  remedies  do 
not  exist  beyond  Wonderland.  We  cannot  stop  gravity  taking  over  but  we 
can  recognize  that  its  takeover  is  more  than  skin  deep. 

Fred  J.  Spencer,  M.D. 
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Pulmonary  Disorders  in  Children 


FIVE  YEARS  AGO  Disorders  of  the  Respiratory  Tract  in  Children  by 
Edwin  L.  Kendig,  Jr.,  of  Richmond,  appeared  and  was  received  with 
genuine  enthusiasm  by  pediatricians  throughout  the  English-speaking  coun- 
tries. The  Spanish  translation  was  also  well  received.  A very  favorable  review 
was  published  at  that  time  in  the  Virginia  Medical  Monthly. 

A second  edition  has  just  appeared  and  it  surpasses  the  first  edition  in  many 
respects.  In  the  preface  Dr.  Kendig  states  the  objective  of  this  edition  con- 
tinues the  same  as  that  of  its  predecessor:  “To  provide  an  answer  to  almost 
any  question  about  respiratory  diseases  in  children  raised  by  the  practitioner, 
resident  or  interne  in  pediatrics,  the  chest  physician,  the  roentgenologist,  the 
medical  student  or  general  practitioner.”  In  order  to  accomplish  this  pur- 
pose the  present  edition  has  been  expanded  to  two  volumes  with  approxi- 
mately twice  the  number  of  pages  as  those  contained  in  the  first  edition. 

Volume  I carries  the  same  title  as  in  the  first  edition  but  it  is  limited  to 
disorders  of  the  lower  respiratory  tract.  Thirty-three  authors  have  col- 
laborated with  Dr.  Kendig  in  preparing  the  61  chapters  in  what  appears  to 
be  definitive  diagnosis  and  treatment  of  these  conditions  in  childhood.  Vol- 
ume II  is  only  slightly  shorter  than  the  first  volume.  Here  Dr.  Charles  F. 
Ferguson,  Professor  of  Otolaryngology  at  Harvard  University,  is  co-author 
with  Dr.  Kendig.  Volume  II  is  entitled  Pediatric  Otolaryngology . This,  of 
course,  deals  primarily  with  disorders  of  the  upper  respiratory  tract.  Many 
chapters  in  each  volume  were  prepared  by  Virginia  pediatricians  and  sur- 
geons but  this  is  not  to  suggest  that  this  edition  is  in  any  way  provincial— 
quite  the  contrary,  for  the  contributors  represent  outstanding  teaching 
centers  in  the  United  States,  Canada  and  Great  Britain. 

As  one  would  expect  W.  B.  Saunders  Company  has  prepared  an  outstand- 
ing set  of  books.  The  printing,  photographs,  and  x-rays  are  clear.  It  is  also 
good  to  see  the  initial  HL  peep  out  from  some  of  the  black  and  white  and 
wash  drawings  for  this  means  that  Helen  Lorraine,  the  first  and  most  out- 
standing professional  medical  illustrator  south  of  the  Potomac,  is  still  active, 
and  her  art  work  is  excellent  as  always. 

It  should  be  noted  that  Dr.  Kendig  has  taken  on  new  duties  since  the  first 
edition  appeared,  for  in  addition  to  being  Professor  of  Pediatrics  and  Director 
of  the  Child  Chest  Clinic,  Medical  College  of  Virginia,  he  is  now  Director 
of  Medical  Education,  St.  Mary’s  Hospital,  Richmond,  Virginia.  He  must 
have  learned  the  secret  of  husbanding  his  time  with  care. 


H.  J.  W. 
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News 
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Calendar  of  Events 

Symposium  on  the  Management  of  Diabetes— Sponsored  by  Department  of 
Medicine— Division  of  Endocrinology  and  Metabolism,  Medical  College  of 
Virginia— MCV— Richmond— October  18,  1972. 

American  Cancer  Society,  Virginia  Division— Annual  Meeting— Hotel  Jefferson 
—Richmond— October  19-20,  1972. 

American  College  of  Chest  Physicians— Annual  Scientific  Assembly— Denver 
Convention  Complex— Denver,  Colorado— October  23-26,  1972. 

National  Conference  of  State  Medical  Association  Representatives  on  Con- 
tinuing Medical  Education— Ambassador  Hotel— Chicago— October  24-26, 
1972. 

The  Medical  Society  of  the  District  of  Columbia— Annual  Scientific  Assembly 
—The  Greenbrier— White  Sulphur  Springs,  West  Virginia— October  27-29, 
1972. 

Ski  Safety  Seminar— Sponsored  by  the  Fairfax  County  Medical  Society— Fairfax 
Holiday  Inn— October  29,  1972. 

Present  Problems  in  Pediatric  Hematology— A Pediatric  Postgraduate  Course 
sponsored  by  Department  of  Pediatrics,  University  of  Virginia  School  of 
Medicine— Charlottesville— November  3-4,  1972. 

Virginia  Association  of  Professions— Annual  Meeting— Williamsburg— Novem- 
ber 4,  1972. 

The  Medical  Society  of  Virginia— Annual  Meeting— Williamsburg— November 
5-8,  1972. 

Virginia  Rehabilitation  Association— Annual  Meeting— Old  Point  Comfort, 
Virginia— November  12-14,  1972. 

Southern  Medical  Association— Annual  Meeting— New  Orleans— November  13- 
16,  1972. 

Interstate  Postgraduate  Medical  Association— Scientific  Assembly— Washing- 
ton-Hilton  Hotel— Washington,  D.  C.— November  13-16,  1972. 

Virginia  Hospital  Association— Annual  Meeting— The  Homestead— Hot  Springs 
—November  15-18,  1972. 

Children  With  Learning  Disabilities— Conference  sponsored  by  Virginia  Coun- 
cil on  Health  and  Medical  Care— Sheraton  Inn— Fredericksburg— November 
19-21,  1972. 

American  Medical  Association— Clinical  Meeting— Cincinnati,  Ohio— November 
26-29,  1972. 

Stoneburner  Lecture  Series— “Clinical  Urology  1973”— Sponsored  by  Division 
of  Urology,  Medical  College  of  Virginia— Richmond— February  22-23,  1973. 

****** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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New  Members 

The  following  doctors  were  received  into 
The  Medical  Society  of  Virginia  during  the 
month  of  August: 

Victor  Bazon  Abello,  M.D.,  Pearisburg 
Habibollah  Ahdoot,  M.D.,  Alexandria 
Samuel  Millard  Bageant,  M.D.,  Round  Hill 
William  M.  Bruch,  M.D.,  Richmond 
Alphonse  Henry  Lee  Bruno,  Jr.,  M.D., 
Norfolk 

James  O.  Carleo,  M.D.,  Norfolk 
Richard  K.  Cavanaugh,  M.D.,  Leesburg 
James  Edward  Comer,  Jr.,  M.D.,  Roanoke 
Richard  Fernand  Dejardins,  M.D., 
Blacksburg 

Michael  Joseph  Durr,  M.D., 

Washington,  D.  C. 

Richard  Edwin  Easton,  M.D.,  Norfolk 
Gerard  Anderson  Engh,  M.D.,  Alexandria 
Albert  B.  Finch,  M.D.,  Norfolk 
David  Joseph  Gebara,  M.D.,  Falls  Church 
Kenneth  L.  Geely,  M.D.,  McLean 
Robert  Riddick  Harrell,  III,  M.D.,  Suffolk 
Michael  Ross  Higgins,  M.D.,  Richmond 
William  Joseph  Hockett,  M.D., 
Tappahannock 

Jahan  Joubin,  M.D.,  Woodbridge 
Sayed  Salahuddin  Kazi,  M.D.,  Richmond 
William  Joseph  Logan,  M.D., 

Charlottesville 

Federico  Martin  Luna,  M.D.,  Norfolk 
William  Heath  May,  M.D.,  Norfolk 
Clifton  Linwood  Parker,  M.D.,  Richmond 
George  L.  Phillips,  M.D.,  Stephens  City 
Jaime  V.  del  Pilar,  M.D.,  Manassas 
Edward  N.  Raleigh,  M.D.,  Annandale 
Michael  Steven  Roath,  M.D.,  Fairfax 
Arturo  F.  de  los  Santos,  M.D., 

Wheaton,  Maryland 

Tom  Andrew  Skansi,  M.D.,  Virginia  Beach 
Gladstone  Edward  Smith,  M.D.,  Richmond 
Jerry  Ashby  Trice,  M.D.,  Fredericksburg 


Millie  Y.  Tung,  M.D.,  Richmond 

Edwin  Leon  Williams,  II,  M.D.,  Roanoke 

Medical  Seminar. 

The  20th  Annual  Medical  Seminar  of  the 
Bluefield  Sanitarium,  Bluefield,  West  Virginia, 
the  Stevens  Clinic,  Welch,  West  Virginia,  and 
the  Clinch  Valley  Clinic,  Richlands,  will  be 
held  on  October  19th  at  the  Bluefield  Country 
Club. 

Dr.  Richard  R.  Lower,  Medical  College  of 
Virginia,  will  speak  on  Recent  Advances  in 
Cardiac  Surgery;  Dr.  George  E.  Erlich,  Albert 
Einstein  Medical  Center,  will  speak  on  A 
Critique  of  the  Therapy  of  Rheumatoid  Ar- 
thritis; and  Dr.  Alexander  Schirger,  Mayo 
Foundation  Graduate  School,  will  speak  on 
Practical  Diagnostic  Approach  to  the  Patient 
with  Hypertension  and  the  Medical  Treat- 
ment of  Hypertension. 

Reservations  for  the  scientific  program  are 
not  necessary,  but  those  planning  to  attend 
the  dinner  at  7:00  P.M.,  should  contact  Dr. 
T.  Keith  Edwards,  Chairman  of  the  Seminar 
Committee,  Bluefield  Sanitarium,  Bluefield, 
West  Virginia. 

For  Sale. 

Walnut  Treating  Room  Furniture.  Aloe 
Fluoroscope,  gloves,  apron  and  goggles.  Write 
#14,  care  Virginia  Medical  Monthly,  4205 
Dover  Road,  Richmond,  Virginia  2322L 
( Adv .) 

Physician  Wanted. 

General  practitioner  needed  to  provide  exam- 
inations and  treatment  in  the  Employee  Health 
and  Outpatient  Services  programs  of  the  hos- 
pital. U.  S.  citizenship  required  and  licensure 
in  any  state  acceptable.  Contact  Chief  of  Staff, 
VA  Hospital,  Salem,  Virginia.  Telephone 
Number  (703)  344-2021,  extension  252.  Equal 
Opportunity  Employer.  (Adv.) 
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ST.  ELIZABETH’S  HOSPITAL 

James  T.  Gianoulis,  M.D. 

617  West  Grace  Street 
Richmond,  Virginia 

Established  1912 
Austin  I.  Dodson,  Jr.,  M.D. 

Elmer  S.  Robertson,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Internal  Medicine 

James  W.  Pancoast,  M.D. 

J.  Edward  Hill,  M.D. 

Gladstone  E.  Smith,  Jr.,  M.D. 

General  Surgery  and  Gynecology 

Urology 

Pathology 

Leroy  Smith,  M.D. 

William  T.  Stuart,  M.D. 

Ronald  K.  Davis,  M.D. 

Plastic  Surgery 

Urology 

General  Surgery  & Gynecology 

Clarry  C.  Trice,  M.D. 

Radiology  Associates  of 

George  W.  Reese,  Jr.,  M.D. 

General  Medicine 

Richmond,  Inc. 

Internal  Medicine 

Jack  A.  Peters,  Administrator 

For  the  Care  of  Surgical,  Gynecological,  Urological  and  Medical  Cases. 

Richmond  Eye  Hospital 
Richmond  Ear,  Nose  and  Throat  Hospital 

408  North  12th  Street 
Richmond,  Virginia  23219 

An  Independent  Specialized  Non-Profit  Community  Hospital 
Dedicated  to  the  Treatment  and  Cure  of  Eye,  Ear,  Nose  and  Throat 
Diseases  and  Disorders. 

Professional  care  offered  a limited  number  of  indigent  patients. 

Direct  inquiries  to  Robert  J.  Rollins,  Administrator 
408  N.  12th  Street,  Richmond,  Virginia 
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During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiaze poxide  HC1)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HC1) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 

In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

, Librium* 

(chlordiazepoxide  HC1) 

10-mg,  25 -mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
iccompany i ng  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings  : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (f.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  v/ith  barbiturates,  have  been 
reported.  Use  of.  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions  : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  ( e.g .,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established. clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCI.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15,  1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


VIRGINIA  MEDICAL  MONTHLY 


(Founded  by  Landon  B.  Edwards,  M.D.,  April,  1874) 

PUBLISHED  MONTHLY  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


4205  DOVER  ROAD,  RICHMOND,  VIRGINIA  23221 


TABLE  OF  CONTENTS 


EDITORIAL  BOARD 

Harry  J.  Warthen,  M.D. 
Chairman  and  Editor 

H.  Lamont  Pugh,  M.D. 

C.  V.  Cimmino,  M.D. 

John  A.  Owen,  Jr.,  M.D. 

Charles  E Horton,  M.D. 

Gordon  W.  Jones,  M.D. 

Wtlliam  H.  Kaufman,  M.D. 

Robert  Mitchell,  Jr.,  M.D. 

W.  Leonard  Weyl,  M.D. 

Fred  J.  Spencer,  M.D. 


E.  Spencer  Watkins 
Managing  Editor 
4205  Dover  Road 
Richmond,  Virginia  23221 
Telephone  3 59-9201 

Annual  Subscription — $4.00 
Single  Copies — 50<f 


GUEST  EDITORIAL 
Virginia’s  Unique  Hospital— 

Charles  M.  Caravati,  M.D 1171 

ORIGINAL  ARTICLES 

Determination  of  Death— The  Physician’s  Prime  Re- 
sponsibility— H.  Hooshmand,  M.D 1173 

Tuberculosis  in  Virginia  Trends,  Prevention  and 
Therapy— Forrest  W.  Pitts , M.D 1175 

The  Diabetes  Controversy— John  A.  Owens,  Jr.,  M.D..  1180 

A Cooperative,  Prospective  Study  of  Intensive  Cardiac 
Care  1185 

Prehospital  Coronary  Care  in  Charlottesville  and  Albe- 
marle County —Richard  S.  Crampton,  M.D. , and 
others  1191 

CYCLIC  AMP— A Alediator  of  Hormone  Response  and 
Its  Clinical  Application— Ferid  Murad,  M.D 1197 

Infectious  Complications  of  Intensive  Care  in  the  Neo- 
nate— Mickael  M.  Kannan , M.D. , and  Alfred  N. 
Krauss,  M.D 1202 

PUBLIC  HEALTH 

Survey  of  Norfolk  Health  Needs 1209 

MEDICARE-PART  B 1213 

THE  MEDICAL  SOCIETY  OF  VIRGINIA 
Minutes  of  Council 1214 

EDITORIAL 

The  New  President— Paul  C.  Hendrix,  M.D 1222 

From  Waterloo  to  Waynesboro— 

H.  Lamont  Pugh,  M.D 1223 

NEWS  1233 

OBITUARY  1236 


The  Monthly  is  not  responsible  for  the  opinions  and  statements  of  its  contributors. 

All  advertisements  are  accepted  subject  to  the  approval  of  the  Editorial  Board. 

$4.00  of  membership  dues  is  payable  for  one  year’s  subscription  to  The  Virginia  Medical  Monthly. 


Second  Class  Postage  paid  at  Richmond,  Virginia. 

1148 


INDEX  TO  ADVERTISERS— 1248 

Virginia  Medical  Monthly^ 


The  Virginia  November,  1972 

MEDICAL  MONTHLY 


Guest  Editorial 


"Virginia  s Unique  Hospital" 

Better  than  grandeur,  better  than  gold 
Than  rank  and  titles  a thousandfold, 

Is  a healthy  body  and  a mind  at  ease, 
And  simple  pleasure  that  always  please 
A heart  that  can  feel  for  anothers  woe, 
With  sympathies  large  enough  to  enfold 
All  men  as  brothers  is  better  than  gold. 

—Father  Ryan 


IN  1899  a group  of  ladies  led  by  Miss  Rebekah  Dulaney  Peterkin  opened 
a hospital  in  the  center  of  Richmond,  which  has  continued  to  this  day  as 
one  of  the  truly  unique  health-care  institutions  to  be  found  anywhere  in  this 
country.  The  founders,  desiring  to  describe  the  loftiness  of  their  project, 
called  it  the  Sheltering  Arms  Hospital  and  patients  later  referred  to  it  as 
the  “hospital  with  a heart”. 

Within  five  years  its  limited  capacity  was  outgrown  and  it  moved  to  the 
former  William  Grant  mansion  at  1008  East  Clay  Street  and  continued  there 
until  1964,  when  it  moved  to  North  Richmond,  on  the  Laburnum  property 
adjacent  to  the  Richmond  Memorial  Hospital,  where  a new  and  spacious 
hospital  had  just  been  completed.  This  new  facility  was  essential  if  quality 
care  was  to  be  administered  to  the  needy  sick. 

It  is  under  the  direction  of  an  effective  men’s  Board  of  Directors,  who 
diligently  manage  the  financial  affairs,  and  a devoted  and  able  Ladies’  Board 
of  Managers  who  are  responsible  for  all  operational  activities.  It  cares  for 
patients  from  all  areas  of  Virginia,  who  usually  are  self-supporting  but  with 
minimal  financial  resources  and  are  unable  to  pay  for  extensive  hospitaliza- 
tion and  physicians’  services.  Virginians  of  all  ages,  of  every  race  and  creed 
and  from  all  walks  of  life,  are  accepted.  To  be  admitted,  the  financial  need 
of  the  applicants  is  considered  by  the  Board  of  Managers,  and  patients  must 
be  recommended  by  their  personal  physician. 

The  spirit  and  motivation  of  all  those  responsible  for  the  management  and 
operation  of  the  hospital  has,  since  its  beginning,  imbued  into  the  personnel 
as  well  as  patients,  their  families  and  friends,  a warmth  and  a genuine  feeling 


: 


that  the  health,  comfort,  and  welfare  of  the  patients  was  their  foremost 
concern. 

This  unselfish  and  effective  service  by  the  staff  has  been  made  possible  by 
the  generosity  of  the  citizens  of  Richmond  and  the  State  of  Virginia  who 
have  consistently  contributed  to  this  worthy  charity  and  has  enabled  its 
Board  to  create  a sizable  endowment,  the  income  from  which,  together  with 
a yearly  campaign  for  donations,  allows  the  management  to  operate  the  hos- 
pital without  any  charge  to  the  patient.  It  has  never  been  the  recipient  of 
support  from  the  United  Givers  Fund  or  from  other  organized  charitable  or 
governmental  sources. 

Sheltering  Arms  is  an  acute  general  hospital  with  53  beds,  with  modern 
facilities  to  adequately  serve  medical  and  surgical  patients  but  not  obstetrical 
or  mental  cases  nor  those  with  a contagious  disease.  It  has  intensive  and  ex- 
tended care  units,  its  own  blood  bank  and  an  active  out-patient  clinic.  Be- 
cause of  its  connection  and  close  association  with  Richmond  Memorial  Hos- 
pital, it  shares  the  benefit  of  many  specialized  services  and  facilities,  as  well 
as  medical  and  allied  personnel. 

Its  professional  staff  is  composed  of  most  of  Richmond’s  qualified  physi- 
cians. In  addition,  there  are  two  full-time  staff  physicians  who,  in  conjunc- 
tion with  the  visiting  staff,  direct  and  supervise  the  medical  care  of  the 
patient. 

Sheltering  Arms  is  the  only  free  general  hospital  in  the  Commonwealth 
of  Virginia  and  one  of  the  few  of  its  kind  in  the  world;  however,  even  though 
patients  are  not  charged  and  physicians  receive  no  financial  remuneration  for 
any  of  their  services,  the  care  the  patient  receives  is  equal  or  superior  to  that 
received  in  any  general  hospital.  The  hospital  Board  of  Managers  and  the 
staff  invite  any  Virginia  physician  to  visit  this  unique  institution  and  to  make 
application  for  admission  of  any  of  their  eligible  patients. 

Charles  M.  Caravati,  M.D. 


208  Gun  Club  Road 
Richmond , Virginia  23221 
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Determination  of  Death -The  Physician's 
Prime  Responsibility 


Biological  death  is  a continual 
process  in  cells  and  organs  of  the 
body.  Clinical  death  is  recognized 
by  brain  death.  It  is  diagnosed 
by  neurologic,  ophthalmologic 
(segmentation  of  blood  in  retinal 
vessels),  and  electroencephalo- 
graphic  examinations.  Etiologic 
factors  are  important  in  deter- 
mination of  the  exact  instant  of 
death.  Artificial  preservation  of 
heart  and  lung  function  in  the 
presence  of  cerebral  death  is  cost- 
ly and  inhumane. 

WITH  THE  ADVANCEMENT  of  mod- 
ern medical  facilities,  the  function  of 
some  organs  can  be  sustained  in  a dying  body. 
Sustaining  the  function  of  the  heart  by  arti- 
ficial respiration  in  a body  that  is  irreversibly 
deprived  of  cerebral  function,  provides  a 
“Heart-Lung  Machine”,  and  does  not  preserve 
the  spontaneous  existence  of  a human  being 
previously  known  to  himself  and  to  others. 
Prolongation  of  this  state  is  inhumane,  costly 
to  the  family  and  society,  useless  to  the  de- 
ceased, and  prolongs  the  psychological  effect 
of  death  on  the  relatives. 

A human  being  can  preserve  his  identity 
after  transplantation  of  kidney,  liver,  heart, 
and  other  organs.  Even  after  the  achievement 

From  the  Division  of  Neurology,  Medical  Col- 
lege of  Virginia,  Virginia  Commonwealth  Uni- 
versity. 


H.  HOOSHMAND,  M.D. 

Richmond,  Virginia 

of  brain  transplantation  in  an  unforeseeable 
future,  the  end  result  will  not  be  the  same 
individual,  but  a body  hosting  the  mind  and 
thoughts  of  another  man.  This  fact  makes  the 
brain  the  indispensable  organ  in  the  viability 
of  an  individual. 

Realizing  that  the  prime  responsibility  of  a 
physician  is  saving  life,  preventing  death,  and 
prolonging  life,  the  physician  should  also  have 
the  ability  to  judge  and  recognize  the  occur- 
rence of  irreversible  clinical  death.  The  clini- 
cian should  realize  the  difference  between  a 
mere  organic  existence  of  heart,  lung,  skin,  hair 
or  nail  on  one  hand  and  a living  individual  on 
the  other  hand.  To  avoid  practicing  euthanasia, 
a clear  definition  of  death  is  needed.  Three 
main  forms  of  death  are  recognized: 

I —  Biological  Death 

This  refers  to  the  death  of  some  cells  of  an 
organ  or  the  entire  organ.  So  long  as  the  organ 
can  be  replaced  in  its  function  by  a similar 
organ  or  can  be  compensated  for  by  other 
organs,  it  will  not  result  in  clinical  death. 

The  organic  death  is  continual,  rather  than 
an  absolute  condition.  From  the  time  a human 
being  is  born  there  is  a continuum  of  the  death 
of  different  cells  in  the  different  parts  of  the 
body.  Conversely,  the  preservation  of  life  in 
some  organs  such  as  skin,  beard  and  hair  after 
clinical  death  is  a well-known  phenomenon. 

II —  Clinical  Death 

Clinical  death  is  established  by  the  irre- 
versible cessation  of  the  brain  function. 

Recognition  of  the  etiologic  factors  is  most 
important  in  the  diagnosis  of  clinical  death. 
Severe  head  injury,  and  apoplectic  stroke  are 
more  likely  to  cause  irreversible  brain  damage. 
In  contrast,  cases  suspected  for  toxic  (e.g., 
drug  overdose)  metabolic  encephalopathy,  and 
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hypothermia  (body  temperature  32°C)  should 
be  treated  aggressively  for  two  days  despite 
the  lack  of  evidence  of  cerebral  function. 

Clinical  death  is  recognized  by:  (A)  Neu- 
rologic, (B)  Neuroophthalmologic  and  (C) 
Electroencephalographic  examinations. 

A.  Neurologic  examination.  The  clinical 

criteria  for  cerebral  death  are:  (1)  Lack  of 

cerebral  activity.  ( 2 ) Lack  of  cephalic  reflexes. 
(3)  Lack  of  spontaneous  respiration.  The 
clinician  should  exclude  the  above-mentioned 
reversible  conditions  which  can  mimic  the 
above  criteria  for  cerebral  death. 

B.  Ophthalmic  signs.  Besides  cephalic  re- 
flexes obtained  from  the  eyes  (pupillary,  cor- 
neal, oculocephalic,  oculovestibular  reflexes 
and  ciliospinal  pupillary  dilation),  there  are 
other  ophthalmic  signs  that  are  most  reliable 
as  the  sign  of  irreversible  cerebral  death: 

1 ) Segmentation  of  blood  in  the  retinal  ves- 
sels: If  this  segmentation  is  demonstrated 
in  both  arteries  and  veins,  it  is  quite  a 
reliable  sign  as  an  indicator  of  circula- 
tory arrest  in  the  eyes.1  This  circulatory 
arrest  in  the  presence  of  normal  periph- 
eral pulse  and  blood  pressure  is  a sign 
of  severely  increased  intracranial  pres- 
sure with  the  resultant  arrest  of  circula- 
tion in  ophthalmic  artery.  In  six  ter- 
minal comatose  patients  that  this  circula- 
tory arrest  was  observed,  all  suffered 
from  irreversible  coma  (coma  depasse). 

2)  Cloudiness  of  posterior  wall  of  cornea 
and  anterior  and  posterior  chambers  of 
the  eyes.  These  are  usually  late  signs 
and  occur  a few  hours  after  the  patient  is 
in  the  state  of  coma  depasse. 

C.  Electroencephalographic  evidence.  This 
is  a confirmatory,  not  an  absolutely  necessary 
test  for  decision  as  to  the  time  of  death.  The 
properly  administered  EEG  recording  should 
demonstrate  beyond  doubt  a complete  absence 
of  electrical  activity  over  two  micro- volts  for 
at  least  30  minutes  when  recording  the  elec- 

o 

troencephalogram  from  electrode  pairs  ten  or 
more  centimeters  apart  and  with  interelectrode 


resistances  between  100  and  10,000  ohms.2 
Demonstration  of  the  electrocerebral  silence 
is  not  necessarily  the  sign  of  irreversible  cere- 
bral death,  unless  the  reversible  etiologic  fac- 
tors mentioned  above  are  ruled  out. 

Ill — Theological  Death 

The  theological  death  is  not  a unique  con- 
cept in  all  religions.  The  public  has  been  and 
will  be  involved  in  a concern  over  the  diag- 
nosis of  death.  This  involvement  has  been 
influenced  both  by  medical  authorities  and  by 
religious  authorities.  The  major  religious  au- 
thorities and  leaders  have  indicated  beyond 
doubt  that  the  existence  of  death  is  the  clear 
responsibility  of  the  physician.  Pope  Pius  XII 
has  clarified  this  point:  “Human  life  continues 
for  as  long  as  its  functions  distinguished  from 
simple  life  (biologic)  of  the  organs,  manifest 
themselves  spontaneously  without  the  help  of 
artificial  processes  . . . The  task  of  determining 
the  exact  instant  of  death  is  that  of  the 
physician.”  3 

In  conclusion,  it  is  the  responsibility  of  the 
physician,  not  the  layman,  the  clergyman,  jury 
or  judge  to  decide  about  the  moment  of  clini- 
cal death.  As  the  human  brain  is  the  respon- 
sible organ  for  the  preservation  of  identity  of 
an  individual,  the  death  of  this  organ  is  the 
criterion  for  clinical  death.  The  continuation 
of  respiration  and  heart  beat  by  the  help  of 
an  artificial  respirator  only  prolongs  the  sur- 
vival of  other  organs.  A physician  should 
notify  relatives  of  irreversible  death  of  the 
brain  when  this  occurs.  Only  if  the  relatives 
dictate  to  the  physician  to  continue  keeping 
other  organs  alive,  should  the  physician  do  so. 
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Tuberculosis  in  Virginia  Trends,  Prevention  and  Therapy 


Modern  public  health  methods 
and  therapeutic  advances  make 
eradication  of  tuberculosis  seem 
possible.  Facilities  and  agents  are 
available  to  all  physicians. 

DURING  THE  PAST  20  YEARS,  tuber- 
culosis has  become  a curable— and,  in  some 
cases,  a preventable— disease.  Modern  public 
health  measures  and  therapeutic  advances  have 
been  sufficiently  encouraging  to  suggest  that 
prior  goals  for  “control"  may  be  replaced  by 
the  concept  of  “eradication"  in  many  segments 
and  areas  of  the  population  in  this  country. 
Table  I documents  the  magnitude  and  trends 
of  tuberculosis  in  Virginia  and  emphasizes  that 
it  is  still  an  important  disease  in  our  State. 

Table  I 


Tuberculosis  in  Virginia 

Estimated  Number  of  Infected  Individuals 500,000 

Number  of  Known  Cases  (1970) 8,382 

Number  of  Known  Active  Cases  (1970) 2,623 

Morbidity  Rates,  1960/1969 42.0/25.3* 

Mortality  Rates,  1960/1969 6.3/2 .7 


* Morbidity  rates  in  the  United  States  were  significantly 
lower  than  those  in  Virginia;  30.8  per  100,000  popula- 
tion in  1960  and  19.4  in  1969. 

Recognition  of  Infection 

The  validity  of  the  tuberculin  test  has  been 
repeatedly  challenged  since  Koch  introduced 
it  into  clinical  medicine  over  80  years  agro.  On 

Pitts,  F.  W.,  M.D.,  Medical  Director  and  Su- 
perintendent of  Blue  Ridge  Sanatorium ; Clinical 
Associate  Professor  of  Medicine , University  of 
Virginia  Medical  Center. 

Presented  before  the  regional  meeting  of  the 
American  College  of  Phvsicians  in  Charlottesville 
on  February  19,  1972. 


FORREST  W.  PITTS,  M.D. 

Charlottesville,  Virginia 

each  occasion,  the  test  has  emerged  as  a more 
sensitive  and  more  specific  indication  of  tu- 
berculous iniection.  It  is  now  known  that  false 
positive  reactions  may  occur  from  cross  reac- 
tions due  to  prior  and  usually  silent  infections 
from  nontuberculous  Mycobacteria— particu- 
larly Runyon  Group  III  or  the  Battey  organ- 
ism in  Virginia  and  other  Southeastern  states. 
Most  of  these  cross  reactions  are  associated 
with  induration  of  less  than  1 0 mm.  in  diameter 
after  48  or  more  hours  following  intradermal 
intermediate  strength  standard  tuberculin 
[PPD(S)  5TU].  It  is  important  to  note  that 
a small  but  significant  number  of  patients  with 
proved  tuberculosis  will  react  with  less  than 
10  mm.  of  induration.  False  negative  reactions 
are  associated  with  advanced  age,  overwhelm- 
ing infection,  general  debility,  intercurrent 
viral  diseases,  adrenal  cortical  steroid  therapy 
and,  most  significantly,  improper  techniques. 
A recent  study  of  115  patients  with  proved 
tuberculosis  as  evidenced  by  positive  cultures 
for  M.  tuberculosis  disclosed  that  only  41% 
reacted  with  10  or  more  mm.  of  induration  to 
commercially  available  PFD(S)  5TU.1  Al- 
most twice  as  many  reacted  positively  when 
the  antigen  had  been  stabilized  with  Tween 
80.  It  has  been  known  for  some  time  that  glass 
and  plastic  absorb  PPD  and  it  is  now  evident 
that  a Montoux  test  should  be  administered 
with  fresh  antigen  within  30  minutes  after  the 
tablet  is  dissolved.  An  alternative  is  to  use 
the  Tween  stabilized  purified  protein  deriva- 
tive available  in  this  country  through  Panray 
or  the  Center  of  Disease  Control.  The  latter 
antigen  has  been  used  extensively  at  Blue  Ridge 
Sanatorium  and  was  found  to  be  92%  accurate 
even  though  18%  of  the  patients  were  over 
70  years  of  age  and  many  of  them  had  ful- 
minating disease  associated  with  cardio-pul- 
monarv  failure. 
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Preventive  Therapy 

Considerable  evidence  has  accumulated  that 
suggests  that  most  active  cases  of  re-infection 
tuberculosis  in  the  United  States  occur  among 
individuals  who  were  infected  with  M.  tuber- 
culosis many  years  or  decades  ago.  Since  a 
properly  performed  intermediate  tuberculin 
test  may  indicate  infection  before  there  is 
evidence  of  clinical  disease,  it  is  possible  to 
identify  those  individuals  at  greatest  risk  of 
developing  disease  when  the  general  host  re- 
sistance diminishes  for  any  reason.  Isoniazid 
(INH)  administered  in  a single  daily  dose  of 
10  mg.  per  kg.  of  body  weight  up  to  300  mg. 
per  day  over  a period  of  12  months  not  only 
offers  considerable  protection  against  the  de- 
velopment of  tuberculosis  while  the  individual 
is  receiving  preventive  therapy,  but  a signifi- 
cant degree  of  protection  tends  to  continue 
indefinitely.  An  occasional  individual  will  de- 
velop an  idiosyncratic  drug  rash  or  drug  fever 
to  this  medication.  Hepatic  dysfunction,  es- 
pecially in  middle-aged  and  older  individuals 
receiving  INH  preventive  therapy,  is  now 
being  reported  more  frequently  than  in  pre- 
vious years.  This  is  not  dose  related  and  it 
is  generally  reversible  following  cessation  of 
therapy.  Whereas  it  is  not  possible  to  attempt 
to  treat  16  million  infected  individuals  in 
the  United  States  or  500  thousand  Virginians 
with  preventive  INH  therapy,  priorities  for 
preventive  treatment  have  been  established.2 
Those  at  greatest  risk  include  household  con- 
tacts, both  tuberculin  negative  (especially 
children)  and  tuberculin  positive.  Preventive 
treatment  for  close  contacts  should  continue 
for  a full  year  if  the  tuberculin  test  was  posi- 
tive; INH  preventive  treatment  of  tuberculin 
negative  household  contacts  may  be  discon- 
tinued after  three  months  if  PPD  5TU  remains 
negative  during  this  interval.  Recent  convert- 
ers of  any  age  are  candidates  for  preventive 
treatment.  The  definition  of  “recent”  is  gen- 
erally accepted  as  two  years.  The  next  pri- 
ority includes  former  tuberculosis  patients 
who  have  inactive  disease  but  have  never  had 
adequate  chemotherapy.  The  fourth  category 
for  preventive  INH  therapy  consists  of  those 


individuals  with  fibronodular  residuals  on  the 
chest  x-ray  film  associated  with  a positive  skin 
test.  Care  must  be  taken  in  the  latter  categories 
to  be  certain  that  these  individuals  do  not  have 
smoldering  active  tuberculosis— in  which  case, 
combined  prolonged  chemotherapy  is  indi- 
cated. Children  and  young  adults  to  the  age 
of  20  years  who  are  positive  reactors  are  can- 
didates for  INH  preventive  therapy.  Patients 
with  special  clinical  situations  such  as  those 
who  require  adrenal  cortical  steroid  or  im- 
munosuppressive therapy,  history  of  gastrec- 
tomy, reticuloendotheliel  disease  such  as  leu- 
kemia or  Hodgkin’s  disease,  instability  of 
severe  diabetes  and  silicosis  are  also  candidates 
for  INH.  All  other  individuals  with  a positive 
tuberculin  skin  test  but  not  listed  in  the  above 
priorities  are  estimated  to  be  at  an  annual  risk 
of  developing  tuberculosis  by  the  U.  S.  Public 
Health  Service  of  approximately  one  in  1400; 
it  is  highly  equivocal  at  this  time  as  to  whether 
INH  preventive  therapy  is  justified  in  this 
group.  Certainly  the  major  effort  of  physi- 
cians should  be  directed  to  those  in  the  highest 
priorities. 

Before  INH  preventive  therapy  is  adminis- 
tered to  infected  individuals,  it  is  important 
that  an  adequate  evaluation  be  performed  to 
be  certain  that  there  is  no  evidence  of  active 
disease.  The  minimum  includes  a chest  x-ray 
and,  if  abnormal,  multiple  bacteriologic  studies 
for  tubercle  bacilli.  Previous  films  should  be 
available  for  comparison.  Screening  should  also 
include  inquiry  as  to  history  of  prior  INH 
administration  to  exclude  those  who  have 
either  had  an  adequate  course  of  the  drugs  or 
who  have  previously  exhibited  idiosyncratic 
reactions.  If  the  individual  is  receiving 
diphenylhydantoin,  the  addition  of  INH  may 
require  a reduction  in  the  dose  of  the  anti- 
convulsant since  the  latter  may  not  be  as  read- 
ily inactivated  by  the  liver.  Isoniazid  preven- 
tive therapy  should  not  be  administered  to 
patients  with  liver  disease  until  adequate  diag- 
nostic studies  and  a base  line  evaluation  have 
been  established.  A history  of  past  liver  dis- 
ease or  existence  of  chronic  disease  is  not 
necessarily  a contra-indication  to  initiation  of 
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therapy,  but  the  condition  should  be  stable  at 
the  time  this  drug  is  started. 

The  key  to  successful  preventive  therapy  is 
motivating  and  monitoring  the  patient  prop- 
erly. The  individual  should  be  questioned  at 
monthly  intervals  for  signs  and  symptoms  of 
INH  toxicity  including  rash,  fever,  peripheral 
neuritis,  anorexia,  fatigue,  malaise,  dark  urine 
or  jaundice.  He  should  realize  that  INH 
should  be  stopped  immediately  if  any  unex- 
plained adverse  symptoms  occur.  Routine 
monitoring  the  liver  enzyme  studies  will  indi- 
cate that  approximately  20%  of  patients  on 
INH  will  manifest  a modest  rise  in  SGPT 
which  is  usually  transient,  asymptomatic  and 
will  almost  always  return  to  normal  while  the 
drug  is  continued.  At  the  present  time,  it  is 
not  recommended  that  routine  monitoring  be 
administered  to  these  patients  as  long  as  they 
are  completely  asymptomatic.  Prompt  evalua- 
tion of  liver  function  is  indicated,  though,  if 
the  patient  develops  any  possible  adverse 
symptoms. 

Treatment1 

Since  January  1,  1972,  Blue  Ridge  Sana- 
torium has  functioned  as  the  single  specialized 
tuberculosis  hospitalization  treatment  center 
operated  by  the  State  of  Virginia.  Patients 
are  accepted  promptly  by  telephone  call  to  the 
office  of  the  Medical  Director  and  Superin- 
tendent (296-5141)  from  the  attending  phy- 
sician, local  health  officer  or  public  health 
nurse.  There  is  no  waiting  list  and  no  patient 
is  denied  admission  because  of  inability  to  pay. 
Blue  Ridge  Sanatorium  maintains  322  beds 
and  coordinates  the  management  of  patients 
and  teaching  responsibilities  closely  with  the 
University  of  Virginia  Medical  Center.  In 
1969,  the  Sanatorium  treated  793  patients  and 
discharged  525  patients;  the  average  duration 
of  hospitalization  was  205  days  and  the  cost 
averaged  $18.56  per  day.  In  1971,  Blue  Ridge 
Sanatorium  treated  898  patients  and  discharged 
684  patients  with  an  average  duration  of  hos- 
pitalization of  143  days  which  cost  $25.61  per 
day.  The  average  age  of  the  typical  Sana- 
torium patient  is  50  years;  36%  were  60  years 


of  age  or  over.  Only  seven  of  684  patients 
treated  in  1971  were  discharged  against-medi- 
cal-advice  with  a positive  sputum.  All  of  these 
individuals  were  either  re-admitted  to  a Sana- 
torium or  special  arrangements  were  made  for 
outpatient  treatment.  The  very  low  against- 
medical-advice  discharge  rate  reflects  the  ex- 
cellence of  the  tuberculosis  and  public  health 
programs  in  the  State  of  Virginia.  There  were 
43  deaths  among  the  898  patients  treated  in 
1971— predominantly  from  arteriosclerotic  car- 
diovascular, cerebral  or  renal  disease,  malig- 
nancy, uremia  or  pulmonary  emboli.  Only 
eight  died  as  a result  of  tuberculosis.  Aside 
from  the  seven  discharges  against-medical- 
advice  and  the  43  deaths,  response  to  modern 
therapy  was  uniformly  successful  in  the  re- 
maining 93%  of  the  patients. 

Under  optimal  circumstances,  almost  all 
patients  with  pulmonary  or  extra-pulmonary 
tuberculosis  may  be  expected  to  attain  inactive 
disease  with  a relapse  rate  of  less  than  5%. 
The  key  to  success  is  cooperation  of  the  pa- 
tient and  combined  prolonged  antituberculous 
drug  therapy.3  Bedrest  is  prescribed  for  the 
patient  who  is  experiencing  hemoptysis  or  who 
is  quite  ill  and  toxic  but  rest  per  se  no  longer 
has  any  place  in  the  treatment  of  tuberculosis. 
Ample  evidence  exists  that  patients  treated 
with  rest  do  not  get  well  any  better  or  faster; 
indeed,  graduated  ambulation  while  on  anti- 
tuberculous drug  therapy  is  much  more  ad- 
vantageous with  the  only  limitations  being 
imposed  by  the  patient’s  general  state  of  well- 
being and  his  pulmonary  function.  Medical 
and  surgical  collapse  procedures  are  part  of 
the  history  of  the  treatment  of  the  disease 
and  no  longer  have  a place  in  modern  manage- 
ment. Resectional  surgery  enjoyed  consider- 
able popularity  during  the  decade  of  the  195 0’s 
and  early  1960’s  because  of  the  belief  that  the 
removal  of  significant  residuals  would  dimin- 
ish the  incidence  of  subsequent  relapse.  Ex- 
perience has  since  shown  that  persistent  cavi- 
ties will  undergo  open  healing  and  nodular 
residuals  form  firm  scars  under  the  influence 
of  dual  or  triple  prolonged  antituberculous 
drug  therapy.  In  general,  there  is  no  need  for 
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surgery  except  in  those  patients  with  signifi- 
cant complications— bronchostenosis,  sympto- 
matic bronchiectasis  such  as  recurrent  hemop- 
tysis, tuberculous  empyema  or  as  a diagnostic 
thoracotomy  in  an  individual  who  may  have 
combined  disease  such  as  tuberculosis  and  pul- 
monary malignancy.  The  same  general  trend 
has  been  true  of  tuberculosis  involving  organs 
other  than  the  lung. 

Cooperation  of  the  patient  is  secured  when 
the  individual  is  hospitalized  in  a specialized 
treatment  center  with  an  experienced  team 


The  tubercle  bacillus  is  capable  of  persisting 
for  long  periods  of  time  in  tissue— even  in  the 
presence  of  effective  drug  therapy  which  is 
basically  bacteriostatic  in  nature.  The  relapse 
rate  is  minimized  only  by  long-term  therapy. 
The  essential  elements  of  modern  antituber- 
culous drug  therapy  are  outlined  in  Table  II. 
Isoniazid  is  administered  singly  only  for  pre- 
ventive treatment  of  infection;  tuberculous 
disease  always  requires  at  least  2,  3 or  more 
drugs.  To  use  less  than  dual  therapy  produces 
less  favorable  results  and  invites  the  emergence 


Table  II 


Primary  Antituberculosis  Drugs 


Usual  Adult 

Number 

Side  Effects  in  Addition  to  Drug 

Drug 

Abbreviation 

Dosage  gm/day 

Route 

Doses/Day* 

Fever  and/or  Drug  Rash 

Isoniazid 

INH 

0.3 

P.O,  IM,  IV 

1 

Peripheral  neuritis  prevented  or  cured 
with  pyridoxine ; hepatotoxicity  urinary 
retention,  arthralgia. 

Rifampin 

RMP 

0.60 

P.O. 

1 

Rare  (thrombocytopenia,  neutropenia, 
and  abnormal  SGPT  determinations) 

Ethambutol 

EMB 

0. 8-2.0** 

P.O. 

1 

Optic  neuritis  rarely  and  usually  re- 
versible. 

Streptomycin 

SM 

0.5  gm/da. 

1.0  gm.  3x/wk. 

I.M. 

1 

Eighth  cranial  nerve  (vestibular,  au- 
ditory toxicity)  ; avoid  when  azotemia 
present. 

Amino  Salicylic  Acid 

PAS 

Free  base  12  P.O.  1-3 

Na  salt  12-16 
PAS  C 6-8 

Secondary  Antituberculosis  Drugs 

Anorexia,  nausea,  vomiting,  diarrhea, 
hepatotoxicity.  Best  to  avoid  in  patients 
with  history  of  peptic  ulcer  or  irritable 
bowel. 

Ethionamide 

ETA 

0. 5-1.0 

P.O. 

1-3 

GI  intolerance  (nausea  and  vomiting) 
CNS  (anxiety,  agitated  depression,  psy- 
chosis ) hepatotoxicity,  musculo-skeletal 
complaints  and  headache,  alopecia, 
menorrhagia,  enhanced  SM  8th  nerve 
toxicity. 

Pyrazinamide 

PZA 

2. 0-3.0 

P.O. 

1 

Hepatotoxicity,  hyperuricemia  with  or 
without  joint  pain,  renal  impairment. 

Capreomycin 

CM 

0. 5-1.0 

I.M. 

1 

(5x/wk.) 

Vestibular  or  auditory  toxicity  nephro- 
toxicity. 

Kanamycin 

KM 

0. 5-1.0 

I.M. 

1 

3-5x/wk.) 

Vestibular  or  auditory  toxicity  nephro- 
toxicity. Do  not  use  with  SM  or  VM. 

Cycloserine 

CS 

0. 5-1.0 

P.O. 

2-4 

CNS  toxicity  (irritability,  insomnia, 
psychotic  reactions  and  convulsions, 
concomitant  use  of  sedatives  anticonvul- 
sants and  especially  pyridoxine  may  be 
advisable.  Always  administer  in  divided 
doses. 

Viomycin 

VM 

0.5-1. 0 

I.M. 

1 

(3-5x/wk.) 

Vestibular  or  auditory  toxicity. 
Hypokalemia  nephrotoxicity ; not  ad- 
visable with  SM  or  KM. 

*Oral  medications  should  be  administered  when  stomach  is  empty  ; i.e.  1 hour  before  or  1 hour  after  meals  or  at  bedtime. 
**Retreatment : 25  mg  EMB/kg/x  days  60  followed  by  15  mg/kg/day  ; original  treatment,  15  mg/kg/day. 


consisting  of  physicians,  nurses,  social  work- 
ers, rehabilitation  counsellor  and  teachers.  The 
latter  provide  a broad-based  education  for 
adults  and  children.  An  extensive  recreational 
therapy  program  is  available  at  the  Patients 
Activity  Center.  The  patients  are  taught  the 
nature  of  their  disease,  names  of  medications, 
doses  and  possible  side  effects.  This  is  prin- 
cipally accomplished  by  a morning  group  ther- 
apy session  which  a nurse  holds  daily  on  each 
ward  for  all  ambulatory  patients. 


of  bacterial  resistance.  By  contrast,  Isoniazid 
resistance  when  INH  has  been  employed  as 
a single  agent  for  preventive  treatment  has  not 
been  associated  with  a significant  incidence 
of  resistant  organisms. 

Ample  evidence  exists  to  show  that  most  of 
the  antituberculous  drugs  are  more  effective 
if  taken  in  a single  dose  rather  than  in  divided 
doses  throughout  the  day.  It  is  also  easier  for 
the  patient  to  remember  to  take  all  of  his  medi- 
cations every  day.  The  oral  drugs  are  most 
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effective  when  administered  on  an  empty 
stomach— one  hour  before  meals,  one  hour 
after  meals  or  at  bedtime. 

Minimal  pulmonary  tuberculosis  and  tuber- 
culous pleurisy  with  effusion  are  usually 
treated  with  two  drugs  selected  from  the  five 
primary  agents  for  a minimum  of  18  months. 
The  most  commonly  used  drugs  today  are 
Isoniazid  and  Ethambutol  because  of  overall 
effectiveness,  minimal  side  effects  and  reason- 
able cost.  Since  both  agents  are  administered 
orally,  they  are  usually  well  accepted  by  the 
patient.  Moderately  or  far-advanced  pul- 
monary tuberculosis  or  extrapulmonary  tuber- 
culosis is  usually  treated  with  three  drugs  and 
triple  therapy  is  generally  maintained  until  the 
patient  has  repeatedly  negative  cultures  while 
in  the  Sanatorium.  At  this  point,  the  patient 
is  usually  discharged  to  outpatient  therapy  on 
two  and  occasionally  three  oral  drugs  for  a 
total  of  two  to  three  years.  Streptomycin  is 
generally  limited  to  use  in  the  Sanatorium 
except  under  unusual  circumstances  because  it 
must  be  administered  intramuscularly.  It  is 
usually  contra-indicated  in  patients  who  have 
significant  renal  disease  with  azotemia  or  with 
impaired  hearing  or  balance.  PAS  is  a very 
effective  drug  when  used  in  combination  with 
one  or  two  other  agents  but  it  has  relatively 
less  patient  acceptability  because  of  the  large 
dosage  which  must  be  used.  Patients  are  more 
prone  to  discontinue  this  drug  than  others. 
Experience  has  shown  that  patients  with  a his- 
tory of  peptic  ulcer  or  irritable  bowel  seldom 
tolerate  PAS  therapy.  It  has  largely  been  re- 
placed by  Ethambutol.  Rifampin  is  a re- 
markably effective  drug  recently  introduced 
for  the  treatment  of  tuberculosis  in  the  United 
States.  It  is  the  first  drug  developed  since  1952 
which  rivals  the  effectiveness  and  safety  of 
Isoniazid.  The  major  disadvantage  at  this  time 
is  the  relatively  high  cost;  hence  it  is  usually 
employed  when  patients  are  unable  to  tolerate 


INH  or  have  INH  resistant  organisms.  As 
costs  become  less  of  a factor,  Rifampin  will 
probably  be  incorporated  into  the  routine  ther- 
apy of  almost  all  individuals  with  pulmonary 
or  extra-pulmonary  tuberculosis. 

The  secondary  antituberculous  drugs  are  so 
designated  because  they  are  less  effective  than 
the  primary  drugs  and  are  generally  associated 
with  considerably  more  toxicity.  There  are 
fewer  indications  for  the  secondary  drugs  since 
Ethambutol  and  Rifampin  have  been  accepted 
as  major  additions  to  the  therapeutic  manage- 
ment of  drug  resistant  cases  or  prior  failures. 

Conclusions 

Private  physicians  working  with  public 
health  physicians  and  nurses  in  each  locality 
and  members  of  the  staff  of  Blue  Ridge  Sana- 
torium provide  facilities  that  approach  the  ideal 
for  diagnosis,  prevention  and  treatment  of 
pulmonary  and  extra-pulmonary  tuberculosis. 
Progress  to  date  is  gratifying,  but  tuberculosis 
remains  an  important  disease  in  the  State  of 
Virginia.  The  key  to  further  success  lies  not 
in  the  development  of  new  methods  or  agents, 
but  in  utilizing  the  ones  that  every  practitioner 
in  the  State  of  Virginia  has  at  his  disposal. 

References 

1.  Holden,  M.,  Dubin,  M.  R.,  and  Diamond, 

P.  H.:  Frequency  of  Negative  Interme- 
diate Strength  Tuberculin  Sensitivity  in 
Patients  with  Active  Tuberculosis.  New 
England  J.  M.  285: 1506-1509,  1971. 

2.  Preventive  Treatment  of  Tuberculosis:  A 

Joint  Statement  of  the  American  Thoracic 
Society,  National  Tuberculosis  and  Res- 
piratory Disease  Association  and  the  Cen- 
ter for  Disease  Control.  Am.  Rev.  Resp. 
Dis.  104:460-463,  1971. 

3.  Fox,  W.:  Changing  Concepts  in  the  Chemo- 

therapy of  Pulmonary  Tuberculosis.  Am. 
Rev.  Resp.  Dis.  97:767-790,  1968. 


Blue  Ridge  Sanatorium 
Charlottesville , Virginia  22901 


Volume  99,  November,  1972 


1179 


The  Diabetes  Controversy 


JOHN  A.  OWEN,  JR.,  M.D. 
Charlottesville,  Virginia 


A persona!  and  subjective  rumi- 
nation on  the  state  of  the  art  with 
some  guesses  as  to  what  the  fu- 
ture may  hold  for  us. 

THIS  PAPER’S  TITLE  conveys  a message: 
first,  that  there  is  a controversy  in  the  field 
of  diabetes,  and  second,  that  we  want  to  find 
a way  to  resolve  it.  Controversy  is  produc- 
tive, but  only  if  an  eventual  resolution  is  pos- 
sible. Without  that  we  continue  to  live  and 
to  function  with  an  uneasiness  that  unanswered 
questions  always  provoke. 

Could  it  be  that  in  this  case  the  answer  is 
clear  and  explicit  but  that  we  don’t  want  to 
accept  it?  Since  the  recent  University  Group 
Diabetes  Program  reports1"4  have  touched 
off  the  controversy,  let  us  look  at  them  briefly 
without  (if  possible)  getting  involved  in  a 
discussion  of  the  supposed  cardiovascular  mor- 
tality associated  with  tolbutamide  usage.  We 
can  readily  agree  that  only  insulin  in  variable 
dosage  produced  a persistent  lowering  of  blood 
sugar  (Fig.  1).  The  latest  UGDP  article  gives 
the  results  (Table  I)  in  terms  of  effect  on 
vascular  complications  of  diabetes.4  The  mes- 
sage is  quite  clear  that  no  treatment  was  any 
different  in  its  impact  on  the  rate  of  develop- 
ment of  complications  regardless  of  blood 
sugar  control.  Maybe  this  conclusion  is  tarred 
with  the  same  brush  as  other  controversial  parts 
of  the  study,  but  so  far  no  one  has  said  so. 

Is  this  really  news?  Suppose  we  go  back 

Presented  in  part  at  the  regional  meeting  of  the 
American  College  of  Physicians,  Charlottesville, 
February  19,  1972. 

From  the  Divisions  of  Clinical  Pharmacology 
and  Endocrinology,  Department  of  Internal  Med- 
icine, University  of  Virginia  School  of  Medicine. 


to  1964  and  resurrect  the  excellent  review  by 
Knowles.5  He  went  through  the  entire  medi- 
cal literature  in  search  of  adequate  and  accept- 
able controlled  clinical  studies  which  would 
demonstrate  the  protection  of  well-controlled 
diabetics  against  the  expected  diabetic  com- 
plications. Of  85  reported  studies,  not  a single 
one  satisfied  his  criteria  of  adequacy  and  ac- 
ceptability: unbiased  population,  random  as- 


Fig.  1.  Mean  value  of  one-hour  blood  glucose  levels  at 
baseline  and  each  follow-up  examination  for  cohort  of 
patients  followed  through  19th  follow-up  examination 
(reproduced  by  permission  from  J.A.M.A.  218:1400, 
1971). 

signment  to  treatments,  prospective  observa- 
tions and  statistical  analysis  of  data.  This  is 
what  the  U GDP  was  set  up  to  accomplish,  and 
this  is  its  conclusion:  over  a period  of  eight 
years,  there  is  no  relation  between  control  of 
blood  sugar  and  development  of  complications. 

Those  who  want  to  go  back  even  further  may 
recall  the  paper  presented  in  1960  by  the  late 
Allen  Hennes  who  reported  his  studies  of 
kinetic  synthesis  of  plasma  triglyceride  fatty 
acids  in  diabetics.  Even  the  most  perfect  and 
meticulous  control  of  the  mildest  disease  with 
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insulin  or  oral  hypoglycemic  agents  had  no  ef- 
fect whatsoever  on  the  metabolic  abnormality.6 

So  maybe  the  news  is  really  no  news,  and  the 
controversy  is  no  controversy;  there  is  no  joy 
in  that  interpretation.  Obstinately,  we  con- 
tinue to  look  for  an  “answer”,  presumably  one 
that  tells  us  there  is  a way  that  we  can  prevent 
diabetic  complications  by  “control  of  the  dia- 
betes”. Must  we  live  with  the  answer  that  it 
just  ain’t  necessarily  so? 


mental  dissolution.  While  in  the  hospital  she 
was  several  times  presented  to  medical  student 
groups  and  her  parting  words  after  each  session 
were,  “Remember  boys,  if  your  diabetic  pa- 
tients would  only  learn  to  take  care  of  them- 
selves they  wouldn’t  end  up  like  me.”  Does 
that  truly  express  what  we  feel  about  all  of 
our  patients?  Can  we  really  clear  our  con- 
science by  putting  all  the  blame  on  them?  If 
so,  humanity  must  protest  that  the  penalty  they 


Table  I 


Percent  of  patients  with  first  occurrence  of  specified  nonfatal  event  identified  at  follow-up  ex- 
amination (denominators  in  parenthesis).  (This  table  reproduced  by  permission  from 

J.A.M.A.  218:1400,  1971). 


Event 

PLBO 

TOLB 

ISTD 

IV  AR 

Hearc  examination 

Significant  ECG  abnormality* 

14.0(193) 

8.3(193) 

8.1(198) 

7.7(194) 

New  use  of  digitalis 

4.7(190) 

8.9(180) 

6,8(190) 

5.4(184) 

Hospitalized  for  heart  disease 

6.2(194) 

5.8(190) 

2.1(190) 

3.2(187) 

Hypertension 

36.8(125) 

44.4(135) 

41.3(138) 

44.3(140) 

Eye  examination 

Visual  acuity  ^20/200  (either  eye) 

6.7(179) 

9.4(181) 

5.6(179) 

5.7(175) 

Opacity7  (vitreous,  lens  or  corneal— either  eye) 

7.5(173) 

10.5(181) 

7.8(179) 

8.7(173) 

Fundus  photo  abnormalities  excluding  exudates 

37.4(131) 

39.0(123) 

40.3(124) 

36.4(121) 

Kidney  examination 

Urine  protein  =T  gm/liter 

0.5(204) 

2.5(204) 

0.0(204) 

2.0(198) 

Serum  creatinine  level  — 1.5  mg/100  ml 

6.5(184) 

5.9(188) 

3.6(192) 

5.4(186) 

Peripheral  vascular  examination 

Amputation  of  all  or  part  of  either  limb 

Arterial  calcification 

New  intermittent  claudication 

1.0(202) 

11.3(168) 

8.2(182) 

0.0(202) 

15.0(153) 

14,8(182) 

0.0(209) 

16.2(160) 

11.1(190) 

0.0(204) 

16.3(153) 

10.0(183) 

*Major  or  minor  Q-waves  (codes  1-1-1  through  1-2-7),  S-T  depression  (code  4-1),  T-wave 
inversion  (code  5-1),  complete  heart  block  (code  6-1),  left  bundle  branch  block  (code  7-1), 
or  ventricular  tachycardia  (code  8-2).  All  ECGs  were  evaluated  using  the  Minnesota  Code.9-10 
Previously  published  results5  for  this  variable  had  erroneously  included  in  the  denominators 
patients  who  did  not  have  ECGs  obtained  at  baseline. 


That  is  a sobering  thought,  but  terminal 
diabetic  complications  represent  a sobering  ex- 
perience. There  recently  died  in  this  hospital 
an  unfortunate  diabetic  woman  who  suffered 
our  expert  attention  for  five  continuous  months 
of  hospitalization.  During  this  period  she  ex- 
hibited diabetic  retinopathy,  diabetic  neurop- 
athy, diabetic  vascular  disease  of  the  coro- 
nary, carotid  and  peripheral  vessels,  diabetic 
nephropathy  with  anasarca,  peripheral  gan- 
grene necessitating  leg  amputation,  and  a mis- 
erable terminal  course  of  azotemia,  wet  gan- 
grene in  the  other  foot,  wasting,  neuropathic 
pain,  complete  despair  and  utter  physical  and 


pay  is  far  out  of  proportion  to  any  crime 
they  may  have  committed. 

But  if  we  don’t  believe  that,  what  do  we 
believe?  What  do  we  require  of  our  diabetic 
patients?  (1)  That  they  follow  a diabetic 
diet;  but  there  is  controversy  today  as  to  what 
is  a diabetic  diet  and  how  do  any  of  us  define 
the  word  “follow”  on  a day-in-day-out,  year- 
in-year-out  basis?  (2)  That  they  maintain  a 
normal  blood  sugar,  but  what  if  they  don’t  and 
how  do  we  define  “maintain”?  (3)  That  they 
understand  the  workings  of  their  disease;  but 
what  about  the  studies  that  have  shown  the 
best  understanding  in  the  worst-controlled 
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patients?  (4)  That  they  maintain  a normal 
weight  by  means  of  regular  exercise,  but  how 
often  does  an  overweight  middle-aged  diabetic 
accomplish  this  goal?  (5)  That  they  avoid 
complications  of  diabetes:  as  if  it  were  as  sim- 
ple as  avoiding  a bump  in  the  road!  (6)  That 
they  return  to  see  us  regularly;  but  for  what? 
Perhaps  if  we  are  painfully  honest  these  visits 
are  mainly  for  the  purpose  of  allowing  the  two 
people  most  concerned  to  discuss  some  tactical 
approaches  to  an  incurable  handicap  with 
sympathy  and  understanding  and  what  en- 
couragement can  be  produced  for  the  occasion. 

This  is  another  way  of  saying  that  we  must 
discard  some  of  the  fictions  that  have  com- 
forted us  in  the  past  and  look  for  a way  to 
live  with  the  problems  that  lie  ahead.  The 
most  compelling  concern  is  that  there  will  be 
many  more  diabetic  patients  to  care  for  in  the 
years  to  come.  Using  some  statistics  provided 
by  the  U.S.  Public  Health  Service,  it  is  pos- 
sible to  project  the  future  frequency  of  dia- 
betes in  the  population  (Tables  II  and  III), 
demonstrating  that  the  average  number  of  dia- 
betic patients  per  physician  will  probably 
double  or  triple  between  1969  and  1979. 7 

Table  II 

Diagnosed  Diabetes:  1979 


Age 

Rate  per  1,000 
1959-61  1965-66  ?1979 

Population 

1979 

Diabetic 
in  1979 

0-24 

1.0 

1.6 

2.8 

112,872,000 

316,042 

25-44 

5.0 

8.0 

14.0 

60,147,000 

842,058 

55-64 

31.4 

45.7 

98.6 

20,814,000 

2,052,260 

65-74 

42.4 

64.4 

121.0 

14,235,000 

1.722,435 

75  + 

37.5 

57.9 

119.1 

8,466,000 

1,008,301 

TOTAL 

239,004,000 

6,714,064 

Table  III 

Undiagnosed  Diabetes:  1979 


Age 

Rate  per  1,000 
1959-61  1965-66  ? 1979 

Population 

1979 

Diabetic 
in  1979 

0-24 

0.7 

0.7 

0.7 

112,872,000 

79,010 

25-44 

5.2 

5.2 

5.2 

60,147,000 

312,764 

45-54 

17.9 

20.6 

28.7 

22,470,000 

644,889 

55-64 

24.2 

24.2 

24.2 

20,814,000 

503,699 

65-74 

26.2 

26.2 

26.2 

14,235,000 

372,957 

75  + 

24.5 

24.5 

24.5 

8,466,000 

207,417 

TOTAL 

239,004,000 

2,120,737 

Furthermore,  if  this  course  is  extrapolated,  the 
time  will  come  when  more  than  half  of  the 
population  of  America  is  diabetic,  at  which 
time  normoglycemia  will  become  the  unusual 
disease.  Perhaps  there  is  a reason  behind  all 
this;  with  the  population  explosion  and  the 
potential  shortage  of  food  in  the  coming  cen- 
turies, it  may  be  a trait  of  survival  to  be  dia- 
betic. But  our  problem  is  immediate. 

If  we  believe  these  figures  less  than  one-sixth 
of  the  diabetics  in  1979  will  be  juvenile  by  any 
stretch  of  the  imagination  but  there  will  be 
over  one  million  of  these.  What  shall  we  tell 
them  about  the  problem  of  avoiding  diabetic 
complications?  The  answer  to  that  question 
will  only  come  when  we  can  maintain  perfect 
control  of  the  blood  sugar— which  is  not  in 
itself  necessarily  a complete  pipe  dream.  Dr. 
Bessman  and  colleagues8  at  the  University  of 
Southern  California  have  made  good  progress 
on  their  plan  to  connect  a constant  blood 
sugar-sensing  device  to  a fuel  cell  geared  to 
inject  insulin  into  the  portal  blood  stream 
(Fig.  2).  When  this  unit  is  implanted  into  the 


°2  H20 


Fig.  2.  Inorganic  catalyst  membrane  electrode  (Clark 
type)  for  monitoring  oxidizable  sugar  in  body  fluids 
(reproduced  by  permission  of  Drs.  Bessman  and 
Schultz8) . 

body,  it  will  be  possible  for  the  first  time  to 
simulate  the  workings  of  the  normal  pancreas 
as  far  as  blood  sugar  is  concerned.  A careful 
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comparison  of  selected  juvenile  diabetics 
treated  entirely  with  this  device  versus  a 
matched  group  treated  by  conventional  insulin 
injections  will  eventually  demonstrate  whether 
or  not  control  has  that  magical  prophylactic 
quality  we  seek.  But  even  so  it  will  take  up 
to  about  the  year  2000  before  we  have  abso- 
lutely convincing  evidence  on  this  point. 

The  5,556,000  maturity  onset  diabetics  that 
we  will  soon  be  treating  pose  a different  kind 
of  a problem.  They  suffer  from  a mild  dis- 
ease; but  all  of  us  have  seen  patients  with  mild 
diabetes  “suddenly”  undergo  transformation 
into  severe  and  diffuse  atherosclerosis.  It  is 
inconceivable  that  these  people  did  not  have 
vascular  disease  before  chemical  diabetes  was 
manifest.  Probably  we  should  look  on  their 
diabetes  chiefly  as  a prognostic  sign  that  vas- 
cular disease  will  proceed  faster  in  these  folk 
than  in  the  nondiabetic  population.  Perhaps 
we  should  recognize  that,  in  the  last  analysis, 
the  diagnosis  of  diabetes  is  for  them  just  a 
ticket  of  admission  into  the  system  for  deliv- 
ering health  care,  to  be  presented  at  any  and 
all  portals  where  medical  attention  might  oth- 
erwise be  hard  to  obtain.  The  price  of  this 
ticket  is  increased  morbidity  and  mortality 
from  vascular  disease,  and  the  challenge  to  us 
is  to  reduce  this  price  as  much  as  possible. 

This  can  be  done  only  if  we  are  willing  to 
turn  back  from  our  pursuit  of  the  myth  of 
good  control  and  go  to  work  in  the  real  world 
of  vascular  disease.  This  means  we  must  finally 
and  completely  change  our  minds  about  pri- 
orities. We  know  already  that  diabetes  plus 
atherosclerosis  tends  to  beget  hypertension,9,10 
and  hypertension  begets  coronary  disease, 
cerebrovascular  disease  and  congestive  fail- 
ure,11 killers  all.  In  the  past,  we  have  passively 
watched  these  develop,  seeing  them  as  com- 
plications of  the  diabetes  we  were  fighting  to 
control.  The  task  of  the  future  is  simple:  we 
must  devote  less  attention  to  the  blood  sugar 
and  much,  much  more  attention  to  all  the 
other  prophylactic  and  therapeutic  defenses 
against  hypertension. 

Let  us  illustrate  this  by  comparing  the  cur- 
rent and  future  priority  list  of  the  thoughtful 


diabetologist.  Most  of  us  would  accept  the 
present  list.  How  do  we  feel  about  the  future 
list? 

Present  Priorities 

1.  Control  blood  sugar 

2.  Avoid  hypoglycemia 

3.  IVIaintain  normal  weight 

4.  Protect  extremities 

5.  Treat  infections  vigorously 

6.  Encourage  exercise 

7.  Avoid  and  treat  hypertension,  CHF 

8.  Stop  smoking 

Future  Priorities 

1.  Avoid  and  treat  hypertension,  CHF 

2.  Stop  smoking 

3.  Maintain  normal  weight 

4.  Encourage  exercise 

5.  Treat  lipid  abnormalities 

6.  Protect  extremities 

7.  Control  blood  sugar 

8.  Avoid  hypoglycemia 

The  logical  corollaries  of  the  new  approach 
are  clear.  From  the  first,  the  physician  puts 
his  emphasis  on  the  prevention  of  hypertension 
and  the  elimination,  one  by  one,  of  all  the 
predisposing  factors  currently  identifiable.  He 
makes  it  quite  clear  to  the  patient  what  is 
expected  of  him  and  what  is  not;  most  of  his 
recommendations  are  obviously  dependent  on 
the  conscious  participation  of  the  patient.  Any 
elevation  of  blood  pressure  is  treated,  enthu- 
siastically and  unceasingly.  Return  visits  are 
devoted  more  to  evaluation  of  the  vascular 
tree  than  of  the  blood  sugar.  If  the  antihyper- 
tensive therapy  causes  problems  with  the  anti- 
diabetic therapy,  the  former  takes  precedence. 
If  the  patient  can  only  afford  medication  for 
hypertension  or  diabetes,  but  not  both,  would 
it  not  be  better  for  him  to  maintain  a normal 
blood  pressure  than  a normal  blood  sugar? 

There  is  at  present  no  guarantee  that  this  list 
of  priorities  will  result  in  a longer,  richer  life 
for  all  diabetics.  But  it  is  abundantly  clear 
that  vigorous  treatment  of  hypertension  pays 
dramatic  dividends  and  that  untreated  hyper- 
tension wreaks  devastating  havoc.  When  we 
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compare  that  sort  of  recent,  plentiful,  well- 
documented  evidence  against  the  continuing 
lack  of  support  for  the  “good-control”  ther- 
apy, we  must  logically  admit  that  it’s  time  for 
a change.  Perhaps  there  is  an  answer  to  the 
diabetes  controversy,  if  we  are  ready  at  last 
to  accept  it. 
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A Cooperative,  Prospective  Study  of  Intensive 
Cardiac  Care 

The  Virginia  Regional  Medical  Program's  C.C.U.  Study  Group 


Although  the  coronary  care  unit 
has  become  a costly  part  of  many 
hospitals,  the  extent  to  which  it 
lowers  mortality  and  improves  the 
health  of  patients  has  not  been 
determined.  The  studies  outlined 
here  will  help  to  do  this. 

THE  DEVELOPMENT  in  many  hospitals 
of  intensive  care  units  specifically  for  acute 
cardiac  illness  in  recent  years  has  created  hicrh 
costs  of  equipment  and  personnel  for  staffing 
these  units.  These  costs  are  being  passed  on 
to  patients,  and  ultimately  to  purchasers  of 
hospital  insurance.  To  what  extent  have  these 
developments  been  justified  by  better  sur- 
vival or  improved  health  of  patients? 

This  report  will  not  answer  that  question, 
but  it  will  describe  an  effort  to  document  what 
is  happening  in  these  units  in  a group  of  col- 
laborating hospitals  in  Virginia.  Ultimately  an 
answer  to  the  original  question  may  be  pos- 
sible on  the  basis  of  these  observations.  Mean- 
while, the  study  to  be  described  here  is:  (1) 
recording  the  patterns  of  utilization  of  these 
units;  (2)  developing  indices  of  effectiveness 

Program  director:  L.  B.  McGuire,  M.D.,  Char- 
lottesville. 

Unit  directors:  E.  Alexander,  Newport  News 
(until  10/70);  J.  Beinstein,  Arlington;  A.  Blount, 
Richmond;  A.  Cramer,  Culpeper;  R.  Crampton, 
Charlottesville;  R.  Edwards,  Franklin;  J.  H.  Hol- 
lingsworth, Roanoke  Memorial;  D.  Holsinger, 
Martinsville;  J.  Hortenstine,  Winchester;  D.  Mil- 
ler, Lewis-Gale;  J.  Patterson,  Marion. 


of  unit  care,  based  on  the  occurrence  and  sur- 
vival of  otherwise  lethal  arrhythmias;  and  (3) 
permitting  studies  of  specific  diagnostic  and 
therapeutic  questions,  one  example  of  which 
will  be  described  in  preliminary  form.  Because 
several  of  the  participating  hospitals  have  onlv 
recently  joined  the  project  and  have  contrib- 
uted relatively  small  numbers  of  patients  at 
the  time  of  this  report,  this  is  intended  more 
as  a description  of  the  process  than  as  a state- 
ment of  conclusions. 

Methods  of  the  Study 

In  1970  the  Virginia  Regional  Medical  Pro- 
gram bes^an  providing  support  for  the  com- 
puter processing  of  a prospective  survey  of 
activities  in  the  coronary  care  units  of  5 Vir- 
ginia hospitals.  The  original  unit  directors  met 
several  times  to  agree  on  definitions  of  terms, 
sush  as  proven  myocardial  infarction,  shock, 
etc.,  and  to  draft  a study  form.  This  form  asks 
approximately  150  questions  on  each  patient, 
both  in  unit  and  after  transfer  to  regular  care. 
Aspects  of  past  medical  history,  EKG  and 
laboratory  findings,  arrhythmias  and  other 
complications,  treatments  used,  and  results  are 
entered  on  these  forms.  A form  is  submitted 
for  each  admission  of  each  patient  to  the  unit, 
regardless  of  final  diagnosis.  Beginning  in  July 
1970  the  completed  study  forms  were  for- 
warded to  the  Cardiology  Division  at  the  U ni- 
versity  of  Virginia,  reviewed,  and  then  for- 
warded to  the  Computer  Science  Center.  Sum- 
mary reports  of  diagnoses,  mortality,  and  otner 
data  items  have  been  periodically  distributed 
to  participating  unit  directors.  During  the 
interval  since  July  1970  one  of  the  original 
participants  has  withdrawn,  and  six  new  hos- 
pitals have  joined.  The  participating  hospitals 
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and  the  total  number  of  patients  reported  by 
each  as  of  December  1971  are  listed  in  Table  I. 

Table  I 

Members  of  the  Virginia  RMP  Cardiac  Unit  Study 
Group  as  of  December  1911 


Winchester  Memorial  Hospital 728  patients  reported 

University  of  Virginia  Hospital. . Ill 
Memorial  Hospital  of  Martinsville 

& Henry  Co 344 

Roanoke  Memorial  Hospital 253 

Medical  College  of  Virginia 208 

Lewis-Gale  Roanoke 186 

Riverside  Hospital  (withdrew 

10/70)  75 

Northern  Virginia  Doctors’  Hospital,  \ 

Arlington  35  1 

Smyth  County  Hospital,  Marion..  35  ( joined 

Southampton  Memorial  Hospital,  f Fall,  1971 

Franklin  17  ] 

Culpeper  Memorial  Hospital 14  ' 


stay,  and  distribution  of  diagnoses  for  all  units 
collectively.  The  values  are  given  for  all  units, 
with  the  range  of  variation  among  units  listed 
in  parentheses,  because  no  striking  variations 
among  units  have  been  observed  at  the  time  of 
this  analysis. 

The  listing  of  diagnoses  and  patient  age 
may  still  give  an  inadequate  description  of  the 
gravity  of  illness  in  a population,  because  sev- 
eral of  the  physiologic  complications  of  heart 
disease— shock,  congestive  failure,  and  arrhyth- 
mias—may  occur  independently  of  specific, 
etiologic  or  pathologic  diagnoses.  Table  III 
lists  the  incidences  of  shock,  ventricular  fi- 
brillation, and  a major  cardiopulmonary  com- 
plication before  admission  to  the  unit,  regard- 
less of  the  diagnoses  tabulated  in  Table  II. 


Results 

1 . U tilization  of  units 

Bed  occupancy  is  not  an  index  of  the  ap- 
propriateness of  utilization  of  a hospital  fa- 
cility, because  beds  may  be  inappropriately 
occupied.  The  utilization  of  a unit  may  be 
better  described  in  tabulating  the  diagnoses 
encountered  and  the  average  duration  of  pa- 
tient stay  in  the  unit.  Other  aspects  of  a 
profile  of  patients  using  a facility,  such  as  age 
and  race,  may  be  of  interest  for  both  socio- 
economic comparisons  and  because  certain 
medically  important  data— such  as  mortality  in 

Table  II 

Utilization  of  Units  by  Age  and  Diagnoses 

All  units  (Range  among  units*) 


Average  patient  age 

62  yrs. 

(59-63  yrs.) 

Average  duration  of  stay 

4 days 

(2-5  days) 

Acute  myocardial  infarction 

36% 

(31-43%) 

Coronary  insufficiency 

23% 

(15-39%) 

Primary  cardiac  arrhythmia 
Miscellaneous  acute 

15% 

(7-20%) 

circulatory  disease 
Chest  pain  of  unknown  or 

16% 

(10-20%) 

non-cardiac  origin 

9% 

(4-16%) 

(^excluding  units  with  less  than  100  patients  reported) 


a population  of  patients  with  acute  myocardial 
infarction— may  be  related  to  age.  Table  II 
lists  the  average  patient  age,  duration  of  unit 


Table  III 


Utilization  of  Units  by  Incidence  of  Major  Complications 


Unit  Identification  Nos. 
All  diagnoses:  01  03  04  05  06 

Shock  (%)  8.2  9.9  5.8  4.9  5.8% 


All  Units 
Combined 
6.1% 


Ventricular 

Fibrillation  (%)  8.2  4.4  5.1  3.6  4.1% 

Pre-admission 
major  com- 
plication (%)  16  8.0  20  11  6.7% 


4.5% 


13% 


These  are  listed  individually  for  those  units 
who  had  a sufficient  sample  size  at  the  time 
of  analysis,  with  average  values  for  all  units 
combined  in  the  right-hand  column.  Other 
data  from  this  and  other  studies  show  that 
mortality  in  acute  myocardial  infarctions  rises 
to  the  50-80%  range  when  any  of  these  com- 
plications occur.  Nevertheless,  we  could  not 
demonstrate  a positive  correlation  between  the 
frequency  of  these  complications  and  an  indi- 
vidual unit’s  overall  mortality  rate,  to  be  dis- 
cussed below. 


2.  Effectiveness  of  unit  care 

As  in  the  study  of  utilization,  there  will  be 
multiple  indices  of  effectiveness  of  unit  care, 
depending  on  what  the  objectives  of  unit  care 
are.  Since  survival  is  one  reasonable  objective 
among  a gravely  ill  population,  mortality  con- 
stitutes one  part  of  an  effort  to  express  effec- 
tiveness. Mortality  rates  in  acute  myocardial 
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infarctions  are  given  in  Table  IV  individually 
for  each  of  the  5 units  who  had  reported  ap- 
proximately 100  patients  with  proven  infarc- 
tion, with  the  average  values  for  all  11  units 

Table  IV 

Cardiac  Care  Unit  Effectiveness 
1.  Mortality  rates  in  ?nyo  car  dial  infarction 


Unit: 

01 

03 

04 

05 

06 

II 

All  units 

# Mis 
Deaths 

90 

113 

238 

256 

105 

II 

II 

920 

in  unit  11% 

Deaths  after 

25% 

14% 

15% 

17% 

II 

II 

15.6% 

transfer 

1.1% 

0.9% 

4.2% 

6.2% 

4.8% 

II 
1 1 

4.2% 

12.1% 

25.9% 

18.2% 

21.2% 

21.8% 

II 

19.8% 

2.  Number  of  long-term  recoveries  from  ventricular 
; fibrillation , 

all  units:  56,  all  diagnoses 

33,  in  myocardial  infarctions 

3.  Number  of  “ arrhythmia  deaths'1'1  in  myocardial  in- 
farction: 

22,  all  units. 

combined  in  the  right-hand  column.  Reasons 
for  the  variation  in  mortality  between  12.1% 
and  25.9%  among  these  units  have  not  been 
determined.  One  problem  in  analysis  was 
known  to  be  incomplete  reporting  of  all  pa- 
tients in  the  unit  with  the  lowest  reported 
mortality  rate  at  the  time  of  this  tabulation. 
The  significance  of  identifying  the  location 
of  the  deaths— in  unit  or  after  transfer  to  reg- 
ular care— will  be  discussed  later. 

Mortality  rates,  however,  will  often  be  un- 
satisfactory indices  of  the  effectiveness  of  unit 
care  because  of  the  number  of  relatively  un- 
controllable factors  known  to  affect  mortality. 
Age  of  patients  as  a potential  influence  has 
been  mentioned.  The  use  of  intensive  cardiac 
care  is  likely  to  be  most  effective  against  ar- 
rhythmias and  relatively  less  effective  against 
shock  and  congestive  failure.  Accordingly  a 
record  of  success  or  failure  in  arrhythmia  man- 
agement may  provide  a more  significant  and 
useful  index  of  effectiveness  than  the  mortality 
rates  cited  above.  In  the  entire  analyzed  group 
of  2560  patients  there  were  56  instances  of 
successful  long-term  resuscitation  from  ven- 
tricular fibrillation,  of  whom  33  occurred  in 
the  920  patients  with  myocardial  infarction. 


If  these  patients  had  died,  the  mortality  in  the 
myocardial  infarction  patients  would  have 
been  23%  instead  of  the  19.8%  indicated  in 
Table  IV. 

Another  expression  of  effectiveness  of  unit 
care  is  to  study  in  depth  instances  of  failure 
to  prevent  deaths  from  theoretically  correct- 
able arrhythmias.  The  computer  storage  sys- 
tem permitted  retrieval  of  the  clinical  records 
of  22  patients  with  acute  myocardial  infarc- 
tion, in  whom  the  apparent  “mechanism”  of 
death  was  known  or  presumed  to  be  a sudden 
arrhythmia,  without  concomitant  shock  or 
congestive  failure.  (These  22  patients  were 
among  the  total  of  180  fatal  infarctions.)  Par- 
ticular attention  was  given  to  whether  or  not 
a warning  arrhythmia  had  occurred;  whether 
a prophylactic  anti- arrhythmic  drug  was  being 
given;  and  whether  or  not  prompt  resuscita- 
tion was  attempted.  Table  V shows  that  seven 
of  these  deaths  occurred  relatively  late  (aver- 
age 17  days)  in  a relatively  old  sub-group  of 

Table  V 

22  Probable  “ Arrhythmia  Deaths ” 


Primary 

Ventricular  Primary  Unobserved 
Fibrillation  Bradycardia  cr  Unknown 

Number  of  Patients  ....  10  5 7 

Average  age  64  yr.  68  yr.  70  yr. 

Place  of  arrest 

In  unit 6 3 0 

After  transfer  4 0 

Time  after  admission  av.  9 days  av.  14  hours  av.  17  days 
Warning  arrhythmia? 

Yes  5 2 3 

No  5 3 4 

Preventive  Treatment  given? 

Yes  5 0 0 

No  5 5 7 

Prompt  resuscitation? 

Yes  4 3 0 

No  6 2 7 

patients  (average  age  70  years)  after  transfer 


out  of  the  unit,  and  that  in  none  of  these  was 
prompt  resuscitation  attempted.  Whether  or 
not  those  deaths  represent  inefficacy  of  unit 
care  can  be  debated.  These  data  also  show  that 
of  the  remaining  1 5 patients  approximately  half 
had  every  appropriate  measure  attempted 
without  success,  and  that  in  the  other  half 
some  aspect  of  management  might  be  consid- 
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ered  deficient.  The  latter  instances  were  made 
known  to  the  appropriate  unit  directors  for 
possible  revisions  in  unit  management  policies. 

3.  The  use  of  pacemakers  in  acute  myocardial 
infarction 

Is  it  possible  to  perform  useful  clinical  re- 
search concerning  current  methods  of  diag- 
nosis and  treatment  at  the  same  time  as  the 
performance  of  the  medical  audit  or  peer  re- 
view activities  described  above?  One  practical 
problem  frequently  faced  by  physicians  man- 
aging acute  cardiac  illness  is  whether  or  not 
to  insert  a transvenous  electrical  pacemaker 
for  any  of  the  several  atrioventricular  and  in- 
traventricular conduction  disturbances  which 
may  occur  during  myocardial  infarction.  Con- 
troversy already  exists  in  the  literature  con- 
cerning effectiveness  of  pacing  in  acute  myo- 
cardial infarction.1,2’3’4  In  order  for  such  a 
question  to  be  considered  with  the  type  of 
data  base  available  here,  an  untreated  conduc- 
tion abnormality  would  have  to  be  associated 
with  a higher  mortality  rate  than  that  of  the 
overall  population  of  infarction  patients.  Thus, 
we  first  determined  the  mortality  rates  asso- 
ciated with  each  of  several,  specific  EKG  pat- 
terns: Sinus  bradycardia  (21%),  inferior 

infarct  only  (14%),  anterior  infarct  only 
(23%),  variable  2°  AV  block  (22%),  fixed 
2°  AV  block  (26%),  left  axis  deviation 
(27%),  left  axis  deviation  plus  right  bundle 
branch  block  (40%),  left  bundle  branch 
block  (36%),  and  complete  AV  block 
(48%).  A comparison  of  mortality  rates 
among  paced  and  un-paced  patients  with 

Table  VI 


Conduction  Disturbances , Mortality  and  Pacing 


Deaths  /#  Pts. 

Deaths/ 

with  EKG 

Deaths/ 

Non-Paced 

EKG  Abnormality 

pattern 

Paced  Patients 

Patients 

Left  axis  deviation 
and  right  bundle 

branch  block  . . 12/30  (40%)  3/9  9/21 

Left  bundle  branch 


block  27/76  (36%)  8/17  19/59 

Complete  AV 

block  34/71  (48%)  19/42  15/29 


the  last  three  EKG  patterns  in  acute  infarc- 
tion is  given  in  Table  VI.  Although  these  data 


so  far  do  not  show  a lower  mortality  among 
the  paced  patients,  these  sub-groups  are  small 
and  there  is  a need  for  more  detailed  charac- 
terization of  these  patients  in  terms  of  asso- 
ciated heart  failure  and  location  of  infarction 
before  interpreting  these  data.  Indications  for 
pacing  in  acute  infarction  will  be  discussed 
below. 

Comments 

1.  Utilization 

Traditionally  hospital  administrators  have 
recorded  rates  of  bed  occupancy  in  order  to 
estimate  their  expenditures  for  personnel, 
maintenance,  supplies,  and  possible  need  for 
expansion  of  facilities.  As  long  as  the  use  of  a 
facility  generated  enough  income  to  meet  such 
operating  costs,  the  medical  details  related  to 
utilization  were  not  of  crucial  significance  for 
administration.  Nevertheless,  increasing  hos- 
pital costs  in  combination  with  increasing  re- 
liance on  government  or  other  third-party 
payment  mechanisms  have  put  an  increasing 
burden  of  proof  on  physicians  and  hospital 
administrators  to  demonstrate  that  the  use  of 
facilities  is  determined  by  medical  necessity 
rather  than  by  financial  self-interest. 

The  medical  profession  has  not  been  well 
prepared  to  provide  guidelines  of  what  con- 
stitutes medical  necessity,  because  the  latter 
is  often  contingent  upon  geographical,  psy- 
chological, and  other  non-biological  factors 
outside  the  control  of  the  profession.  Accord- 
ingly, it  is  impossible  to  state  what  the  fre- 
quency of  the  diagnosis  of  “proven  myocardial 
infarction”  or  of  “chest  pain  of  unknown  or 
non-cardiac  origin”  should  be  in  a cardiac 
intensive  unit  population.  Lown  has  offered 
the  opinion  that  there  should  be  approximately 
as  many  admissions  for  “acute  coronary  insuf- 
ficiency” as  for  “proven  myocardial  infarc- 
tion” in  order  to  avoid  excluding  some  patients 
with  potentially  lethal  arrhythmias.5 

In  the  absence  of  established  guidelines,  the 
Virginia  RMP  Study  Group  has  simply  re- 
corded the  observations  summarized  in  Table 
II  and  III.  We  did  not  find  evidence  that  any 
unit  was  keeping  its  high-cost  beds  filled  with 
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a significant  percentage  of  relatively  minor 
illnesses.  There  may  be  other  applications  of 
the  data  on  utilization  outside  of  the  admin- 
istrative or  economic  sphere.  If  any  unit  were 
found  to  have  an  unusually  high  mortality  rate, 
it  would  be  important  to  learn  whether  that 
might  be  due  to  a correspondingly  high  aver- 
age age  of  patients  admitted6  instead  of  some 
deficiency  of  cardiologic  management. 

2.  Effectiveness 

Any  expression  of  effectiveness  requires  a 
relatively  discreet  and  measurable  objective  of 
treatment.  While  mortality  rates  remain  one 
reasonable  approach  to  measuring  effective- 
ness in  diseases  with  normally  high  mortality 
risks,  mortality  in  populations  with  acute  myo- 
cardial infarction  has  remained  an  unsatisfac- 
tory method  of  studying  the  efficacy  of  treat- 
ment, as  veterans  of  the  anticoagulant  debate 
will  recall.  One  study  reported  that  the  pre- 
sumed lowering  of  mortality  in  acute  myo- 
cardial infarction  by  intensive  care  units  must 
be  considered  as  un-proven;7  an  earlier  study 
noted  wide  variation  in  mortality  within  a 
single  hospital  over  a 10-year  period  despite 
consistent  diagnostic  criteria.8  This  problem 
undoubtedly  reflects  great  biologic  hetero- 
geneity within  the  process  customarily  labeled 
as  “acute  myocardial  infarction”  and  empha- 
sizes the  need  to  develop  other  indices  of 
effectiveness  of  care. 

It  was  noted  earlier  that  among  the  first 
2560  patients  in  this  study,  there  were  56 
successful  resuscitations  from  ventricular  fi- 
brillation, of  whom  33  occurred  during  acute 
myocardial  infarction.  While  these  arrhyth- 
mias, if  un-treated  in  the  absence  of  an  inten- 
sive care  facility,  would  have  raised  the  mor- 
tality in  infarction  by  about  3%  above  that 
observed,  that  calculation  probably  underes- 
timates the  contribution  of  unit  care.  This  is 
because  an  additional,  unknown  number  of 
episodes  of  ventricular  fibrillation  were  prob- 
ably prevented,  rather  than  reversed,  by  means 
of  early  use  of  an  anti-arrhythmic  drug  in 
response  to  warning,  ventricular  irritabilty. 
The  contribution  resulting  from  treatment  of 


bradycardias  also  is  unrecorded  in  that  esti- 
mation. 

The  detailed  analysis  of  individual  cases 
summarized  in  Table  V is  probably  the  most 
informative  approach  to  efficacy  of  unit  care, 
although  it  has  been  arbitrarily  confined  to 
those  patients  with  proven  acute  myocardial 
infarction.  The  observation  here  that  about 
half  of  these  deaths  were  not  preventable  by 
combinations  of  prior  anti-arrhythmic  drug 
and/or  prompt  attempt  at  resuscitation  has 
been  made  elsewhere.9  Some  instances  of  sud- 
den death  with  arrhythmia  in  the  absence  of 
prior  shock  or  congestive  failure  were  found 
at  autopsy  to  show  cardiac  rupture.  This  in- 
dicates that  the  original  assumption  that 
arrhythmia-related  deaths  are  preventable  in- 
volves significant  error.  Nevertheless,  this 
index  most  nearly  responds  to  the  major  con- 
tribution of  unit  care— rhythm  control— and 
provides  guidelines  toward  improved  practice 
in  units  by  revealing  any  specific  deficiencies 
in  procedure. 

3.  The  use  of  pacemakers  in  acute  myocardial 
infarction 

As  indicated  by  the  data  in  Table  VI  and 
elsewhere,1"4  the  existence  of  any  one  of  these 
atrioventricular  or  intraventricular  conduction 
disturbances  is  associated  with  increased  mor- 
tality during  acute  myocardial  infarction.  This 
has  led  some  groups  to  advocate  liberal  or 
prophylactic  use  of  transvenous  pacemakers  in 
conduction  defects.  Others  have  not  found 
that  approach  to  be  beneficial  in  terms  of 
reducing  mortality  and  suggest  that  mortality 
remains  high  because  of  the  associated,  exten- 
sive myocardial  damage  and  congestive  fail- 
ure in  these  cases.  Others  point  out  the  sig- 
nificance of  the  location  of  the  infarct  in 
relation  to  AV  block,  since  diaphragmatic 
infarction  accompanied  by  variable,  second- 
degree  AV  block  without  QRS  widening  may 
have  no  increased  mortality  risk  over  other 
relatively  uncomplicated  infarctions.  The  data 
in  Table  VI  thus  have  to  be  further  subdivided 
according  to  the  location  of  the  infarction  and 
the  presence  or  absence  of  congestive  failure; 
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the  results  may  also  require  analysis  in  terms 
of  whether  there  has  been  QRS  prolongation 
or  marked  slowing  of  the  ventricular  rate 
before  those  patients  in  whom  pacing  may  be 
beneficial  can  be  properly  identified.  Our 
groups  at  present  are  too  small  to  sub-divide 
along  those  lines.  Meanwhile,  these  data  do 
support  efforts  at  individual  selection  of  pa- 
tients for  pacing  in  terms  of  probable  risk  of 
fatal  and  preventable  arrhythmia,  rather  than 
routine  pacing  of  all  patients  with  any  of  the 
above-mentioned  EKG  abnormalities. 
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LET'S  REMINISCE! 

Medical  Society  of  Virginia. 

The  business  matter  that  seemed  of  most  interest  was  the  election  of  a lady 
member.  This  is  the  first  time  the  Virginia  Society  has  been  called  on  to 
act  on  such  a question.  The  North  Carolina  Society  admitted  its  first  female 
member  in  1885;  West  Virginia  in  1887;  and  in  these  as  well  as  other  South- 
ern States  Societies,  women  doctors  have  since  been  regularly  admitted  on 
application  for  membership  on  the  same  conditions  as  those  that  apply  to  the 
admission  of  men.  Thus  the  Virginia  Society  appears  to  be  one  of  the  last  of 
the  State  Societies  of  the  United  States  that  has  been  called  on  to  act  on  the 
question.  The  almost  unanimous  vote  by  which  the  first  female  applicant  for 
fellowship  in  the  Virginia  Society  was  elected  settles  the  question  as  to  the 
position  to  be  occupied  in  Virginia  by  properly  qualified  women  doctors. 

(Virginia  Medical  Monthly,  October,  1895) 
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Prehospital  Coronary  Care  in  Charlottesville  and 
Albemarle  County 


After  starting  prehospital  coro- 
nary care  with  existing  ambu- 
lances and  personnel,  community 
mortality  from  coronary  artery 
disease  fell  significantly.  New 
equipment  cost  $3850.  Prehos- 
pital coronary  care  appears  cheap 
and  practicable. 

INTRODUCTION  of  the  hospital  coronary 
care  unit  (HCCU)  in  1966  has  not  appre- 
ciably reduced  mortality  from  coronary  artery 
disease  (CAD)  in  this  community.1  Elsewhere 
the  practice  of  prehospital  coronary  care  has 
produced  the  lowest  recorded  hospital  mor- 
tality (9.8%)  from  acute  myocardial  infarc- 
tion (AMI).-  Nevertheless,  the  influence  of 
prehospital  coronary  care  upon  community 
mortality  from  CAD  remains  unknown.  This 
study  examines  the  mortality  of  patients  with 
AMI  managed  by  a mobile  coronary  care  unit 
(MCCU)  specifically  designed  to  function 
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within  Virginia’s  basic  ambulance  system,  the 
volunteer  rescue  squad,3,4  and  the  influence  of 
this  prehospital  coronary  care  system  upon 
community  mortality  from  CAD. 

Material  and  Methods 

The  Community . Collaboration  of  the  Char- 
lottesville-Albemarle Rescue  Squad  and  the 
Department  of  Medicine,  University  of  Vir- 
ginia Medical  Center,  provided  part  time  pre- 
hospital coronary  care  for  the  year  1 March 
1971-29  February  1972.  The  community  con- 
sisted of  a 745  square  mile  territory  with  a 
population  of  80,000.  The  population  of  Char- 
lottesville is  40,000,  and  the  surrounding  coun- 
ty contains  suburbs,  towns,  villages,  and  farms 
with  an  additional  40,000  people.  The  longest 
one  way  driving  time  to  serve  a patient  is  30 
minutes,  and  three  quarters  of  the  population 
can  be  reached  within  15  minutes. 

Ambulance  Personnel  and  Telephone  Tri- 
age. Two  rescue  workers,  a resident  physician, 
and  a medical  student  comprised  the  team 
responding  to  calls  from  the  community  sug- 
gestive of  a heart  attack.  All  calls  were  routed 
through  the  rescue  squad  dispatcher  who 
alerted  HCCU  personnel  via  a conference  tel- 
ephone line.  This  communication  system  en- 
abled the  rescue  workers,  physician  or  nurse 
to  screen  the  incoming  calls  thereby  reducing 
the  number  of  unjustified  calls.  Requests  from 
physicians  practicing  in  the  community  were 
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honored  without  further  screening.  Due  to 
shortage  of  hospital  personnel,  the  service  was 
limited  to  118  (70.2%)  hours  per  week.  No 
prehospital  coronary  care  service  was  available 
from  8 A.M.  to  6 P.M.  Monday  through  Fri- 
day. The  MCCU  functioned  24  hours  daily 
on  weekends  and  holidays.  All  ambulance  and 
hospital  personnel  performed  their  usual  duties 
until  a call  suspected  of  heart  attack  was  re- 
ceived. After  telephone  triage,  the  conven- 
tional ambulance  on  duty  drove  from  its  depot 
to  the  emergency  room  where  the  resident 
physician,  medical  student  and  equipment 
awaited  transport  to  the  cardiac  scene.  Travel 
time  between  the  ambulance  depot  and  the 
hospital  is  less  than  four  minutes  and  is  ex- 
pedited by  an  automatic  traffic  control  mech- 
anism via  radio  contact  with  the  city  police. 
Occasionally,  an  ambulance  team  identified  a 
patient  with  a heart  attack  and  summoned  the 
MCCU  via  a second  ambulance. 

Public  Education . Local  and  regional  news- 
papers and  radio  stations  provided  publicity 
through  articles,  program  discussions,  and 
public  service  announcements.  The  local  tel- 
evision station  portrayed  in  detail  a simulated 
heart  attack  and  its  prehospital  treatment. 
Thirty  second  radio  announcements  described 
the  early  symptoms  of  heart  attack  and  in- 
structed the  public  to  contact  a physician  or 
the  Charlottesville-Albemarle  Rescue  Squad. 
All  practitioners  of  family  and  internal  medi- 
cine were  notified  of  the  service  by  telephone 
and  letter. 

Equipment  and  Medications.  The  conven- 
tional ambulances  used  already  had  a two-way 
radio,  stretchers,  and  oxygen  tanks.  The  addi- 
tional equipment  consisted  of  a battery  pow- 
ered monitor-defibrillator  (Life-Pak  33,  Physio 
Control,  Seattle,  Washington),  a battery  pow- 
ered electrocardiograph  (Physio  Control),  a 
battery  powered  suction  pump  (Laerdal,  Tuc- 
kahoe,  New  York),  a small  locker  containing 
bottles  of  intravenous  solutions,  cardiac  medi- 
cations and  a cardiac  emergency  ventilation 
tray.  Since  the  latter  two  modules  of  medi- 
cation and  equipment  packaged  by  the  hos- 


pital pharmacy  and  central  supply  are  used 
by  the  hospital  cardiac  arrest  team,  it  was  con- 
venient to  use  them  for  prehospital  coronary 
care.  A small  hand  case  with  prepared  syringes 
of  morphine,  pentazocine,  atropine  and  lido- 
caine  was  carried  by  the  physician  for  instant 
use.  The  cost  of  the  equipment  was  $3850. 
The  medications  were  provided  free  of  charge 
by  the  University  of  Virginia  Medical  Center. 

After  clinical  assessment  and  treatment  to 
relieve  pain  and  stabilize  cardiac  rhythm,  pa- 
tients were  transported  to  the  hospital  of  their 
choice:  University  or  Martha  Jefferson.  The 
criteria  to  diagnose  AMI  were  ischemic  chest 
pain,  active  Q,  S-T,  and  T changes  in  the  elec- 
trocardiogram, and  diagnostic  rise  of  the  car- 
diac enzymes:  glutamic  oxalacetic  transa- 

minase, lactic  dehydrogenase,  and  creatine 
phosphokinase.  Acute  coronary  insufficiency 
was  diagnosed  when  ischemic  chest  pain  was 
associated  with  S-T  and  T alterations  in  the 
electrocardiogram,  but  cardiac  enzymes  re- 
mained normal.  The  clinical  course  of  all  pa- 
tients was  followed  by  one  of  us  or  verified 
by  consulting  the  attending  physicians  and 
hospital  charts. 

In  1966,  a HCCU  was  built  in  each  hospital. 
A survey  of  coronary  deaths  from  1963  to 
19691,5  was  continued  through  1971.  All  pure 
CAD  deaths  in  the  community  not  complicated 
by  a chronic  illness  (uremia,  stroke,  cancer, 
chronic  lung  disease,  complicated  diabetes) 
were  identified  from  death  certificates,  hos- 
pital charts,  and  autopsy  records.  Pure  CAD 
deaths  at  the  time  of  ambulance  contact  were 
verified  by  the  preceding  criteria  and  from 
records  of  the  ambulance  dispatcher,  rescue 
crew,  and  hospital  emergency  room.  The  an- 
nual number  of  pure  CAD  deaths  occurring 
at  the  time  of  ambulance  contact  was  related 
to  the  annual  number  of  ambulance  calls  dis- 
patched from  1969-1971.  Coronary  death  rate 
was  examined  to  determine  if  the  addition  of 
prehospital  coronary  care  in  1971  might  in- 
fluence annual  community  mortality  from 
CAD.  Annual  pure  CAD  deaths  were  related 
to  total  yearly  deaths  from  all  causes.  In  addi- 
tion, annual  CAD  deaths  were  related  to  the 
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annual  population  of  the  community  as  pro- 
jected from  the  United  States  census  of  1960 
and  1970.  Chi  square6  was  used  to  test  for 
deviation  from  the  average  mortality  due  to 
pure  CAD  as  a cause  of  all  deaths  and  due  to 
pure  CAD  in  the  annual  population  minus  the 
pure  CAD  deaths  for  that  year. 

Results 

During  the  first  year  of  service,  96  calls 
from  the  community  were  answered  (Table  1 ) . 
In  addition,  there  were  five  hospital  transfers 
from  the  HCCU  of  Martha  Jefferson  to  Uni- 

Table  1 

Analysis  of  Answered  Calls 
From  the  community  96 


HCCU  admission  

. 51 

AMI  

22 

coronary  insufficiency  . . 

. . 12 

other  

Deaths  at  cardiac  scene 

. . 16 

. 13 

Not  admitted  to  HCCU  . . . , 

. 30 

Non  cardiac  call  stopped  by  radio . . . 

1 

Crank  call 

1 

Inter  HCCU  transfer 5 

Total  101 

versity  for  cardiac  pacing.  Of  51  patients 
entering  a HCCU  (Table  1),  22  had  proved 
AMI  and  1 3 had  acute  coronary  insufficiency. 
Sixteen  had  other  diagnoses.  Two  patients 
with  AMI  died  giving  a hospital  mortality  of 
9.5%.  However,  four  of  the  22  (18.2%)  with 
AMI  had  ventricular  fibrillation  (VF)  re- 
moved outside  the  hospital.  Of  the  43  re- 
maining patients,  30  did  not  enter  a HCCU 
and  13  died  outside  the  hospital,  12  before 
and  one  after  arrival  of  the  MCCU  (Table  2). 

Ventricular  fibrillation  was  removed  in  five 
patients,  and  a sixth  patient  could  not  be  resus- 
citated (Table  3).  Two  of  the  five  patients 
with  VF  secondary  to  AMI  survived  hospitali- 
zation. The  benefits  of  the  training  of  rescue 
workers  in  cardiopulmonary  resuscitation  be- 
came apparent  on  two  other  occasions.  After 
cardiopulmonary  arrest  in  an  ambulance,  a 
5 2 year  old  man  with  AMI  was  given  vigorous 
precordial  “thump-version”  7 with  the  fist,  and 


restoration  of  palpable  pulse,  breathing  and 
consciousness  ensued.  A 60  year  old  woman 
with  AMI  experienced  cardiopulmonary  arrest 
in  an  ambulance.  Resuscitation  was  begun 

Table  2 

Disposition  Outside  HCCU 


Alive,  not  admitted  to  HCCU  30 

syncope  or  seizure  7 

pleurisy,  musculoskeletal  pain  ...  6 

esophagitis  5 

angina  pectoris  5 

respiratory  arrest  1 

obstructed  larynx,  acute 1 

miscellaneous  5 

Prehospital  deaths  13* 

acute  myocardial  infarction 4 

sudden  death,  known  ASHD 2 

sudden  death,  cause  unknown....  4 

congenital  aortic  stenosis 1 

rheumatic  heart  disease 1 

drowning  1 

Total  43 

* 1 AMI  death  after  arrival  of  MCCU 


immediately,  and  VF  was  removed  in  the 
emergency  room.  Both  survived  hospitaliza- 
tion. In  all,  seven  individuals  experienced  car- 
diac arrest  outside  the  hospital,  and  six  had 

Table  3 

Ventricular  Fibrillation  Outside  Hospital 
Before  arrival  of  MCCU  4 


Sex 

age 

place 

Diagnosis 

Result 

M 

42 

home 

paraprosthetic 

aortic 

died  HCCU 

regurgitation 

M 

48 

home 

AMI 

back  at  work 

M 

53 

restaurant 

AMI 

died  HCCU 

aspiration 

pneumonia 

M 

58 

hunt  club 

AMI 

back  at  work 

After  arrival  of  MCCU  2 

M 

45 

doctor’s 

office 

died  HCCU 

M 

48 

home 

died  MCCU 

a successful  prehospital  resuscitation.  Four 
(57.1%)  survived  hospitalization  and  have  re- 
turned to  work. 

In  this  community,  in  persons  under  70  years 
of  age,  pure  CAD  death  at  the  time  of  ambu- 
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lance  contact  occurred  at  the  rate  of  6.4  and 
6.1  per  1000  ambulance  calls  in  1969  and  1970 
respectively.  During  1971,  pure  CAD  death 
fell  to  4.7  per  1000  ambulance  calls.  This  fig- 
ure would  have  been  7.9  per  1000  if  four 
patients  had  not  been  defibrillated  outside  the 
hospital  by  the  MCCU. 

In  Table  4,  a significant  reduction  from  the 
average  number  of  annual  pure  CAD  deaths 
as  a cause  of  death  is  attributed  to  the  year 

Table  4 

Annual  CAD  Death  as  a Cause  of  All  Deaths 


DEATHS 

CAD 

ANALYSIS 

Year 

CAD 

All 

others 

per 

1000 

deaths 

Chi 

Square 

Degrees 

of 

Freedom 

P 

1967 

211 

869 

195  \ 

1968 

213 

1034 

171  f 

1969 

224 

972 

187  f 

4.53 

3 

0.21 

1970 

198 

994 

166  ) 

1971 

181 

1003 

154 

4.40 

1 

0.01 

Total 

1027 

4872 

174 

8.93 

4 

0.06 

1971.  In  Table  5,  a meaningful  decrease  from 
the  average  annual  number  of  pure  CAD 
deaths  in  the  annual  population  of  the  com- 
munity took  place  in  the  year  1971. 

Discussion 

Coronary  artery  disease  is  the  leading  cause 
of  death  in  the  western  world  including  the 
United  States,  Virginia,  Charlottesville  and 


Table  5 


CAD  Deaths  Per  Annual  Population 


ANALYSIS 


Year 

CAD 

Deaths 

Population 

minus 

CAD 

deaths 

CAD 

deaths  per 
1000 
people 

Chi 

Square 

Degrees 

of 

Freedom 

p 

1967 

211 

71,570 

2.94  \ 

1968 

213 

73,194 

2.90  / 

1969 

224 

74,810 

2.99  / 

2.79 

3 

0.42 

1970 

198 

76,462 

2.58  \ 

1971 

181 

78,104 

2.32  ' 

6.24 

1 

0.01 

Total 

1027 

374,140 

2.74 

9.03 

4 

0.06 

Albemarle  County.  While  it  has  been  postu- 
lated that  the  introduction  of  the  HCCU  might 
reduce  community  mortality  from  CAD  by 
3%,8  the  introduction  of  the  HCCU  was  asso- 


ciated with  a rise  in  the  death  rate  from  CAD 
in  Edinburgh,  Scotland.9  In  Charlottesville 
and  Albemarle  County  the  introduction  of  the 
HCCU  in  1966  did  not  alter  the  community 
mortality  from  CAD  from  1963  to  1969.1 
Most  CAD  deaths  outside  the  hospital  are 
secondary  to  VF  which  may  be  removed  or 
prevented  if  appropriate  treatment  is  under- 
taken.10 The  inability  of  the  HCCU  to  alter 
appreciably  the  mortality  in  the  community 
from  CAD  may  reflect  the  fact  that  many  peo- 
ple died  of  VF  outside  the  hospital  without 
the  benefit  of  intensive  coronary  care. 

Prehospital  coronary  care  reduces  mortality 
from  AMI  in  several  ways.  Those  individuals 
who  are  identified  within  four  minutes  of  the 
onset  of  cardiac  arrest  and  are  properly  resus- 
citated frequently  recover  to  survive  hospitali- 
zation and  return  to  work  as  exemplified  by 
the  present  experience  and  that  of  others.11 
Furthermore,  deaths  from  CAD  during  the 
period  of  ambulance  contact  were  reduced 
after  the  initiation  of  systematic  prehospital 
coronary  care  in  this  community.  Six  per  cent 
of  individuals  with  AMI  are  protected  from 
premature  death  by  prehospital  treatment  of 
cardiac  ischemic  pain  and  dysrhythmias,  and 
in  half  this  group,  the  need  of  resuscitation  is 
prevented.2  Moreover,  the  subsequent  hospital 
mortality  of  individuals  under  70  years  of  age 
treated  by  a prehospital  coronary  care  system 
within  one  hour  of  the  onset  of  symptoms  is 
less  than  half  that  of  patients  who  have  been 
managed  by  a conventional  ambulance  service 
or  who  have  entered  the  hospital  via  the  emer- 
gency room.2  Another  effect  from  early  care 
is  the  reduction  of  morbidity  with  a low  inci- 
dence (4.9%)  of  cardiogenic  shock  possibly 
because  aggressive  early  management  may  pre- 
vent the  extension  of  the  size  of  the  AMI.2 

In  the  United  States,  it  has  been  estimated 
that  50  to  60%  of  CAD  deaths  occur  outside 
the  hospital.  In  Charlottesville  and  Albemarle 
County,  40  to  45  % of  CAD  deaths  occur  out- 
side the  hospital,1  and  70%  of  these  deaths 
take  place  within  two  hours  of  the  onset  of 
symptoms.5  Assuming  that  the  observed  pre- 
hospital CAD  deaths  occurring  more  than  15 
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minutes  after  the  onset  of  symptoms  were  the- 
oretically preventable  by  prehospital  coronary 
care,  a 15%  reduction  in  community  mortal- 
ity from  CAD  was  predicted.  In  1971,  the 
addition  of  prehospital  coronary  care  to  the 
existing  ambulance  system  in  this  community 
was  associated  with  an  11.5%  reduction  in 
CAD  death  as  a cause  of  all  deaths  and  15.3% 
reduction  in  CAD  deaths  per  1000  people. 
This  significant  reduction  in  the  community 
death  rate  from  CAD,  attributable  to  the  prac- 
tice of  prehospital  coronary  care  and  not  ap- 
parent in  the  four  year  period  after  introduc- 
tion of  the  HCCU  in  1966,1  suggests  that 
medical  resources  for  the  care  of  patients  with 
AMI  should  be  directed  at  improving  pre- 
hospital coronary  care  systems. 

The  reduced  CAD  mortality  may  be  as- 
cribed in  part  to  other  factors  related  to  the 
initiation  of  prehospital  coronary  care.  The 
education  of  the  community  about  CAD  by 
newspaper,  radio  and  television  and  the  indi- 
vidual notification  of  practicing  physicians 
about  the  MCCU  by  telephone  and  letter  pro- 
vided an  effect  not  possible  to  measure.  A 
simultaneous  fluctuation  downward  in  pure 
coronary  death  and  upward  in  other  causes 
of  death  might  have  influenced  these  observa- 
tions. However,  such  an  event  seems  unlikely 
in  view  of  the  statistical  significance  demon- 
strated by  chi  square  testing. 

The  provision  of  prehospital  coronary  care 
is  under  consideration  in  Virginia  Beach, 
Waynesboro  and  Bristol.  On  July  1,  1972, 
specifically  trained  and  certified  paramedical 
workers  may  legally  perform  cardiac  defibril- 
lation, start  intravenous  infusions  and  admin- 
ister medications  in  Virginia.12  Appropriate 
criteria  for  the  education  and  certification  by 
examination  of  ambulance  personnel  will  have 
to  be  developed  by  the  Virginia  Board  of 
Health.  At  present,  excellent  courses  in  cardio- 
pulmonary resuscitation  for  rescue  workers, 
nurses  and  physicians  are  available  through  a 
collaborative  effort  of  the  Virginia  Heart  As- 
sociation and  the  Virginia  Regional  Medical 
Program.  Clearly  ambulance  personnel  will 
soon  participate  in  the  curriculum  previously 


reserved  for  nurses  and  physicians  and  begin 
to  practice  not  only  resuscitation,  but  also 
prevention  of  the  need  for  resuscitation  in  the 
prehospital  management  of  AMI. 

Summary 

During  one  year’s  provision  of  prehospital 
coronary  care  using  existing  volunteer  and  hos- 
pital personnel,  96  calls  from  the  community 
were  answered.  Subsequently  51  (53.1%) 
patients  entered  a HCCU  of  whom  22 
(21.9%)  had  AMI  and  13  (15.6%)  coronary 
insufficiency.  Ventricular  fibrillation  was  re- 
moved outside  the  hospital  in  four,  and  two 
have  since  returned  to  work.  Two  of  the  22 
patients  with  AMI  died  indicating  a hospital 
mortality  of  9.5%.  Coronary  deaths  declined 
during  the  period  of  ambulance  contact.  A 
15.3%  reduction  in  CAD  deaths  per  1000  peo- 
ple in  the  community  was  recorded.  New 
equipment  cost  $3850.  Prehospital  coronary 
care  seems  a cheap,  effective  means  of  reduc- 
ing community  mortality  from  CAD. 
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A.  Total  no.  copies  printed  (Net  press  run) 4529 

B.  Paid  circulation 

1.  Sales  through  dealers  and  carriers,  street  vendors  and 

counter  sales  

2.  Mail  subscriptions 4289 

C.  Total  paid  circulation 4289 

D.  Free  distribution  (including  samples)  by  mail,  carrier  or 

other  means  225 

E.  Total  distribution  (sum  of  C and  D) 4514 

F.  Office  use,  left-over,  unaccounted,  spoiled  after  printing 15 

G.  Total  (sum  of  E & F — should  equal  net  press  run  shown 

in  A)  4529 


I certify  that  the  statements  made  by  me  above  are  correct  and  complete — E. 
ing  Editor. 


Actual  number  of  copies 
of  single  issue  published 
nearest  to  filing  date 
4675 
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4435 
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4660 

15 

4675 

Spencer  Watkins,  Manas- 


1196 


Virginia  Medical  Monthly 


CYCLIC  AMP 

A Mediator  of  Hormone  Response  and  Its  Clinical  Application 


Adenosine  3#,5'-Monophosphate 
plays  a major  role  in  hormonal 
regulation  and  is  a fundamental 
mechanism  for  the  transfer  of  in- 
formation and  biological  regula- 
tion. 


SINCE  THE  DISCOVERY  of  adenosine 
3', 5 '-monophosphate  (cyclic  AMP)  by 
Sutherland  and  Rail,1,2  it  has  been  recognized 
that  this  rather  unique  compound  is  the  media- 
tor of  numerous  hormone-induced  responses 
in  a variety  of  tissues.  The  original  studies  by 
these  investigators  and  their  associates  were 
focused  on  the  mechanism  of  epinephrine  and 
glucagon  induced  hyperglycemia.  From  studies 
with  liver  slices  and  extracts  they  demonstrated 
that  the  conversion  of  glycogen  to  glucose- 
phosphate  catalyzed  by  phosphorylase  was  the 
rate  limiting  step  in  glycogenolysis.3  The  addi- 
tion of  epinephrine  or  glucagon  to  liver  prep- 
arations resulted  in  increased  formation  of  a 
“heat  stable  factor”,  subsequently  identified  as 
cyclic  AMP  (Fig.  1).  Cyclic  AMP  increased 
the  activity  of  phosphorylase  and  resulted  in 
glycogen  breakdown  with  glucose  release.  In 
the  past  decade  from  work  in  many  labora- 
tories it  has  become  apparent  that  altered  ac- 
cumulation of  cyclic  AMP  in  tissues  is  the 
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mechanism  by  which  many  hormones  produce 
their  effects  on  biochemical  and  physiological 
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processes.  These  studies  have  led  to  the  “sec- 
ond messenger  concept”  formulated  by  Suth- 
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Fig.  2.  Second  messenger  concept  of  cyclic  AMP  (as 
modified  from  Sutherland  et  al.,  ref.  4) 

erland  and  his  associates  (Fig.  2). 4 Extracel- 
lular hormone,  whether  this  be  a catechola- 
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mine,  polypeptide  hormone,  etc.,  interacts  and 
binds  with  a receptor  site  on  the  cell  membrane 
of  the  appropriate  target  cell.  Through  an 
unknown  mechanism  (s)  the  hormone-receptor 
interaction  results  in  the  activation  of  adenyl 
cyclase,  an  enzyme  complex  in  the  membrane 
that  catalyzes  the  formation  of  cyclic  AMP 
and  pyrophosphate  from  ATP  in  the  presence 
of  a cation  such  as  magnesium.  Cyclic  AMP 
is  capable  then  of  carrying  out  intracellularly 
the  message  transmitted  by  the  hormone.  The 
primary  specificity  in  this  system  appears  to 
reside  in  the  hormone-receptor  interaction  for 
once  cyclic  AMP  is  generated  a cascade  of 
various  events  may  occur.  Cyclic  AMP  can 
regulate  a number  of  different  enzyme  activi- 
ties and  biochemical  pathways  directly  or  in- 
directly (see  below).  A second  area  of  specifi- 
city in  terms  of  a hormone  response  can  ob- 
viously also  lie  in  the  capabilities  and  enzy- 
matic machinery  of  the  cell  type  influenced 
by  the  hormone.  For  example,  while  epi- 
nephrine is  capable  of  increasing  cyclic  AMP 
accumulation  in  liver,  heart  and  fat  cell  prep- 
arations, the  predominate  effect  is  glycogeno- 
lysis  in  liver,  contraction  in  heart  and  lipolysis 
in  fat;  all  of  these  events  are  thought  to  be 
enhanced  by  increased  cyclic  AMP  accumula- 
tion. 

It  has  been  proposed  that  the  mechanism 
by  which  cyclic  AMP  regulates  a variety  of 
enzyme  activities  is  through  activation  of  a 
protein  kinase (s). 5 In  the  presence  of  cyclic 
AMP  this  enzyme  is  activated  and  dissociates 
into  a catalytic  unit  and  a regulatory  or  cyclic 
AMP  binding  unit.6,7  The  catalytic  unit  in 
the  presence  of  ATP  is  capable  of  phosphoryl- 
ating  a variety  of  proteins  such  as  phosphoryl- 
ase  kinase,  glycogen  synthetase,  hormone  sen- 
sitive lipase,  histone,  protamine,  casein,  etc. 
With  incorporation  of  phosphate  into  the  en- 
zyme protein  the  activity  of  a given  enzyme 
can  be  either  increased  or  decreased.  Another 
group  of  enzymes  (phosphatases)  are  capable 
of  removing  the  phosphate  from  the  protein, 
which  results  in  restoration  of  the  enzyme’s 
activity  to  its  original  state,  which  may  be  the 
inactive  or  active  form  depending  on  the  pro- 


tein enzyme  in  question.  In  general  the  en- 
zyme activities  which  can  be  regulated  by 
cyclic  AMP  can  also  be  controlled  by  other 
agents  and  factors  such  as  hexose  phosphates, 
other  nucleotides,  ions,  etc.  Therefore,  while 
it  is  possible  to  alter  the  activity  of  some  of 
these  enzymes  through  other  mechanisms,  it 
appears  quite  likely  that  hormonal  alteration 
of  these  enzyme  activities  is  brought  about  by 
raising  or  lowering  the  intracellular  levels  of 
cyclic  AMP. 

Cyclic  AMP  can  be  hydrolyzed  by  cyclic 
nucleotide  phosphodiesterase  to  5 '-AMP  result- 
ing in  inactivation  of  the  cyclic  nucleotide.8 
Agents  such  as  the  methylxanthines  (theophyl- 
line or  aminophylline,  caffeine  and  theobro- 
mine) can  competitively  inhibit  cyclic  AMP 
hydrolysis  by  this  group  of  enzymes.  By  in- 
hibiting these  phosphodiesterases  methylxan- 
thines permit  accumulation  of  cyclic  AMP  and 
potentiate  a number  of  hormone  responses. 
The  effects  of  methylxanthines  on  heart  rate 
and  contractile  force,  glycogenolysis,  lipoly- 
sis, bronchial  relaxation,  calcium  and  phosphate 
metabolism,  etc.,  are  all  consistent  with  this 
model.  Pharmaceutical  firms  are  actively  en- 
gaged in  the  synthesis  and  testing  of  new 
methylxanthine  analogues  in  search  of  new 
agents  of  greater  potency  and  tissue  specificity. 

The  adenyl  cyclase-cyclic  AMP-phospho- 
diesterase  system  has  been  found  in  essentially 
all  mamallian  tissues  and  a number  of  lower 
forms  including  fishes,  worms,  bacteria, 

etc.8-9-10 

Sutherland  and  his  associates  have  posed 
several  criteria  to  be  met  in  order  to  implicate 
cyclic  AMP  as  the  mediator  of  a hormone- 
tissue  interaction.4  These  include:  (a)  the 
demonstration  in  broken  cell  preparations  of 
the  tissue  an  adenyl  cyclase  system  whose  ac- 
tivity can  be  enhanced  by  the  hormone  in 
question  and  prevented  with  appropriate  phar- 
macological blocking  agents  or  antagonists  if 
available;  (b)  the  hormone  response  should  be 
enhanced  or  potentiated  with  inhibitors  of 
phosphodiesterases  such  as  methylxanthines; 
(c)  increased  accumulation  of  cyclic  AMP  in 
the  issue  with  hormone  exposure  should  occur 
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prior  to  or  coincident  with  the  biochemical 
or  physiological  response  regulated  by  the  hor- 
mone; (d)  cyclic  AMP  or  an  active  analogue 
of  the  nucleotide  should  mimic  the  response  of 
the  hormone.  With  respect  to  the  latter 
NG-2'-0-dibutyryl  cyclic  AMP  with  butyric 
acid  residues  on  the  6 amino  position  of  the 
purine  ring  and  2 hydroxyl  of  the  ribose 
moiety  has  been  one  of  the  oldest  and  most 
popular  analogues  for  study.  While  this  ana- 
logue was  synthesized  to  provide  the  nucleo- 
tide with  increased  penetration  through  cell 
membranes,11  it  seems  likely  that  other  factors 
as  well  may  account  for  its  increased  activity 
in  many  intact  cell  systems. 11,12,13  Pharmaceu- 
tical firms  have  been  synthesizing  many  cyclic 
AMP  analogues  for  both  research  tools  as  well 
as  potential  therapeutic  agents. 

Applying  these  criteria  reports  from  nu- 
merous laboratories  have  described  hormone- 
tissue  interactions  which  are  thought  to  be 
mediated  by  cyclic  AMP.  A partial  list  of 
some  of  these  hormones  and  the  tissues  and 
processes  which  they  influence  are  included 
in  Table  I (for  a more  complete  listing  the 
reader  is  referred  to  a recent  review  and 
monograph).4,14 

From  the  studies  summarized  above  and  oth- 
ers it  appears  that  cyclic  AMP  not  only  plays 
a major  role  in  hormonal  regulation  but  also 
as  a fundamental  mechanism  for  the  transfer 
of  information  and  biological  regulation.  There 
are,  however,  several  hormones  whose  effects 
appear  not  to  be  mediated  by  cyclic  AMP  or 
where  the  evidence  for  such  is  less  substantial. 
These  include  the  effects  of  angiotensin,  ste- 
roids, thyroxine,  kinins,  and  surely  others. 
Some  investigators  have  proposed  that  insulin 
may  mediate  some  of  its  effects  in  tissues  by 
decreasing  cyclic  AMP  accumulation.15,16 
While  these  observations  have  been  confirmed 
in  other  laboratories,  wide  acceptance  of  this 
hypothesis  is  not  present. 

Among  other  areas  my  laboratory  has  been 
interested  in  the  clinical  application  of  cyclic 
AMP  metabolism.  It  seemed  quite  plausible 
several  years  ago  that  some  endocrine  and 
metabolic  disorders  could  be  attributed  to  ab- 


normal synthesis  or  degradation  of  cyclic 
AMP.  It  was  known  that  cyclic  AMP  was 
present  in  several  body  fluids  including  urine8 
plasma  and  spinal  fluid.12  Because  of  availabil- 
ity of  specimens  and  the  ease  of  quantification 

Table  I 


Some  hormone-tissue  interactions  mediated  by 
cyclic  AMP 


Hormone 

Tissue 

Process  Altered 

Epinephrine, 

Norepinephrine 

liver 

heart 

fat  cells 

smooth  muscle 

pineal 

Islet  B-cell 

salivary  glands 

glycogenolysis 

contractility 

lipolysis 

contractility 

melatonin  synthesis 

insulin  secretion 

secretion 

Glucagon 

liver 
heart 
fat  cells 
Islet  B-cell 
Thyroid  C-cell 

glycogenolysis 

contractility 

lipolysis 

insulin  secretion 
calcitonin 
secretion 

ACTH 

adrenal  cortex 
fat  cell 

steroidogenesis 

lipolysis 

ADH 

kidney,  toad  blad- 
der & frog  skin 

water 

permeability 

FSH 

testis 

steroidogenesis 

LH 

testis,  ovary 

steroidogenesis 

PTH 

bone,  kidney 

Ca+  + , P04= 

Calcitonin 

bone,  kidney 

Ca++,  P04== 

TSH 

thyroid 

thyroid  hormone 
release 

MSH 

frog  skin 

melanin  dispersion 

Prostaglandins 

platletts 
fat  cells 

adhesiveness 

lipolysis 

Hypothalamic 

releasing 

anterior  pituitary 

trophic  hormone 
secretion 

factors 

we  examined  urine  levels  of  cyclic  AMP.  In 
our  early  studies  we  found  a diurnal  pattern 
in  the  urinary  excretion  of  cyclic  AMP.1'  The 
peak  excretion  rate  occurred  during  the  day, 
generally  in  the  afternoon.  Furthermore,  the 
diurnal  pattern  was  not  altered  by  exercise 
or  caffeine  in  the  diet.  The  diurnal  pattern  was 
also  found  in  hypoparathyroid  patients  suggest- 
ing that  changing  parathyroid  hormone  levels 
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was  not  an  explanation  of  the  phenomenon.  It 
has  been  reported  that  parathyroid  hormone,18 
glucagon,19  ADH20  and  catecholamines19  can 
increase  urinary  excretion  of  cyclic  AMP. 

Because  of  the  diurnal  pattern  we  examined 
cyclic  AMP  levels  in  24  hour  urine  samples. 
These  studies  were  done  with  hospitalized  pa- 
tients on  either  house  diets  or  low  calcium 
diets  (400  mg)  and  with  unrestricted  activity. 
All  patients  had  normal  renal  function  as  de- 
termined by  endogenous  creatinine  clearances 
of  greater  than  90  ml/min.  Urines  were  col- 
lected in  refrigerated  containers  and  aliquots 
were  stored  at  —20°  for  cyclic  AMP  and 
creatinine  determination.  Cyclic  AMP  was 
determined  with  protein-binding  displacement 
assays.21,22 

Table  II  summarizes  the  values  for  cyclic 
AMP  (umoles/g.  creatinine)  obtained  for 
patients  with  a variety  of  calcium  disorders. 

Table  II 

Cyclic  AMP  excretion  rates  in  normal  volunteers  and 
patients  with  calcium  disorders! 

Cyclic  AMP  excreted 


umoles/g.  creatinine 

Diagnosis 

No.  pts. 

(mean  + S.E.) 

Normal  volunteers  

. 12 

2.50+  .13 

Hypercalcemic  hyperpara- 

thyroidism  

. 8 

8.19+  .82* 

Normocalcemic  hyperpara- 

thyroidism  

. 7 

4.29±  .66* 

After  surgery  for  hyperpara 

thyroidism  

. 15 

3.13±  .32 

Hypoparathyroidism  

. 10 

1.48+  .10* 

Idiopathic  osteoporosis  . . . 

. 7 

3.29+  .36 

Idiopathic  nephrolithiasis  . . 

. 20 

2.80+  .17 

Carcinoma  with 

hypercalcemia  

. 3 

p 

+1 

00 

p 

rci 

* Values  are  significantly  different  than  the  normals 
t From  Murad  et  al.  (17,  23,  24) 


The  diagnosis  of  hyperparathyroidism  was 
confirmed  in  all  patients  in  the  series  by  histo- 
logical demonstration  of  adenoma  or  hyper- 
plasia. Seven  of  the  15  hyperparathyroid  pa- 
tients had  repeated  normal  serum  calciums 
(8.5-10.6  mg%)  and  fulfilled  the  criteria  for 
normocalcemic  hyperparathyroidism.25  Of  the 
hyperparathyroid  patients  examined  only  one 
had  a cyclic  AMP  excretion  rate  in  the  normal 


range;  the  remainder  were  elevated.  Another 
patient  with  hyperparathyroidism  also  had  a 
normal  excretion  rate  but  was  excluded  from 
the  series  because  of  an  abnormally  low  crea- 
tinine clearance  (25  ml/min.)  Fifteen  hyper- 
parathyroid patients  were  examined  after  sur- 
gical removal  of  adenomatous  or  hyperplastic 
parathyroid  glands  and  were  found  to  have  an 
essentially  normal  excretion  rate.  Of  these 
patients  8 were  examined  pre  and  post  opera- 
tively and  all  demonstrated  a decrease  in  cyclic 
AMP  excretion.  With  few  exceptions  the 
levels  decreased  to  normal.  Seven  patients  were 
examined  only  post  operatively. 

Hypoparathyroid  patients  (idiopathic,  post 
surgical  and  pseudo-)  excreted  less  cyclic  AMP 
than  normal.  Only  three  of  the  ten  hypopara- 
thyroid patients  examined  had  normal  excre- 
tion rates. 

Patients  with  osteoporosis  or  renal  stones 
of  unknown  etiology  and  several  patients  with 
pulmonary  carcinoma  with  metastases  and 
hypercalcemia  had  normal  excretion  rates.  A 
patient  with  sarcoidosis  and  hypercalcemia  had 
an  excretion  rate  of  1.26  umoles  cyclic 
AMP/g.  creatinine.17 

These  studies  indicate  that  cyclic  AMP 
levels  in  24  hour  urine  samples  can  assist  the 
clinician  in  making  the  diagnosis  of  hyperpara- 
thyroidism and  hypoparathyroidism.  With  the 
prevalence  of  renal  stones  and  osteoporosis  a 
relatively  simple  diagnostic  test  such  as  that 
described  should  save  both  the  physician  and 
the  patient  considerable  time  and  expense.  For 
evaluating  altered  parathyroid  function  cyclic 
AMP  excretion  rates  appear  to  be  as  reliable 
as  plasma  levels  of  immunoreative  parathyroid 
hormone.26  Cyclic  AMP  excretion  rates  can 
also  be  useful  in  the  differential  diagnosis  of 
hypoparathyroidism.  Patients  with  pseudo- 
hypoparathyroidism  have  decreased  urinary 
excretion  rates  of  cyclic  AMP  and  fail  to  in- 
crease it  with  parathyroid  hormone  adminis- 
tration.27 The  inability  of  a patient  with 
pseudohypoparathyroidism  to  increase  his 
urinary27,28  or  plasma28  cyclic  AMP  levels  with 
parathyroid  hormone  has  been  more  helpful 
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diagnostically  than  using  its  phosphaturic 
effect. 

As  described  above  factors  other  than  diur- 
nal pattern  and  parathyroid  function  can  alter 
cyclic  AMP  excretion.  For  example  patients 
with  reduced  renal  function  have  decreased 
excretion  as  well  as  diminished  parathyroid 
hormone  effect  on  cyclic  AMP  excretion.28,29 
Other  hormones  may  also  increase  cyclic  AMP 
excretion  such  as  antidiuretic  hormone20  glu- 
cagon19,28 and  catecholamines.19  However,  the 
effects  of  these  hormones  are  considerably  less 
than  that  of  parathyroid  hormone. 

Although  the  specificity  of  altered  urinary 
cyclic  AMP  excretion  warrants  additional  at- 
tention, it  has  proved  to  be  of  value  in  evaluat- 
ing parathyroid  function. 
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Infectious  Complications  of  Intensive  Care  in  the 
Neonate 


Although  assisted  ventilation  and 
umbilical  catherization  are  use- 
ful procedures  in  the  intensive 
care  of  the  newborn,  they  do  in- 
troduce significant  risk  of  infec- 
tion. 

INTENSIVE  CARE  for  newborn  infants  has 
received  well-deserved  emphasis  in  recent 
years.  In  order  to  obtain  the  best  results  from 
such  therapy  one  must  be  aware  of  its  risks. 
This  review  will  discuss  the  risks  of  infection 
associated  with  assisted  ventilation  and  umbili- 
cal catheterization. 

Assisted  Ventilation 

It  has  been  shown  that  mechanically  as- 
sisted ventilation  is  capable  of  arresting,  some- 
times permanently,  the  respiratory  failure  of 
the  respiratory  distress  syndrome  (RDS).  This 
suggests  that  death  may  occur  not  only  from 
inadequate  gas  exchange,  but  also  from  in- 
ability to  maintain  respiratory  effort. 

During  the  first  60  hours  of  RDS  there  is 
a high  respiratory  work  rate  compared  with  a 
relatively  low  oxygen  uptake  and  it  is  reason- 
able to  suggest  that  the  required  increase  in 
the  work  of  breathing  is  hindered  by  the  re- 
stricted oxygen  uptake  in  the  acute  stages  of 
the  disease.1 
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The  rationale  of  artificial  ventilation  is  to 
reduce  the  mechanical  work  of  the  infant’s 
respiratory  muscles  while  improving  alveolar 
ventilation  and  intrapulmonary  gas  exchange, 
with  reduction  in  both  respiratory  and  meta- 
bolic acidosis. 

To  achieve  these  ends  certain  risks  must  be 
taken.  These  risks  are  the  complications  asso- 
ciated with  the  use  of  respirators,  intubation 
and  tracheostomy.  A significant  part  of  these 
risks  or  complications  associated  with  respi- 
rator use  is  infection. 

Linsao  et  al.1  report  that  of  45  patients  with 
intermittent  negative  pressure  ventilation 
(INPV),  two  developed  septicemia  (one  with 
Klebsiella  pneumoniae  and  one  with  Pseudo- 
monas aeruginosa')  and  two  patients  developed 
pneumonia  secondary  to  aspiration  (organisms 
not  stated).  Both  of  the  septicemia  patients 
died  and  one  of  two  pneumonia  patients  died 
giving  an  overall  mortality  of  75%  with  the 
complication  of  infection  associated  with 
INPV. 

Fierer  et  al.2, 3 report  a Pseudomonas  aerugi- 
nosa epidemic  in  their  premature  nursery  re- 
sulting from  contamination  of  delivery  room 
resuscitators.  The  spectrum  of  their  infection 
included  septicemia,  infectious  diarrhea,  res- 
piratory distress,  pneumonia,  wound  infection 
and  conjunctivitis  due  to  the  pseudomonas  or- 
ganism. The  overall  mortality  in  the  22  in- 
volved infants  is  not  clear,  but  within  the  first 
three  days  of  the  epidemic,  three  infants  be- 
came ill  with  pseudomonas  infection  and  two 
of  the  three  died. 

Vapaavuori  and  Raiha4  summarize  their  ex- 
perience with  intensive  care  of  the  small  pre- 
mature infant  and  intermittent  positive  pres- 
sure ventilation.  Of  their  total  of  49  such  in- 
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fants  between  850  and  1250  grams,  22  sur- 
vived and  27  died.  It  is  of  interest  that  no  in- 
fection occurred  in  the  survivors.  In  those 
who  died,  infection  was  demonstrated  in  nine. 
The  degree  of  respiratory  distress  was  no 
greater  in  these  nine  infected  infants  than  in 
the  group  which  survived,  suggesting  that  in- 
fection is  a major  factor  in  mortality. 

The  advantages  of  elective  endotracheal  in- 
tubation are  at  least  as  important  in  the  ne- 
onate as  in  the  adult,5  e.g.  reduced  deadspace, 
avoidance  of  laryngeal  spasm,  prevention  of 
aspiration  during  silent  regurgitation  and  ease 
of  artificial  ventilation  without  gastric  dilata- 
tion. However,  the  edema,  damaged  epitheli- 
um, ulceration  and  squamous  metaplasia6  asso- 
ciated with  endotracheal  intubation  and  suc- 
tion predispose  the  infant  to  infection  via  the 
pulmonary  route.  This  added  to  the  contami- 
nation of  mechanical  ventilatory  and  resusci- 
tator  equipment  put  the  distressed  neonate  at 
considerable  risk  from  infection. 

Prevention  of  respiratory  infection  is  the 
foundation  of  any  management  program.  The 
most  troublesome  organisms  in  these  infec- 
tions are  gram-negative  bacteria.  These  mois- 
ture-dependent bacteria  had  a predilection  for 
the  lungs  of  seriously  ill  patients  before  the 
antibiotic  era,  and  the  use  of  antibiotics  that 
efficiently  eliminate  gram-positive  organisms 
has  increased  their  prevalence.  All  equipment 
except  motorized  units  should  be  gas-sterilized 
before  being  issued  to  the  patient.  Appropri- 
ate bacterial  filters  should  be  used.  Disposable 
items  should  be  discarded  and  reusable  equip- 
ment should  be  gas-sterilized  after  use.7 

Cultures  of  the  tracheal  aspirates  should  be 
obtained  daily.  Perhaps  the  initial  results  will 
only  represent  colonization,  but  with  this  in- 
formation the  clinician  may  be  ready  to  treat 
appropriately  should  invasive  infection  occur. 

Umbilical  Catheterization 

The  use  of  catheters  placed  in  the  umbilical 
vessels  has  been  advocated  for  monitoring, 
nourishing  and  treating  the  critically  ill  new- 
born.8, 9 Although  there  are  advantages  to  the 
use  of  umbilical  catheters  in  certain  instances 
in  the  critically  ill  newborn,  they  are  not  with- 


out risks.  These  include  thrombosis,  hemor- 
rhage and  sepsis.10  This  report  will  focus  at- 
tention on  the  umbilical  catheter  as  a source 
of  infection. 

Davies  has  recently  reviewed  the  routes  by 
which  the  newborn  infant  acquires  its  bac- 
terial flora.11  Immediately  after  vaginal  deliv- 
ery, Staphylococci  and  diphtheroids  may  be 
cultured  from  the  skin  of  the  newborn.  These 
organisms  can  usually  be  found  in  the  vaginal 
flora  of  the  mother  as  well,  suggesting  that 
they  are  acquired  during  delivery.  Subse- 
quently the  infant  is  also  colonized  by  bacteria 
to  be  found  in  the  environment  and  trans- 
mitted to  him  by  his  incubator  or  crib,  feed- 
ing implements,  clothing  and  attendants.  One 
of  the  most  rapidly  colonized  sites  is  the  um- 
bilicus. 

The  cord  is  a point  of  direct  entry  into  the 
blood  stream,  and  the  moist  cord  is  an  excel- 
lent culture  medium  for  bacteria.  Because  of 
its  irregular  surface  the  cord  is  difficult  to  ren- 
der sterile  during  the  usual  preparations  for 
umbilical  catheterization.  In  one  institution 
over  a six  month  period  a bacteriologically  pos- 
itive catheter  was  removed  from  71%  of  in- 
fants.12 The  occurrence  of  contamination  did 
not  appear  to  be  related  to  age  at  time  of  cathe- 
terization, duration  of  catheterization  or  vessel 
(artery  vs.  vein)  catheterized.  Organisms  most 
frequently  recovered  were  Staphylococci  and 
Pseudomonas.  Since  bacteria  were  demonstra- 
ble in  clots  within  the  lumens  of  the  catheters, 
it  was  suggested  that  bacterial  contamination 
was  related  only  to  the  act  of  catheterization. 
In  a concurrent  study  in  the  same  institution 
bacteremia  was  found  in  one  of  27  infants 
with  an  umbilical  catheter  (3.7%)  and  in  one 
of  143  normal  infants  without  umbilical  cathe- 
ters.13 All  infants  with  umbilical  catheters 
received  parenteral  penicillin  and  kanamycin. 

Similar  studies  have  been  reported  by  other 
workers  studying  both  surgical  and  percutane- 
ous catheters.  From  40%  to  45%  of  catheter 
tips  become  infected.14, 15  The  presence  of 
bacteria  was  not  related  to  the  method  or  du- 
ration of  insertion  or  to  the  type  of  fluid  in- 
fused. Antibiotics  did  not  prevent  septicemia 
since  three  cases  of  catheter-caused  sepsis  were 
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reported  in  adults  receiving  large  doses  of 
antibiotics  for  bacterial  endocarditis.16  Infec- 
tion was  best  prevented  by  rigid  asepsis  during 
insertion,  daily  dressing  change,  frequent  in- 
spection of  the  insertion  site  and  removal  of 
the  catheter  upon  development  of  phlebitis.17 
These  techniques  reduced  the  incidence  of 
catheter  contamination  to  5.2%.  Even  with 
these  precautions,  two  cases  of  bacteremia 
occurred,  one  of  which  was  fatal. 

Umbilical  catheters  have  a place  in  the 
treatment  of  the  critically  ill  or  very  small 
newborn  infant.  Their  use  is  not  without  risk, 
however.  Wherever  possible  alternative 
routes  should  be  used  for  infusing  fluids  or 
obtaining  arterial  blood  gases.  Although  pro- 
longed insertion  of  umbilical  catheters  may  be 
“covered”  with  antibiotics,  the  use  of  these 
drugs  does  not  prevent  bacterial  contamination 
or  disease.12, 13, 16  It  would  appear  that  at  pres- 
ent the  best  means  of  preventing  the  complica- 
tions of  umbilical  catherization  would  be  the 
avoidance  of  their  use  wherever  possible. 
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Public  Health.... 

y a 


Survey  of  Norfolk  Health  Needs 

To  budget  and  plan  effectively  for  public 
health  services,  every  local  health  officer  must 
periodically  measure  his  community’s  public 
health  needs  and  the  degree  to  which  they  are 
being  met. 

The  National  Communicable  Disease  Center 
(NCDC)  in  Atlanta,  Georgia,  with  its  sophis- 
ticated computer  system  assists  states  in  evalu- 
ating community  health  needs. 

This  service  includes  the  loan  to  the  local 
health  unit  of  an  NCDC  demonstration  co- 
ordinator to  teach  the  local  health  department 
staff  how  to  evaluate  community  health  by 
social  strata,  how  to  map  for  a household 
sampling  survey,  and  how  to  adapt  the  stand- 
ard NCDC  survey  questionnaire  form  for  its 
own  area. 

At  the  joint  request  of  the  Virginia  State 
Department  of  Health  and  Norfolk  Health 
Department  in  1969,  the  Norfolk  Health  De- 
partment became  the  first  local  health  unit  in 
Virginia,  and  one  of  only  65  in  the  Nation  to 
that  date,  to  take  advantage  of  this  service. 

Planning  for  the  Norfolk  community  health 
survey  started  in  December  1969.  It  was  fol- 
lowed by  health  stratification  mapping  and 
staff  training,  and  incorporation  of  additional 
questions  of  health  importance  to  Norfolk  in 
the  survey.  Five  teams  of  Public  Health 
Nurses  and  Sanitarians  began  interviews  in 
June  1969.  For  a period  of  two  weeks  the 
teams  visited  random  selections  of  more  than 
700  Norfolk  households  to  learn  about  such 
health  matters  as  extent  of  immunizations, 
health  hazards  in  housing,  neighborhood  en- 
vironmental health  problems,  usual  sources  of 
health  care,  and  modes  of  transportation  to 
health  care  sources. 

The  1969  data  was  up-dated  in  June  1971  to 
pinpoint  the  personal  and  environmental  health 
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conditions  in  Norfolk  which  would  need  at- 
tention for  some  time  to  come.  This  1971 
study  was  again  a random  sampling  of  house- 
holds in  the  same  neighborhoods  studied  in 
1969.  Virtually  the  same  survey  questions  were 
used.  Additional  questions  were  included, 
however,  with  regard  to  acceptance  of  family 
planning  and  methods  of  birth  control. 

Some  trends  of  interest  to  the  health  profes- 
sions emerged  from  the  1971  study  as  com- 
pared with  that  of  1969.  There  appeared  to  be 
decided  change  in  sources  of  health  care  and 
immunizations.  The  later  study  suggested  that 
Norfolk  households  were  obtaining  more 
health  care  and  immunizations— more  from  the 
private  physician  and  the  public  health  clinic, 
and  less  from  the  hospital  outpatient  clinic 
in  1971  than  they  had  in  1969. 

An  obvious  reason  for  this  trend  would 
of  course  be  the  initiation  in  Virginia  during 
1970  of  the  MEDICAID  program,  enabling 
the  indigent  family  for  the  first  time  to  seek 
and  obtain  care  from  the  physician  of  choice. 
Another  reason  for  the  trend  conceivably  was 
that  the  Health  Department  had  opened  two 
general  medical  clinics  in  underprivileged  areas 
between  surveys  and  had  conducted  a number 
of  special  school  immunization  programs. 

Overall,  the  proportion  of  households  re- 
porting the  private  medical  practitioner  as  the 
usual  source  of  medical  care  rose  by  approx- 
imately four  percent.  For  upper  and  lower 
strata  families  the  increase  was  in  the  neighbor- 
hood of  seven  percent.  For  middle  strata,  how- 
ever, a drop  of  almost  six  percent  was  seen  as 
a possible  response  to  the  city’s  vigorous  urban 
renewal  program. 

Overall,  approximately  60  percent  of  resi- 
dents in  1971  listed  the  private  practitioner  as 
their  usual  source  of  medical  care,  as  against 
only  approximately  seven  percent  using  public 

1209 


health— 17.9  percent  using  the  hospital  out- 
patient clinic. 

The  hospital  outpatient  service  as  a source 
of  medical  care  dropped  by  approximately  five 
percent,  but  least  among  lower  strata  families. 
Dependence  on  the  hospital  emergency  room 
for  medical  care  declined  slightly. 

Much  of  the  survey  data  was  concerned 
with  community  immunization  levels.  The 
average  local  public  health  officer  in  the  United 
States— and  those  in  Virginia  are  no  exception 
—continually  scrutinizes  this  factor  as  well  as 
his  resources  permit,  to  satisfy  himself  that 
preventable  communicable  disease  is  in  fact 
being  prevented. 

At  this  writing  it  seems  possible  that  the 
1972  change  in  Virginia’s  statutes  requiring 
selected  immunizations  among  pre-school  chil- 
dren as  a condition  for  entering  school  could 
result  in  a rising  level  of  immunizations  to  pre- 
vent pertussis,  measles  (rubeola),  rubella  and 
poliomyelitis. 

Returns  from  the  1971  Norfolk  survey  indi- 
cated that  any  such  push  toward  more  wide- 
spread poliomyelitis  protection  would  be  ben- 
eficial. It  appeared  that  there  has  been  a drop 
of  nearly  seven  percent  overall  in  those  report- 
ing full  immunization  against  this  crippling  and 
sometimes  fatal  disease.  Only  in  lower  strata 
neighborhoods,  such  as  Norfolk’s  existing  and 
projected  Model  City  neighborhoods,  where 
public  health  effort  is  concentrated,  had  there 
been  an  increase  in  the  overall  protection  level 
between  1969  and  1971.  This  rise  amounted 
to  some  seven  percent. 

But  even  in  those  areas,  among  pre-school 
children,  the  poliomyelitis  immunization  level 
was  reported  as  lower  than  in  1969.  As  a fol- 
lowup to  these  data,  Norfolk  Health  Depart- 
ment in  cooperation  with  the  Immunization 
Activities  Project  of  the  Virginia  State  De- 
partment of  Health,  conducted  a Sunday  mass 
clinic  operation  February  27,  1972,  which 
stressed  polio  protection  along  with  measles 
and  rubella.  The  program  was  endorsed  by 
Norfolk  County  Medical  Society  and  the 
Tidewater  Pediatric  Association.  Attendance 


at  clinics  held  in  middle  strata  neighborhoods 
was  higher  than  in  Model  City  areas. 

Survey  returns  indicated  that  Norfolk  was 
better  protected  in  1971  than  in  1969  against 
epidemics  of  both  measles  and  rubella.  The 
1971  measles  immunity  among  children  one 
to  14  years  of  age  was  reported  at  more  than 
78  percent.  This  included  approximately  61 
percent  who  were  immune  through  immuniza- 
tion rather  than  the  hazardous  and  outmoded 
practice  of  contracting  the  disease.  But  young- 
er children,  up  to  four  years,  where  the  im- 
munization level  had  reached  58  percent  in 
1971  were  not  as  well  protected  as  all  children 
up  to  14. 

Overall  rubella  immunity  through  immuni- 
zation among  children  up  to  11  years  of  age 
reached  approximately  71  percent.  This  in- 
cluded nearly  60  percent  who  were  reported 
immune  through  immunization  rather  than  ill- 
ness. No  comparison  of  the  rubella  protection 
level  between  1969  and  1971  could  be  made. 
In  1969,  rubella  vaccine  had  not  yet  been  made 
available  on  a widespread  basis  in  Virginia. 

Between  1969  and  1971  the  number  of  chil- 
dren who  became  immune  to  pertussis  because 
of  immunization  rather  than  through  contract- 
ing whooping  cough  rose  two  percent.  Less 
favorable  was  the  finding  that  immunization  of 
children  against  diphtheria,  pertussis  and  teta- 
nus was  lower  by  approximately  1 0 percent  for 
preschoolers  and  by  approximately  22  percent 
among  children  up  to  14  who  required  boosters 
for  complete  immunity. 

According  to  the  1971  survey,  slightly  over 
94  percent  of  the  upper  strata  preschoolers  had 
completed  a primary  series  of  DPT  immuniza- 
tion, an  increase  of  more  than  one  percent 
from  1969  to  1971.  On  the  other  hand,  in 
the  upper  strata,  those  up  to  14  completing  the 
series  with  boosters  amounted  to  only  79  per- 
cent, a sharp  drop  of  13  percent  during  the 
two  year  period.  There  were  other  interesting 
changes  in  immunization  levels  among  popula- 
tions in  the  three  strata,  too  lengthy  for  dis- 
cussion here.  Copies  of  the  survey  analysis 
are  available  free  to  any  physician  who  re- 
quests them  from:  Norfolk  Health  Depart- 
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ment,  Room  209,  401  Colley  Avenue,  Nor- 
folk, Virginia  23507.  Telephone:  441-2446. 

Fully  half  the  data  derived  from  the  Nor- 
folk Community  Health  Survey  related  to 
environmental  health,  including  the  condition 
of  housing.  With  today’s  much  publicized  in- 
terest in  and  fragmented  governmental  respon- 
sibility for  control  of  environmental  pollution 
the  public  health  department  remains  the  first 
line  of  defense  in  this  area,  particularly  for  the 
micro-environment  on  which  human  health 
immediately  depends. 

To  assess  these  several  environmental  fac- 
tors in  the  Community  Health  Survey  one 
team  of  Public  Health  Sanitarians  observed  the 
outdoor  environment  in  the  strata  blocks  while 
a second  team  reviewed  indoor  sanitation  and 
housing.  When  findings  from  both  teams  were 
correlated  in  the  1969  and  1971  studies,  evalu- 
ation indicated  that  the  city’s  environment  was 
showing  either  relative  improvement  or  at  least 
no  marked  decline. 

In  1971,  for  example,  rodent  infestation  con- 
tinued to  be  virtually  nonexistent.  Some  other 
outright  environmental  health  hazards,  such 
as  sewerage  leadage  and  prominent  air  pollu- 
tion elements  in  residential  neighborhoods, 
remained  at  a negligence  level.  On  the  other 
hand,  a decided  increase  in  neighborhood  lit- 
tering, amounting  to  14  percent  overall,  was 
observed.  Another  overall  rise  was  noted  in 
unapproved  refuse  storage.  This  latter  factor 
appeared  to  have  increased  nearly  six  percent 
with  a corresponding  surge  in  potential  for 
breeding  of  household  flies  and  spread  of  fly- 
borne  disease. 

Housing  quality  appeared  to  be  on  the  up- 
grade in  1971,  with  approximately  67  percent 
of  Norfolk’s  housing  rated  good,  as  against 
63  percent  in  1969.  There  was  also  a marked 
increase  overall  in  housing  rated  fair  rather 
than  poor.  The  latter  change  was  noted  in 
middle  strata  neighborhoods,  for  example, 
among  those  areas  where  the  Health  Depart- 
ment’s housing  hygiene  program  was  in 
progress. 

Both  household  size  and  the  number  of  pre- 


school children  per  household  appear  to  be 
smaller  in  1971  than  in  1969.  Although  lower 
strata  families  still  in  1971  had  a fraction  more 
people  per  family  than  the  norm  of  the  city 
as  a whole— 3.39  as  against  3.08— these  families 
registered  the  second  greatest  decline  in  per- 
centage of  children  under  four  years. 

These  trends,  coupled  with  changes  that 
seemed  to  be  approaching  in  terms  of  the  rise 
in  tenant  occupied  housing  in  many  sections 
of  the  city  between  1969  and  1971,  would  ap- 
pear to  present  potential  health  factors  of  inter- 
est both  to  public  health  and  to  the  physician 
in  private  practice.  If  Norfolk  is  on  the  way 
to  becoming  a city  of  multiple  residency 
rented  dwelling  units,  occupied  by  more  adults 
per  unit  than  in  the  past  rather  than  one  of 
owner  occupied  single  family  dwellings  where 
less  rather  than  more  small  children  live,  there 
would  follow  a corresponding  change  in  the 
life  style  and  health  needs  of  the  city’s  popu- 
lation. 

Two  matters  of  health  interest  not  included 
in  the  1969  survey  were  introduced  for  study 
in  1971:  testing  for  plumbism  among  children 
ages  one  through  five  years,  and  inquiries  re- 
garding family  planning  acceptance  and  pre- 
ferred practices. 

The  average  age  of  the  children  whose  blood 
lead  levels  caused  concern  was  3.03  years. 
Approximately  half  were  white  and  half  non- 
white, and  more  than  half  were  boys.  The 
afflicted  children  were  found  in  families  all 
over  the  city,  not  just  among  those  living  in 
deteriorated  areas,  although  in  the  latter  the 
rate  ran  far  higher.  These  data  suggest  that 
the  physician  whose  practice  involves  the  pre- 
school child  should  remain  sensitive  to  the 
possibility  of  plumbism. 

Of  the  households  in  the  sampled  population 
in  the  child-bearing  age,  approximately  40  per- 
cent indicated  reliance  upon  “the  pilT’  for 
birth  control,  as  compared  to  five  percent  for 
the  IUD,  four  percent  for  the  diaphragm, 
three  percent  for  foams,  and  only  one  percent 
for  both  condom  and  rhythm  method.  Since 
no  questions  regarding  family  planning  were 
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included  in  the  1969  survey,  comparisons  be- 
tween 1969  and  1971  could  not  be  made. 

Among  the  survey  strata  studied  in  1971, 
there  were  variations  from  the  overall  per- 
centages. The  diaphragm  was  used  more  often— 
seven  percent— among  upper  strata  households 
than  in  any  others.  No  preference  whatever 
was  reported  in  lower  strata  households  either 
for  the  diaphragm  or  rhythm  method,  a pos- 
sible indication  that  choice  here  involved 
household  amenities  and  educational  level,  or 
both.  Nearly  seven  percent  of  upper  level 
families  also  used  foam,  however.  The  high- 


est of  the  IUD  was  reported  from  lower  strata 
families,  at  six  percent.  - 

The  Norfolk  study  appeared  to  document 
an  appreciable  degree  of  change  over  a rela- 
tively short  time  span  of  only  two  years.  This 
was  something  of  a surprise,  although  it  should 
not  have  been. 

With  data  such  as  these  outlined  here,  the 
local  health  officer  should  be  somewhat  better 
fortified  for  his  task  of  dealing  with  rapid 
change.  Particularly  in  heavily  populated  urban 
areas  is  such  information  urgently  needed  on 
a current  basis. 


Gonorrhea — Too  Embarrassing  to  Report? 


Detection  and  treatment  of  gonorrhea  is  too 
important  a health  problem  to  be  neglected 
because  of  inconvenience  or  embarrassment, 
John  D.  Nelson,  M.D.,  Dallas,  Texas,  declares 
in  an  editorial  in  the  August  issue  of  the  Amer- 
ican Journal  of  Diseases  of  Children , a publi- 
cation of  the  American  Medical  Association. 

“The  United  States  Public  Health  Service 
is  embarking  on  a campaign  against  gonorrhea. 
Until  effective,  safe  vaccines  are  available,  this 
means  identification  and  treatment  of  infected 
individuals  and  their  sexual  contacts.” 

The  infected  female  who  shows  no  obvious 
symptoms  is  the  major  culprit.  Most  females 
show  either  no  symptoms  or  minimum  symp- 
toms of  the  disease  and  may  not  be  aware  they 
are  infected.  The  male  is  likely  to  develop 
painful  and  obvious  symptoms  that  will  lead 
him  to  seek  treatment. 

Surveys  of  selected  groups  of  girls  indicate 
asymptomatic  (showing  no  outward  signs) 
infection  rates  from  5 per  cent  to  25  per  cent, 
depending  on  the  group  studied. 

In  urging  the  medical  profession  to  join  in 
the  campaign,  Dr.  Nelson  says: 

“Private  practitioners  can  assist  tremendously 


in  this  effort  by  detecting  and  treating  gono- 
coccal infection  in  a segment  of  the  popula- 
tion likely  to  be  missed  by  the  usual  public 
health  programs. 

“The  first  step  is  to  recognize  the  enormity 
of  the  gonorrheal  problem;  then  physicians 
and  lay  people  alike  must  discard  Victorian 
notions  of  morality  regarding  venereal  disease. 
Only  when  that  hurdle  is  passed  can  we  effec- 
tively cope  with  the  problem. 

“We  urge  that  physicians  begin  routine 
screening  for  asymptomatic  gonococcal  infec- 
tion in  teen-age  girls.  Technical,  legal  and 
ethical  problems  may  deter  some  physicians 
from  routine  screening,  but  none  is  insur- 
mountable. 

“There  is  no  legal  obligation  for  the  phy- 
sician to  inform  parents  that  their  son  or 
daughter  has  gonorrheal  infection  which  re- 
quires treatment.  He  may  feel  certain  ethical 
responsibilities  depending  upon  his  relation- 
ship with  them.  This  is  something  that  each 
physician  would  have  to  decide  for  himself 
and  probably  have  to  individualize  for  each 
case.” 
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Medicare— Part  B . . 


• • 


For  lack  of  adequate  physician  bill  itemi- 
zation and  medical  information  Medicare  B in 
a recent  ten  day  period  made  a minimum  of 
3600  telephone  calls  to  physicians’  offices. 
These  calls  required  between  400  and  600 
working  hours  on  the  part  of  Medicare  per- 
sonnel and  an  equal  amount  of  time  from  the 
physician’s  medical  assistant. 

Commonly  telephone  calls  to  physicians’  of- 
fices to  acquire  additional  information  involve 
requests  for: 

1.  IH  care  breakdown  of  charges.  Exam- 
ple: 1st  day  $15.00,  2nd  day  IH  $10.00, 
Remaining  days  $5.00  each. 

2.  ICU  and  CCU  Unit— Total  time  (in 
hours  and  minutes)  spent  with  patient 
for  each  day  a charge  was  made. 

3.  What  type  of  consultation  (see  Coding 
Guide  published  December  1971  issue 
Virginia  Medical  Monthly)  and  name  of 
referring  physician. 

4.  Size  of  laceration  or  lesion  and  how 
removed. 

5.  Exact  date  of  surgery  or  other  service. 

6.  When  concurrent  care  rendered  by  two 
or  more  physicians,  why  was  care  by 
more  than  one  physician  medically  nec- 
essary. 

7.  Interpretation  of  illegible  bills. 

8.  Anesthesia  time  and  reason  for  modify- 
ing units  and  exact  surgical  procedure 
performed. 

9.  The  medical  necessity  (diagnosis)  for 
each  procedure  performed.  Example: 
For  each  laboratory  test,  each  x-ray,  etc. 

Usually,  upon  request,  the  physician  or  his 
medical  assistant  promptly  provides  the  nec- 
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essary  information;  however,  obtaining  the  in- 
formation by  telephone  is  expensive  and  time 
consuming  not  only  to  Medicare  but  to  the 
individual  physician  also.  If  the  required  in- 
formation were  provided  on  the  physician’s 
bill  at  the  time  of  submission,  this  expense 
could  be  avoided. 

Until  recently  Medicare  B had  attempted  to 
call  a physician’s  office  no  more  than  once  each 
day.  We  also  had  one  person  assigned  to  make 
all  telephone  calls  to  the  physician’s  office.  Ex- 
perience indicates  that  this  system  is  inefficient 
and  tended  to  slow  the  payment  of  claims. 
We  have  changed  to  a new  system  under 
which  it  is  expected  that  more  than  one  call 
per  day  will  be  received  by  the  physician’s 
office  and  quite  possibly  from  different  Medi- 
care employees.  We  regret  the  need  for  this 
change  but  it  is  expected  to  expedite  necessary 
information  gathering  and  bill  payment. 

WHAT  CAN  THE  PHYSICIAN  BILL 
HIS  PATIENT  WHEN  HE  ACCEPTS 
THE  ASSIGNMENT  OF  MEDICARE 
BENEFITS: 

1.  The  co-insurance— 20%  of  the  allowed 
amount. 

2.  Any  portion  of  the  $50  deductible  satis- 
fied from  his  bill. 

3.  Any  service  billed  that  is  not  covered 
by  Medicare.  Example:  Refractions  are 
not  covered  by  Medicare;  B-12  Injec- 
tions for  many  diagnoses  are  not  cov- 
ered by  Medicare. 

In  essence  the  patient  may  be  billed  for 
any  charge  not  reduced  in  amount  as  being 
more  than  the  physician  customary  or  the  pre- 
vailing charge. 
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The  Medical  Society  of  Virginia  . . . . 


Minutes  of  Council 

A meeting  of  the  Council  of  The  Medical  So- 
ciety of  Virginia  was  held  at  Society  headquarters 
on  Wednesday,  September  13. 

Members  Present:  Dr.  William  S.  Hotchkiss, 
Dr.  Carl  E.  Stark,  Dr.  James  M.  Moss,  Dr.  W. 
Leonard  Weyl,  Dr.  Mack  I.  Shanholtz,  Dr.  Har- 
ry J.  Warthen,  Dr.  Thomas  S.  Edwards,  Dr. 
Raymond  S.  Brown,  Dr.  Arthur  A.  Kirk,  Dr. 
Carrington  Williams,  Jr.,  Dr.  George  J.  Carroll, 
Dr.  Baxter  H.  Byerly,  Dr.  John  A.  Martin,  Dr. 
James  C.  Respess,  Dr.  Alvin  E.  Conner,  Dr. 
James  Hal  Smith  and  Dr.  Thomas  L.  Lucas. 

Others  Present:  Dr.  Anthony  J.  Munoz,  Sec- 
ond Vice-President;  Dr.  Gerald  J.  Fisher,  Third 
Vice-President;  Dr.  William  J.  Hagood,  Vice- 
Speaker;  Dr.  W.  Callier  Salley,  Dr.  Alexander 
McCausland  and  Dr.  William  R.  Hill,  AMA 
Delegates;  Dr.  William  Grossmann  and  Dr.  F. 
Ashton  Carmines,  AMA  Alternate  Delegates;  Dr. 
William  R.  Drucker,  Dean,  University  of  Vir- 
ginia School  of  Medicine;  Dr.  Warren  H.  Pearse, 
Dean,  Medical  College  of  Virginia;  Mr.  James  S. 
Imboden,  AMA  representative;  Mr.  Robert  G. 
Stuart,  Executive  Secretary,  VaMPAC;  and  Mr. 
William  R.  Miller,  Attorney. 

Optometry 

Dr.  James  P.  Gardner,  Jr.,  President  of  the 
Virginia  Optometric  Association,  addressed 
Council  and  urged  that  every  effort  be  made  to 
bring  about  a better  working  relationship  be- 
tween medicine  and  optometry.  He  stated  that 
there  are  approximately  300  optometrists  in  Vir- 
ginia and  that  most  Virginia  communities  with 
populations  of  5,000  or  more  have  at  least  one. 

Dr.  Gardner  went  on  to  deplore  the  apparent 
distrust  existing  between  the  two  groups  and  as- 
sured Council  that  Virginia  optometrists  have  no 
desire  to  practice  medicine  and  treat  diseases. 
He  expressed  the  hope  that  both  groups  would 
accept  the  challenge  to  find  a common  ground 
for  cooperation. 

A number  of  questions  were  asked  and  it  was 
learned  that  schools  of  optometry  in  the  United 
States  are  accredited  and  that  optometrists  are 
commissioned  in  the  Armed  Forces.  Dr.  Gard- 
ner did  not  believe  there  was  conflict  of  interest 
when  optometrists  do  refractions  and  also  dis- 
pense. 


Following  an  Executive  Session,  it  was  moved 
by  Dr.  Moss  that  a Liaison  Committee  to  the 
Virginia  Optometric  Association  be  appointed 
and  that  the  Committee  maintain  appropriate  liai- 
son with  the  Virginia  Society  of  Ophthalmology 
& Otolaryngology.  The  motion  was  seconded  and 
carried. 

Medical  Assistants 

Dr.  W.  D.  Buxton,  representing  the  Commit- 
tee on  Mental  Health,  discussed  an  opinion  by 
the  Attorney  General  which  states  that  an  as- 
sistant employed  by  a psychiatrist  is  not  exempt 
from  that  part  of  the  Code  regulating  the  prac- 
tice of  psychology.  Many  psychiatrists  depend 
on  their  employees  to  conduct  various  psycho- 
logical tests — with  the  understanding  that  such 
testing  is  always  done  under  the  physician’s  su- 
pervision. 

Dr.  Buxton  went  on  to  say  that  this  is  a matter 
of  general  concern  since  other  medical  specialties 
could  be  affected.  It  would  appear  that  an  amend- 
ment to  the  Code  will  be  necessary  if  the  problem 
is  to  be  effectively  solved.  Dr.  Buxton  reported 
that  Dr.  George  Kriegman,  on  behalf  of  the 
Neuropsychiatric  Society  of  Virginia,  has  done 
a great  deal  of  work  in  this  regard  and  has  a pro- 
posed amendment  already  drawn  and  ready  for 
use. 

A motion  was  then  offered  by  Dr.  Stark  call- 
ing for  The  Medical  Society  of  Virginia  to  take 
such  steps  as  might  be  necessary  to  correct  the 
problem  and  that  the  Legislative  Committee  be 
requested  to  follow  through.  The  motion  was 
seconded  and  carried. 

Non-Physician  Groups 

Dr.  Buxton  also  discussed  a resolution  referred 
to  Council  by  the  Committee  on  Mental  Health 
having  to  do  with  non-physician  allied  personnel 
and  their  efforts  to  seek  compensation  through 
Blue  Cross-Blue  Shield.  Included  in  these  non- 
physician groups  are  clergymen,  social  workers, 
psychologists,  etc. 

The  resolution  would  request  that  Blue  Shield 
only  pay  claims  for  illness  when  bills  are  sub- 
mitted by  licensed  physicians.  It  stated  that  good 
medical  practice  requires  that  diagnostic  pro- 
cedures, comprehensive  evaluation  of  a patient 
and  overall  treatment  supervision  must  be  under 
the  primary  direction  and  supervision  of  a li- 
censed physician.  The  resolution  also  pointed 
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out  that  any  insurance  coverage  providing  for 
direct  payment  to  non-physician  allied  personnel 
would  not  be  appropriated  under  a medical  health 
insurance  program  and  would  not  be  representa- 
tive of  “good  medical  practice”. 

There  followed  considerable  discussion  during 
which  a question  was  raised  as  to  whether  the 
resolution’s  approach  might  not  be  a bit  too 
broad.  Following  a motion  that  the  resolution  be 
approved,  Dr.  Stark  introduced  a substitute  mo- 
tion which  would  refer  the  matter  to  the  House 
of  Delegates.  The  substitute  motion  was  second- 
ed and  adopted. 

Compulsory  Smallpox  Vaccination 

The  Norfolk  County  Medical  Society  had  re- 
quested that  Council  be  advised  of  its  recent  ac- 
tion on  the  subject  of  smallpox  vaccination.  It 
has  unanimously  endorsed  a recommendation  call- 
ing for  the  discontinuation  of  compulsory  vac- 
cination of  school  children.  Reasons  cited  were 
the  high  incidence  of  risk  in  immunization  and 
the  low  incidence  of  smallpox  in  the  world. 

Dr.  Shanholtz  reported  that  the  latest  informa- 
tion available  indicates  that  there  has  been  a 38% 
increase  in  reported  cases  of  smallpox  during  the 
first  7 !4  months  of  1972.  Cases  have  been  re- 
ported in  18  countries.  Dr.  Shanholtz  also  stated 
that  it  is  somewhat  difficult  to  compare  the  risk 
of  the  disease  itself  with  the  risk  attributed  to  the 
vaccination.  It  should  be  somewhat  easier  to 
make  the  comparison  in  the  future  but  it  is  diffi- 
cult at  the  present  time.  He  stressed  the  fact 
that  the  Board  of  Health  welcomes  the  advice 
and  guidance  of  The  Medical  Society  of  Virginia 
and  will  work  with  it  in  every  possible  manner. 

It  was  then  moved  by  Dr.  Weyl  that  The 
Medical  Society  of  Virginia  reaffirm  its  recent 
actions  in  support  of  compulsory  smallpox  vac- 
cination of  school  children.  The  motion  was 
seconded  and  carried. 

Comprehensive  Health  Planning  Councils 

Council  was  advised  that  an  effort  is  being 
made  to  bring  comprehensive  health  planning 
councils  under  regional  planning  districts.  This 
would  be  accomplished  either  by  gubernatorial 
decree  or  legislation  in  the  1973  Session  of  the 
General  Assembly.  Virginia  law  at  this  time  pro- 
vides for  local  determination. 

Dr.  Grossmann  reported  that  some  progress 
has  been  made  in  finding  a solution  to  the  prob- 
lem—the  effort  being  made  at  the  State  level.  He 
stated  that  the  local  option  plan  has  worked  well 
and  that  local  councils  are  doing  a very  good  job. 
He  expressed  the  hope  that  Council  would  en- 
dorse the  present  local  option  concept  since  sup- 


port by  the  medical  community  is  vital  to  the 
survival  of  the  local  councils. 

It  was  then  moved  by  Dr.  Edwards  that  Coun- 
cil recommend  that  local  option  be  retained 
where  comprehensive  health  planning  councils 
are  concerned.  The  motion  was  seconded  and 
adopted  with  the  understanding  that  a copy  of 
the  action  would  be  sent  Mr.  Otis  Brown,  a mem- 
ber of  the  Governor's  recently  appointed  Cabinet. 

Nominating  Procedure 

The  Committee  Studying  the  Future  Mission 
of  the  Society  has  devoted  a great  deal  of  its  time 
reviewing  the  Society’s  nominating  procedure. 
It  has  recognized  the  fact  that  no  one  system  or 
procedure  is  perfect.  After  taking  all  factors 
into  consideration,  the  Committee  recommended 
that  the  present  Nominating  Committee  be  abol- 
ished and  that  future  nominations  be  made  di- 
rectly from  the  floor  of  the  House.  It  further  rec- 
ommended that  there  be  one  nominating  speech 
of  not  over  five  minutes,  and  one  seconding 
speech  not  to  exceed  two  minutes. 

It  was  then  stated  that  local  experience  had 
proved  the  open  nomination  method  generally 
unsatisfactory  and  that  only  a Nominating  Com- 
mittee could  bring  about  some  semblance  of 
order.  Consequently,  Dr.  Moss  moved  that  the 
recommendation  of  the  Future  Mission  Commit- 
tee not  be  approved  and  the  Nominating  Com- 
mittee be  retained.  The  motion  was  seconded. 

Following  further  discussion,  a substitute  mo- 
tion was  introduced  by  Dr.  Moss  calling  for 
the  appointment  of  an  ad  hoc  committee  to  study 
the  problem  and  report  its  findings  at  the  next 
meeting  of  Council.  The  substitute  motion  was 
seconded  but  lost. 

Another  substitute  motion  was  then  introduced 
by  Dr.  Respess  which  would  have  all  nominations 
originate  with  the  Nominating  Committee,  en- 
courage two  nominees  for  each  office,  provide 
sufficient  time  for  the  Districts  to  caucus  and 
refer  the  overall  question  to  the  House  of  Dele- 
gates. The  substitute  motion  was  seconded  and 
lost. 

Council  then  returned  to  the  original  motion 
and  voted  to  amend  it  in  such  manner  as  to  en- 
courage the  nomination  of  more  than  one  candi- 
date for  each  office  and  to  include  in  the  Nom- 
inating Committee  report  nominations  for  all  of- 
fices and  other  vacancies  such  as  Board  of  Med- 
ical Examiners,  etc.  The  motion  was  then  adopt- 
ed as  amended. 

Rules  of  Procedure 

Each  vear  Council  is  requested  to  review  the 
Rules  of  Procedure  which  govern  the  conduct 
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of  business  in  the  House  of  Delegates  and  rec- 
ommend such  changes  as  it  believes  advisable. 
Current  Rules  were  considered  to  be  quite  satis- 
factory and  a motion  for  approval  by  Dr.  Ed- 
wards was  seconded  and  carried. 

Medical  Data  Services 

The  Future  Mission  Committee  reported  on 
its  consideration  of  a proposal  by  a subsidiary  of 
Charter  Medical  that  the  Society  provide  certain 
specific  services  to  its  membership.  Such  serv- 
ices would  be  in  the  areas  of  financial  manage- 
ment, personnel  management,  taxation,  legal  as- 
sistance, etc.  It  was  learned  that  several  mecjical 
societies  have  negotiated  similar  programs  which 
have  been  well  received. 

It  was  the  consensus  that  the  Society  should 
proceed  slowly  in  the  development  of  such  a 
program  and  that  further  study  seems  in  order. 
It  was  mentioned  that  some  medical  foundations 
have  provided  similar  services  to  their  members 
and  this  possibility  should  not  be  overlooked. 

A motion  by  Dr.  Stark  calling  for  the  Future 
Mission  Committee  to  continue  its  study  and  re- 
port back  at  a later  date  was  seconded  and 
adopted. 

Prayer  Breakfast 

Dr.  Grossmann  stated  that  he  had  been  very 
much  impressed  with  “Prayer  Breakfasts”  spon- 
sored by  AMA  and  the  President’s  Prayer  Break- 
fast held  each  year  in  Washington.  It  was  his 
feeling  that  The  Medical  Society  of  Virginia 
should  take  the  lead  in  bringing  medicine  and 
religion  closer  together  in  every  possible  manner 
,and  that  a Breakfast  would  be  a positive  step 
toward  this  end.  The  Society’s  Committee  on 
l Medicine  and  Religion  was  commended  on  its 
effort  to  promote  a Prayer  Breakfast  during  the 
1971  Annual  Meeting  and  disappointment  was 
expressed  over  its  poor  reception  by  the  mem- 
bership. 

It  was  moved  by  Dr.  Respess  that  Dr.  Gross- 
mann be  requested  to  arrange  and  conduct  a 
Prayer  Breakfast  at  the  first  appropriate  Annual 
Meeting  of  the  Society.  The  motion  was  sec- 
onded. 

A substitute  motion  was  then  offered  by  Dr. 
Stark  which  would  refer  the  matter  to  the  Com- 
mittee on  Medicine  and  Religion  with  an  expres- 
sion from  Council  that  Prayer  Breakfasts  be  ar- 
ranged whenever  possible.  The  motion  was  sec- 
onded and  carried. 

Accreditation  Workshop 

The  Virginia  Hospital  Association  had  re- 
quested the  endorsement  by  The  Medical  Society 
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of  Virginia  of  a workshop  which  will  be  con- 
ducted by  the  Joint  Commission  on  Accreditation 
of  Hospitals.  The  workshop  is  tentatively  sched- 
uled for  April  14-16,  1973,  at  The  Homestead  in 
Hot  Springs.  The  Joint  Commission  requires 
that  such  workshops  be  presented  under  the  ac- 
tive co-sponsorship  of  the  state  medical  societies 
concerned. 

A motion  by  Dr.  Moss  to  endorse  the  work- 
shop was  seconded  and  carried. 

National  Conference  on  Computer  Medicine 

The  Second  National  Conference  of  The  So- 
ciety for  Computer  Medicine  will  be  held  in 
Williamsburg  on  November  9-10  and  The  Medi- 
cal Society  of  Virginia  has  been  invited  to  serve 
as  a sponsor  along  with  the  Medical  College  of 
Virginia  and  Eastern  Virginia  Medical  College. 

A motion  by  Dr.  Moss  to  serve  as  one  of  the 
sponsors  was  seconded  and  adopted. 

Uterine  Cancer  Control 

The  Cancer  Committee  of  the  Society  has  rec- 
ommended approval  of  a Task  Force  on  Uterine 
Cancer  Control  sponsored  by  the  American  Can- 
cer Society.  It  has  also  requested  that  the  Presi- 
dent appoint  a member  of  the  Society  to  serve 
as  a representative  on  the  Task  Force. 

A motion  to  comply  with  the  Committee  rec- 
ommendation and  request  was  made  by  Dr.  Moss. 
It  was  seconded  and  adopted. 

Tumor  Clinic 

Council  was  advised  that  the  Tumor  Clinic  of 
the  Winchester  Memorial  Hospital  has  been  rec- 
ommended for  approval  by  the  Cancer  Commit- 
tee. 

A motion  by  Dr.  Moss  to  approve  the  Clinic 
was  seconded  and  carried. 

Contingency  Fees 

Careful  consideration  was  given  a resolution 
recently  adopted  by  the  Fairfax  County  Medical 
Society  on  the  question  of  contingency  fees  in 
the  practice  of  law.  The  resolution  expressed 
strong  opposition  to  the  contingency  fee  system 
and  requested  The  Medical  Society  of  Virginia 
to  take  a stand  calling  for  such  changes  as  might 
be  necessary  to  terminate  such  practice  in  the 
State. 

There  followed  a great  amount  of  discussion 
during  which  caution  was  urged.  It  was  agreed 
that  the  matter  has  many  ramifications,  none  of 
which  can  be  taken  lightly. 

A motion  to  refer  the  Fairfax  County  request 
to  the  House  with  Council’s  endorsement  was 
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seconded  and  lost.  A follow-up  motion  by  Dr. 
Weyl  simply  to  refer  the  Fairfax  request  to  the 
House  was  seconded  and  lost. 

A motion  to  table  indefinitely  was  then  sec- 
onded and  adopted. 

Chiropractic  c 

Before  discussing  the  chiropractic  problem  in 
detail,  it  was  moved  that  Council  declare  an 
Executive  Session.  The  motion  was  seconded  and 
adopted. 

Upon  conclusion  of  the  Executive  Session,  a 
motion  was  offered  by  Dr.  Moss  which  would 
support  revisions  of  the  Medical  Practice  Act  as 
proposed  by  the  Board  of  Medical  Examiners. 
The  motion  was  seconded. 

It  was  the  consensus  that  the  proposed  amend- 
ments should  be  considered  bv  the  Legislative 
Committee  before  any  final  action  is  taken  and 
a motion  by  Dr.  Respess  to  table  was  seconded 
and  carried. 

Joint  Screening  Panel 

Dr.  George  Nipe,  Chairman  of  the  Society’s 
Liaison  Committee  to  the  State  Bar,  discussed  a 
matter  of  some  concern  to  the  Joint  Screening 
Panel.  He  stated  that  the  Joint  Medico-Legal 
Plan  for  Screening  Medical  Malpractice  Cases 
functioned  very  well  during  the  first  years  of  its 
existence.  Recently,  however,  it  has  become  ap- 
parent that  the  original  purpose  of  the  Plan  is 
being  overlooked,  and,  in  some  cases  disregarded. 
For  example,  a number  of  cases  of  alleged  mal- 
practice are  now  in  the  litigation  stage  even 
though  the  Panel  rendered  negative  decisions. 

Several  possible  solutions  were  discussed,  in- 
cluding the  requirement  that  a signed  affidavit 
be  obtained  from  the  plaintiff’s  attorney  signify- 
ing that  he  would  abide  by  the  Panel’s  decision, 
development  of  a new  Plan  similar  to  that  used 
in  Maryland,  and  more  use  of  local  review  groups. 
The  thought  was  expressed  that  a State  level 
review  panel  is  much  more  objective  and,  conse- 
quently, desirable. 

A motion  was  then  introduced  by  Dr.  Williams 
calling  for  the  suspension  of  hearings  by  the  Joint 
Screening  Panel  until  such  time  as  a conference 
can  be  arranged  with  representatives  of  the  State 
Bar.  Such  a conference  would  stress  the  impor- 
tance and  necessity  of  having  all  parties  abide  bv 
the  spirit  of  the  Plan  and  a report  of  its  findings 
and  recommendations  would  be  made  to  Council 
before  hearings  are  resumed.  The  motion  was 
seconded  and  carried. 

Skilled  Nursing  Home  Benefits 

A report  from  the  Insurance  Committee  rec- 
ommended that  skilled  nursing  home  benefits  be 
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included  in  the  Blue  Cross-Blue  Shield  Program 
sponsored  by  the  Society.  The  Committee  had 
received  a number  of  requests  for  such  benefits 
and  had  met  with  Blue  Cross-Blue  Shield  repre- 
sentatives for  the  purpose  of  negotiating  such  an 
addition  to  the  Plan. 

Although  a motion  was  made  bv  Dr.  Conner 
to  approve  the  Committee’s  recommendation,  it 
was  withdrawn  when  it  was  learned  that  a num- 
ber of  Councilors  desired  additional  information. 
It  was  then  moved  to  delay  approval  until  addi- 
tional facts  and  figures  can  be  presented  to  Coun- 
cil on  November  5.  The  motion  was  seconded 
and  adopted. 

Group  Ordinary  Life 

The  Insurance  Committee  also  recommended 
approval  of  a group  ordinary  life  program  espe- 
cially designed  for  members  of  professional 
groups.  The  program  is  unique  in  that  the  term 
portion  of  the  premium  is  paid  by  the  corpora- 
tion and  a portion  of  the  cash  value  paid  by  the 
individual.  That  portion  paid  by  the  corporation 
would  be  deducted  as  a business  expense  and  this 
means  that  the  individual  physician  would  receive 
a permanent,  noncancellable  ordinary  life  con- 
tract at  a very  reduced  overall  cost. 

A motion  by  Dr.  Stark  to  approve  the  Com- 
mittee's  recommendations  was  seconded  and  car- 
ried. 

Retirement  Program 

The  Insurance  Committee  reported  that,  in  its 
opinion,  it  would  be  to  the  Society’s  advantage 
to  authorize  Suter  Associates,  administrator  of 
our  retirement  programs,  to  perform  all  functions 
incident  to  implementation  and  administration  of 
all  plans  adopted  pursuant  to  the  master  program 
—to  such  extent  as  it  seems  advisable  and  appro- 
priate. The  Company  would  also  be  given  au- 
thority to  amend  any  part  of  the  master  program 
necessary  to  conform  to  requirements  of  the 
Internal  Revenue  Service. 

After  receiving  a suggestion  from  Mr.  Miller 
and  agreeing  that  the  Society  should  be  kept 
advised  of  all  changes  and  the  reasons  therefor, 
the  following  resolution  was  adopted: 

Whereas,  Suter  Associates  Retirement  Plan- 
ning Company  has  served  as  the  ikdministrator 
of  the  Master  Retirement  Plans  and  Trust 
sponsored  by  this  organization;  and 
Whereas,  it  has  been  proposed  that  the  ad- 
ministration of  these  plans  by  Suter  Associates 
Retirement  Planning  Company  be  currently 
authorized  by  this  organization;  be  it 
Resolved,  that  Suter  Associates  Retirement 
Planning  Company  continue  to  serve  as  ad- 
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ministrator  of  the  entire  master  retirement 
program  sponsored  by  this  organization  and 
that  pursuant  to  this  resolution  Suter  Asso- 
ciates Retirement  Planning  Company  is  hereby 
authorized  to  perform  all  functions  incident 
to  the  implementation  and  administration  of 
the  plans  adopted  pursuant  to  this  master  pro- 
gram in  such  manner  and  to  such  extent  as  it 
deems  advisable  and  appropriate  to  effectuate 
the  purposes  of  the  master  program  and,  in  this 
regard,  to  charge  such  fees  and  receive  such 
compensation  as  it  deems  reasonable  for  the 
services  it  is  performing;  and  be  it 
Resolved,  that  Suter  Associates  Retirement 
Planning  Company  is  hereby  vested  with  the 
authority  delegated  from  this  organization  to 
amend  any  and  all  parts  of  the  master  program 
to  the  extent  and  in  the  manner  necessary  to 
conform  to  changes  and  modifications  re- 
quired by  Internal  Revenue  Service  for  main- 
taining the  qualification  of  this  program  and 
to  recommend  such  other  amendments  as  it 
deems  necessary  to  effectuate  the  purposes  of 
this  organization  in  establishing  the  master  pro- 
grams and  for  the  effective  implementation 
and  administration  of  the  individual  plans 
adopted  by  the  members  of  this  organization; 
and,  be  it  further 

Resolved,  that  any  amendments  to  the  Plans  or 
changes  in  administrative  procedures  be  made 
known  to  The  Medical  Society  of  Virginia 
along  with  the  reasons  therefor. 

Basic  Disability  for  Physicians  Under  45 

Consideration  was  then  given  an  Insurance 
Committee  recommendation  for  approval  of  a 
proposal  affecting  physicians  under  age  45  not 
currently  covered  under  the  Society’s  basic  disa- 
bility plan.  Under  this  program,  participants 
could  obtain  $50.00  weekly  disability  income 
protection— with  benefits  payable  from  the  first 
day  of  accident-caused  total  disability  (5  years), 
and  from  the  eighth  day  of  illness-caused  disa- 
bility (2  years).  No  evidence  of  good  health 
would  be  required  should  application  be  made 
within  a 30-day  enrollment  period. 

A motion  to  approve  the  Committee's  recom- 
mendation was  seconded  and  carried. 

Supplemental  Disability 

The  Insurance  Committee  also  recommended 
approval  of  a program  especially  designed  for 
those  physicians  who  need  disability  coverage 
but  have  not  been  able  to  obtain  it  for  one  rea- 
son or  another.  It  was  the  Committee’s  feeling 
that  such  a program  would  answer  a long  exist- 


ing need.  A motion  by  Dr.  Stark  to  approve  the 
Committee's  recommendation  was  seconded  and 
carried. 

Continuing  Medical  Education 

Dr.  Carroll  reported  that  a special  subcommit- 
tee of  his  Committee  on  Medical  Education  had 
been  studying  the  feasibility  of  establishing  a 
continuing  medical  education  institute  in  Vir- 
ginia. The  subcommittee  recommended  that 
self-assessment  programs  now  in  use  by  approxi- 
mately fourteen  specialty  groups  be  encouraged. 
Compulsory  attendance  in  postgraduate  educa- 
tion programs  was  not  considered  advisable— cer- 
tainly at  this  time. 

The  subcommittee  went  on  to  recommend  that 
the  Society  develop  guidelines  for  the  establish- 
ment for  an  accreditation  mechanism  for  contin- 
uing medical  education  programs  connected  with 
(1)  local  hospitals,  (2)  medical  organizations  not 
of  national  scope,  (3)  local  units  of  voluntary 
health  organizations  not  under  national  adminis- 
tration for  their  continuing  medical  education, 
and  (4)  other  organizations  and  institutions 
which  sponsor  or  promote  continuing  education 
for  physicians— essentially  local  in  nature. 

These  guidelines  would  represent  the  begin- 
ning of  a State  Society-sponsored  continuing 
medical  education  “institute”  or  “center”.  Such 
an  approach  could  first  be  tried  with  from  12-20 
hospitals— the  funding  being  a cooperative  effort 
between  the  hospitals  concerned,  The  Medical 
Society  of  Virginia,  and  perhaps  the  Virginia 
Regional  Medical  Program.  Dr.  Carroll  indicated 
that  the  initial  cost  of  such  a program  is  esti- 
mated at  approximately  $5,000.00. 

Following  considerable  discussion,  it  was 
moved  by  Dr.  Edwards  that  receipt  of  the  report 
be  acknowledged  and  the  Committee  requested  to 
continue  its  study  for  the  purpose  of  developing 
detailed  recommendations  of  an  organizational 
nature  and  specific  plans  for  implementation.  The 
motion  was  seconded  and  adopted. 

Peer  Review 

Dr.  Robert  Maddock,  Chairman  of  a special 
Study  Committee  on  Peer  Review,  reported  its 
findings  and  recommendations.  One  of  the  rec- 
ommendations was  that  a statewide  peer  review 
organization  be  formed  by  The  Medical  Society 
of  Virginia.  It  was  suggested  that  such  an  or- 
ganization be  in  the  form  of  a medical  founda- 
tion and  that  regional  divisions  be  established  in 
order  that  local  problems  could  be  appropriately 
resolved.  It  was  also  recommended  that  appro- 
priate criteria  for  medical  care  be  developed  and 
that  the  foundation  begin  its  operation  on  an 
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experimental  basis  in  one  or  two  locations.  It 
was  the  Committee’s  feeling  that  peer  review, 
when  properly  conducted,  provides  the  best  pos- 
sible means  of  insuring  quality  medical  care. 

Following  a thorough  discussion  of  the  report, 
it  was  moved  by  Dr.  Lucas  that  it  be  received 
as  a matter  of  information  and  referred  to  the 
House  of  Delegates  for  definitive  action.  The 
motion  was  seconded  and  carried. 

Primary  Coverage  for  Auto  Accident  Victims 

Consideration  was  given  a request  from  the 
National  Blue  Cross  Association  that  the  Society 
support  its  position  on  primary  coverage  for 
accident-related  sickness  and  injury  expense.  The 
Association  believes  that  health  care  prepayment 
and  insurance  programs  should  remain  primary 
for  such  coverage  if  public  interest  is  to  be  pro- 
tected and  better  cost  control  achieved. 

The  request  came  about  as  a result  of  a “no 
fault”  auto  insurance  movement  across  the  Na- 
tion. According  to  the  Blue  Cross  Association, 
there  seems  every  reason  to  believe  that  a well 
established  and  cohesive  health  prepayment  sys- 
tem can  more  effectively  control  the  cost  of 
health  care  than  auto  insurance  companies  lack- 
ing such  systems  and  programmed  only  to  pay 
out  dollars  in  relation  to  an  accident.  It  was  esti- 
mated that  several  billions  of  dollars  are  at  stake 
and  that  savings  can  be  quite  significant. 

The  thought  was  expressed  that  the  matter  was 
too  involved  for  a quick  decision.  Consequently, 
a motion  by  Dr.  Weyl  to  table  was  seconded  and 
adopted. 

Televised  Nursing  Education 

Council  had  received  a request  from  the  Di- 
rector of  Trainingr  and  Research  at  Western  State 
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Hospital  for  an  endorsement  of  a televised  train- 
ing program  in  psychiatric  nursing  to  be  offered 
through  the  educational  television  station  in  Har- 
risonburg. The  program  will  be  televised  for 
20  consecutive  weeks  in  early  1973  and  appar- 
ently has  the  support  of  many  health  care  agen- 
cies in  that  area.  It  was  reported  that  the  Uni- 
versity" of  Virginia  School  of  Nursing  and  Eastern 
Mennonite  School  of  Nursing  are  interested  in 
the  program  and  might  very  well  become  in- 
volved in  an  advisory  capacity".  The  Virginia 
Regional  Medical  Program  might  possibly  pro- 


vide some  financial  assistance.  The  program  it- 
self has  been  developed  by  a nursing  education 
foundation  in  Chicago  and  is  reported  to  be  of 
the  highest  caliber. 

A motion  by  Dr.  Moss  to  endorse  the  program 
was  seconded  and  carried. 

Virginia  Drug  Information  and  Consultative 
Service 

Council  next  directed  its  attention  to  a request 
for  endorsement  of  a proposed  drug  information 
and  consultative  service  being  formed  by  Medical 
College  of  Virginia  Hospitals,  the  School  of  Phar- 
macy and  College  Library^.  The  primary^  purpose 
of  the  project  is  to  provide  statewide  drug  infor- 
mation and  consultative  sendee  and  toxicological 
consultation  to  improve  drug  therapy  and  patient 
care,  and  decrease  the  cost  of  health  care.  The 
project  is  designed  to  serve  Virginia  health  prac- 
titioners on  a statewide  basis  and  also  provide  edu- 
cational benefits  to  MCV  students. 

A number  of  questions  were  raised  concerning 
the  amount  of  participation  by  various  allied 
groups  and  it  was  the  consensus  that  the  matter 
should  be  tabled  at  least  for  the  moment.  A mo- 
tion by  Dr.  Moss  to  table  was  seconded  and 
adopted. 

Board  of  Medical  Examiners 

Dr.  Carroll  reminded  Councilors  from  the 
First,  Second  and  Tenth  Districts  that  nomina- 
tions to  be  submitted  to  the  Governor  should  be 
readied  for  the  House  of  Delegates  in  November. 
The  terms  of  Board  members  representing  these 
Districts  will  expire  June  30,  1973. 

Council  Elections 

It  was  agreed  that  elections  for  Council  will, 
from  this  point  on,  be  made  with  the  new  Con- 
gressional Districts  in  mind.  The  Executive  Sec- 
retary was  requested  to  include  maps  of  the  new 
Districts  in  the  special  delegates’  kits. 

There  being  no  further  business,  the  meeting 
was  adjourned. 

Robert  I.  Howard,  Secretary 

Approved: 

W illiaai  S.  Hotchkiss,  M.D.,  President 
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Editorial  .... 

The  New  President 


Carl  E.  Stark,  M.D. 


DR.  CARL  E.  STARK  was  born  in  Alexandria,  Virginia,  in  1922,  a son  of 
an  Air  Force  Colonel,  who  was  in  the  diplomatic  corps  after  World  War  I. 
Consequently,  he  received  his  early  education  in  many  different  areas  of  the 
world  including  Amsterdam,  Holland,  Buenos  Aires,  Argentina,  and  Paris, 
France.  Dr.  Stark  served  in  the  First  Army  Infantry  and  SHAEF  Headquar- 
ters in  World  War  II  and  received  the  Belgium  Croix  DeGuerre.  He  received 
his  B.A.  from  University  of  Virginia  in  1948  and  his  M.D.  there  in  1952.  He 
served  his  internship  at  Reading  General  Hospital,  Reading,  Pennsylvania. 

After  returning  to  the  University  of  Virginia,  he  married  the  former  Miss 
Katherine  Reynolds  whose  father  was  the  Professor  of  Biology  at  the  Uni- 
versity of  Virginia.  They  have  two  children:  Kitty  Stark,  who  is  a junior  at 
Randolph-Macon  and  Hilda  Stark,  who  is  a freshman  at  Skidmore  College 
in  Saratoga  Springs,  New  York. 

Dr.  Stark  started  in  private  practice  in  Wytheville  in  1953.  He  was  a 
co-owner  of  Chitwood  Memorial  Hospital  Incorporated,  which  closed  upon 
the  opening  of  the  new  Wythe  County  Community  Hospital  this  year.  He 
is  presently  a member  of  the  Board  of  Trustees  of  the  new  hospital  and  is 
associated  with  a group  of  five  physicians  and  surgeons  who  are  incorporated 
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as  Wythe  Medical  iVssociates  Incorporated.  Dr.  Stark  is  a Fellow  of  Ameri- 
can Academy  of  Family  Practice  and  has  been  President  of  Wythe-Bland 
Medical  Society,  President  of  Southwest  Virginia  Medical  Society  and  is  now 
on  the  Advisory  Committee  Emergency  Medical  Service  of  the  Common- 
wealth of  Virginia.  In  addition  to  his  activities  in  the  field  of  medicine, 
Dr.  Stark  has  been  involved  in  many  other  positions  of  prominence  in  the 
community  and  State  which  include  Mayor  of  the  Town  of  Wytheville  for 
11  years;  Past-President  of  State  Society  Sons  of  American  Revolution,  and 
First  Vice-President  of  the  Virginia  Municipal  League. 

In  both  the  field  of  medicine  and  civic  activity,  Dr.  Stark  feels  that  he  is 
best  classified  as  a progressive  conservative.  The  Health  Maintenance  Or- 
ganization in  his  opinion  is  an  experimental  method  of  solving  some,  but  not 
all,  of  the  problems  of  medicine.  He  considers  private  practice  to  be  the 
best  mode  of  delivering  medical  care.  Freedom  from  crovernment  controls 
and  free  choices  of  physicians  are  considered  to  be  essential  to  the  efficient 
delivery  of  medical  care.  He  is  against  organizing  the  physicians  into  unions 
and  feels  that  the  physicians’  needs  and  concerns  can  best  be  served  by  work- 
ing through  the  existing  organization. 

The  Medical  Society  of  Virginia  should  have  a strong  and  seasoned  leader- 
ship with  Carl  Stark  as  president.  The  Society  is  indeed  fortunate  that  it 
has  a person  with  the  unstinting  determination  to  serve  the  organization  to 
the  upmost  of  his  ability.  W e wish  him  well  in  his  endeayors  in  our  behalf. 


Paul  C.  Hendrix,  M.D. 


From  Waterloo  to  Waynesboro 

(An  account -in  two  parts -of  a remarkable  Odyssey) 

“But,  aboye  all,  we  haye  learned  that  whether  a man  accepts  from 
Fortune  her  spade  and  will  look  downward  and  dig,  or  from  As- 
piration her  axe  and  cord  and  will  scale  the  ice,  the  one  and  only 
success  which  it  is  his  to  command  is  to  bring  to  his  work  a mighty 
heart.’' 

Iustice  Oliver  Wendell  Holmes 

Part  I 

The  Outset — Aspiration's  Vagaries — "Those  Two  Impostors" 

AS  HAS  NOT  UNCOMMONLY  BEEN  THE  CASE  with  my  editorial 
offerings,  this  one  is  not  medical  in  nature;  nor  is  it  beamed  upon  horses, 
herbs  or  “how  come  ".  It  bears  upon  history,  but  not  upon  medical  history. 
It  comprises  something  of  a vignette  of  the  history  of  a man— a man  who, 
although  not  a Virginian,  not  even  an  American,  by  birth,  did  spend  many 
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of  the  most  fruitful  years  of  his  life  in  Virginia,  and  it  is  in  a Richmond, 
Virginia,  cemetery  that  his  earthly  remains  lie  buried. 

With  rare  exceptions,  the  modern  generation  of  Virginians,  I dare  say, 
possesses  only  a cursory  or  fragmentary  knowledge  of  this  man;  if,  in  fact, 
to  the  public  at  large  in  the  State  of  Virginia,  any  significance  at  all  attaches 
to  his  name. 

Dale  Wasserman  was  the  author  of  a relatively  recent,  highly  popular, 
musical,  theatrical  production  entitled:  “Man  of  La  Mancha.”  Wasser- 

man’s  “Man  of  La  Mancha”  was  fictional.  It  was  an  adaptation  of  Cervantes’ 
Don  Quixote.  The  man  of  whom  I propose  to  present  a historical  sketch, 
in  a bipartite  editorial,  might  be  called:  “Man  of  Villefranche”.  He  was, 
in  no  sense,  fictional.  He  was,  indeed,  a man  who  accepted  from  Fortune 
her  spade  and  looked,  not  only  downward,  but  upward  and  forward  to  dig. 
This  he  did  after  he  had  discarded  the  axe  and  cord  he  had,  earlier  in  life, 
accepted  from  Aspiration. 

Claudius  Crozet  was  born  at  Villefranche,  France,  on  31  /December/ 17 89. 
He  was  the  son  of  Francois  and  Pierrette  Crozet,  whose  maiden  name  had 
been  Pierrette  Varion.  Claudius,  her  first  born,  was  named  Benoit,  but  after 
he  attained  the  age  of  18,  the  name,  Benoit,  was  dropped  and  the  Christian 
name,  Claudius,  was  adopted.  It  was  during  one  of  the  greatest  social  up- 
heavals of  all  time  that  Claudius  Crozet  was  born  and  he  himself  was  a prod- 
uct of  the  educational  system  which  evolved  from  that  social  upheaval— the 
French  Revolution. 

Crozet  attended  the  Ecole  Polytechnique  from  18/November/ 1805  until 
he  graduated  on  1 /October/ 1807.  Because  he  chose  a military  career,  (the 
artillery  branch)  he  entered  the  School  of  Application  at  Metz,  and  remained 
in  attendance  there  for  an  additional  two  years.  Upon  graduation  from  the 
Metz  institution  on  9/June/1809,  he  entered  Marshall  Michel  Ney’s  Divi- 
sion of  Napoleon’s  Grand  Army  which  was  being  assembled  for  an  invasion 
of  Russia.  He  thus  was  destined  to  serve  as  an  honored  soldier  under  Napo- 
leon Bonaparte  in  Napoleon’s  hours  of  victory  and  of  defeat.  And  so,  in  early 
manhood,  he  became  well  acquainted  with  “those  two  impostors— triumph 
and  disaster”. 

As  an  officer  under  the  command  of  Marshall  Ney— known  as  “The  Lion 
of  The  Rear  Guard”,  and  called  by  Napoleon  the  bravest  of  the  brave— 
Crozet  played  a distinguished  role  in  the  conquest  of  Russia.  When  in  June 
of  1812,  the  Grand  Armee  crossed  the  Niemen— destination,  Moscow- 
40, 000  men  and  officers  comprised  Marshall  Ney’s  corps  of  combatants.  By 
December  of  the  same  year  (1812),  incident  to  the  monumentally  disastrous 
retreat  of  Napoleon’s  forces  from  Russia,  only  400  of  the  original  40,000 
remained— and  among  the  missing  was  Claudius  Crozet.  He  was  taken  into 
the  home  of  a Russian  nobleman  where  he  was  treated  more  as  an  honored 
guest  than  as  a prisoner  of  war.  That  he  was  not  required  to  relinquish  his 
saber  attests  the  measure  of  respect  in  which  he  was  held  by  his  captors. 

During  his  exile  in  Russia,  Crozet  wrote  a discourse  which  he  called  Gram- 
maire  Russe. 

On  20/April/1814,  Napoleon  left  for  Elba,  but  returned  on  20/ August 
of  that  year,  and  on  26/February/ 181 5,  he  reorganized  about  1,000  of  the 
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Old  Guard  who  had  followed  him  to  Elba.  Less  than  a month  later,  i.e.,  on 
20/March/1815,  Napoleon  arrived  at  the  Tuileries  and  as  he  entered,  the 
Bourbon  King,  Louis  XVIII,  fled.  Many  of  Napoleon’s  old  troops  rallied 
to  him  and  among  them  was  Crozet.  At  the  time  of  Napoleon’s  surrender  at 
Waterloo,  on  18/June/1815,  Crozet  was  engaged  in  bringing  in  a new  supply 
of  ammunition. 

A child  of  the  Revolution,  who  had  reached  the  age  of  26  years,  Crozet 
couldn  t conceive  of  France  without  Napoleon.  His  thoughts  therefore 
turned  westward  across  the  seas  to  the  young  republic  that  was  in  the  mak- 
ing. His  resignation  from  the  Armed  Forces  of  France  was  formally  accepted 
—but  without  authorization  of  the  King— on  1 1 /April/ 181 6. 

On  5/June/1816,  Crozet  married  Mademoiselle  Agathie  DeCamp  and, 
with  his  bride,  came  to  America  aboard  a steamboat  that  landed  in  July  of 
that  year. 

Apropos  his  departure  for  America,  letters  of  recommendation  were  re- 
ceived from  prominent  people,  and  among  those  letters  was  one  written  by 
the  Marquis  de  Lafayette  (who  lived  from  1757  to  1834).  It  is  thus  evident 
that  Lafayette  was  58  years  old  at  the  time  of  Waterloo  and  was  59  when 
Crozet  turned  his  back  upon  the  Napoleonless  France. 

It  was  largely  upon  the  high  estimate  of  Crozet’s  worthiness  as  expressed 
by  Lafayette  in  his  letter  of  reference  that  Crozet’s  first  employment  in 
America  was  by  the  LT.  S.  Military  Academy  at  West  Point,  which  was 
undergoing  rejuvenation.  Consequently,  he  was  a pioneer  in  the  establish- 
ment, as  we  now  know  it,  of  the  West  Point  Military  Academy.  During  his 
tenure  there,  from  1816  to  1823,  he  designed  the  uniform  that,  to  this  day, 
is  worn  by  cadets.  There  he  inaugurated  engineering  education  in  America 
and  wrote  a textbook  on  engineering  which,  also  to  this  day,  is  used  at  West 
Point.  While  there,  he  moreover  wrote  “A  Treatise  on  The  Science  of  War 
and  Fortification”.  The  saber  Crozet  was  permitted  to  retain  when  he  was 
a prisoner  of  war  in  Russia  may  be  seen  today  in  the  museum  of  the  U.S. 
Military  Academy.  His  Cross  of  The  Legion  of  Honor  is  likewise  in  that 
museum.  It  was  placed  there  in  1920. 

In  1823  Crozet  left  West  Point  and  moved  to  Richmond,  Virginia,  where 
he  accepted  an  appointment  as  State  Engineer.  In  that  capacity  he  advocated 
and  planned  a program  of  railway  building.  His  recommendations  were 
received  with  considerable  resistance  because,  it  was  surmised,  a significant 
number  of  influential  citizens  in  the  State  held  vested  interests  in  canals  and 
reasoned  that  railroads  would  be  detrimental  to  those  interests.  In  any  event, 
Crozet  apparently  became  fed  up  with  a plethora  of  petty  bickering,  so,  in 
1831— eight  years  after  he  had  accepted  the  appointment— he  submitted  his 
resignation  from  the  post  of  Engineer  Planner  for  the  State  of  Virginia  and 
departed  for  New  Orleans,  Louisiana.  This  location  he  undoubtedly  chose 
by  reason  of  his  desire  to  mingle  more  closely  with  people  of  his  own  nation- 
ality. He  remained  in  Louisiana  from  1832  to  1837,  and  in  one  capacity  or 
another  was  associated  with  the  Ecole  Polytechnique  of  Louisiana. 

After  five  years  of  deliberating,  it  became  the  consensus  of  Virginia’s 
governing  authorities  in  Richmond  that  Crozet  had  been  right.  Therefore, 
in  1837  he  was  recalled  from  Louisiana  and  was  renamed  State  Engineer  of 
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Virginia.  During  the  year  of  his  recall  as  a Virginia  State  Official,  he  gained 
permission  to  accept  an  appointment  as  a member  of  a five  man  Board  of 
Visitors,  with  the  establishment  of  the  Virginia  Military  Institute  at  Lex- 
ington as  its  mission.  By  1839  he  had  become  President  of  VMI’s  Board  of 
Visitors. 

Crozet,  by  this  time,  had  advanced  to  the  rank  of  Colonel.  Colonel  Crozet 
designed  the  uniform  to  be  worn  by  VMI  cadets.  This  uniform  might,  to 
some  extent,  have  been  patterned  after  that  worn  at  the  Ecole  Polytechnique 
in  Louisiana,  but  it,  as  a matter  of  fact,  conformed  too  closely  with  that  of 
the  West  Point  uniform  to  escape  being  recognized  as  a Crozet  creation. 
To  the  VMI  curriculum  there  was  introduced  the  same  textbook  on  mathe- 
matical engineering  that  Crozet  had  earlier  introduced  at  West  Point.  A 
number  of  Crozet’s  books  were  purchased  for  the  VMI  library.  Many  of 
those  books  were  lost  incident  to  our  Civil  War. 

Colonel  Crozet’s  son,  Alfred  (later  called  A.  St.  Amand  Crozet),  graduated 
from  the  United  States  Military  Academy  at  West  Point  on  30/ June— or  in 
early  July/ 184  3. 

Crozet’s  official  connection  with  VMI  terminated  in  1845,  and  he  forth- 
rightly became  a teacher  in  and  principal  of  the  Richmond,  Virginia,  Acad- 
emy. In  1848  he  was  engaged  in  the  final  labors  of  issuing  a 307  page  “Arith- 
metic for  Colleges  and  Schools”. 

(Part  II  of  the  extraordinary  Odyssey  of  Claudius  Crozet  will  follow  in  a 
later  issue  of  the  Virginia  Medical  Monthly.) 

H.  Lamont  Pugh,  M.D. 
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Calendar  of  Events 

Virginia  Rehabilitation  Association— Annual  Meeting-Old  Point  Comfort, 
Virginia— November  12-14,  1972. 

Southern  Medical  Association— Annual  Meeting— New  Orleans— November  13- 
16,  1972. 

Interstate  Postgraduate  Medical  Association— Scientific  Assembly— Washing- 
ton-Hilton  Hotel— Washington,  D.  C.— November  13-16,  1972. 

Virginia  Hospital  Association— Annual  Meeting— The  Homestead— Hot  Springs 
—November  15-18,  1972. 

Children  With  Learning  Disabilities— Conference  sponsored  by  Virginia  Coun- 
cil on  Health  and  Medical  Care— Sheraton  Inn— Fredericksburg— November 
19-21,  1972. 

American  Medical  Association— Clinical  Meeting— Cincinnati,  Ohio— November 
26-29,  1972. 

Ware  Residents  Program— Postgraduate  Course  in  Obstetrics  and  Gynecology 
sponsored  by  Continuing  Education  Program,  Medical  College  of  Virginia— 
Richmond— December  1,  1972. 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck  Anatomy— Spon- 
sored by  Department  of  Anatomy,  Medical  College  of  Virginia— Richmond— 
January  8-11,  1973. 

Stoneburner  Lecture  Series— Clinical  Urology  1973— Sponsored  by  Division  of 
Urology,  Medical  College  of  Virginia— Richmond— February  22-23,  1973. 

Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Departments  of  Legal 
Medicine  and  Health  and  Hospital  Administration,  Medical  College  of  Vir- 
ginia—Richmond— March  9,  1973. 

Tri-State  Medical  Association— Annual  Convention— Charleston,  South  Carolina 
—March  2 9- April  1,  1973. 

Pediatrics  Day— Sponsored  by  Department  of  Pediatrics,  Medical  College  of  Vir- 
ginia—Richmond— April  6,  1973. 

Spring  Refresher  Course  for  Specialists— Sponsored  by  Gill  Memorial  Eye, 
Nose  and  Throat  Hospital— Hotel  Roanoke— Roanoke— April  15-18,  1973. 

Medical  Ethics— National  Conference  sponsored  by  Judicial  Council  of  American 
Medical  Association— Washington  Hilton  Hotel— Washington,  D.  C.— April 
26-28,  1973. 

*¥•  -V- 

TP  TV*  TV*  Tt* 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 
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Portsmouth  Academy  of  Medicine. 

Dr.  E.  A.  Barham  is  president  of  the  Acad- 
emy for  1972-1973.  Dr.  Emil  S.  Sayegh  is 
secretary. 

Rockbridge  County  Medical  Society. 

Dr.  W.  S.  Newman,  Jr.,  is  president  of  this 
Society  and  Dr.  Robert  S.  Munger,  secretary. 
Both  are  from  Lexington. 

Dr.  O'Neal  Honored. 

On  September  24th  all  citizens  of  Amelia 
County  were  invited  to  the  Amelia  County 
Health  Center  to  a reception  honoring  Dr. 
James  T.  O’Neal  who  has  served  the  people 
of  the  County  for  thirty  years.  Dr.  Mack  I. 
Shanholtz,  State  Health  Commissioner,  was  the 
guest  speaker  and  was  introduced  by  Dr.  James 
L.  Hamner,  a general  practitioner  in  Amelia 
County  for  more  than  fifty  years.  The  wel- 
come was  given  by  Dr.  W.  P.  Wagner,  direc- 
tor of  the  Amelia  Health  Department. 

A portrait  of  Dr.  O’Neal  was  unveiled  by 
his  daughter.  A scholarship  fund  is  being  es- 
tablished to  aid  a graduate  of  Amelia  County 
High  School  and  a graduate  of  Amelia  Acad- 
emy who  will  study  in  the  field  of  medicine, 
pharmacy  or  nursing.  The  scholarship  will  be 
called  The  James  T.  O’Neal  Medical  Scholar- 
ship and  will  be  awarded  annually. 

Dr.  Walter  Lawrence,  Jr., 

Has  been  installed  as  American  Cancer  So- 
ciety professor  of  clinical  oncology  at  the 
Medical  College  of  Virginia.  This  is  a newly 
established  chair  designed  to  emphasize  cancer 
and  cancer-related  topics. 

Dr.  Lawrence  and  Dr.  J.  Shelton  Horsley, 
III,  at  the  University  of  Virginia,  are  the  first 
two  physicians  in  the  country  selected  to  fill 
these  new  professorships.  Dr.  Horsley’s  in- 
vestiture is  expected  to  take  place  later  in  the 
year. 

Dr.  Peter  A.  Wallenborn, 

Roanoke,  has  been  appointed  by  Governor 
Linwood  Holton  for  a four-year  term  on  the 


newly  created  Virginia  Board  of  Audiology 
and  Speech  Pathology. 

Dr.  Harold  B.  Haley 

Has  been  appointed  associate  dean  of  the 
University  of  Virginia’s  School  of  Medicine 
for  clinical  services  in  Roanoke.  This  appoint- 
ment fills  a new  position  created  to  implement 
the  University’s  growing  training  program  at 
three  Roanoke  area  hospitals— Roanoke  Me- 
morial, Community  Hospital  of  Roanoke  Val- 
ley and  the  VA  Hospital  in  Salem.  Dr.  Haley 
was  professor  of  surgery  and  associate  dean 
for  student  affairs  at  the  Medical  College  of 
Ohio. 

The  University’s  affiliated  community  hos- 
pital program,  also  called  the  “second  faculty” 
concept,  was  begun  in  1968  to  test  the  feasi- 
bility of  allowing  third  and  fourth-year  stu- 
dents to  complete  some  of  their  clinical  train- 
ing at  community  hospitals  away  from  the 
medical  school  setting. 

Dr.  Oscar  W.  Clarke, 

A graduate  of  the  Medical  College  of  Vir- 
ginia in  1944,  has  recently  been  named  presi- 
dent elect  of  the  Ohio  State  Medical  Associa- 
tion. He  makes  his  home  in  Gallipolis. 

Family  Health  Center  Dedicated. 

The  University  of  Virginia’s  School  of 
Medicine  dedicated  on  September  23rd  its 
Family  Health  Center,  a facility  designed  to 
offer  specialized  training  to  prospective  fam- 
ily groups  on  a continuous  basis.  Senator  Wil- 
liam B.  Spong,  Jr.,  and  Representative  J.  Ken- 
neth Robinson  were  guest  speakers. 

The  University’s  program  in  Family  Medi- 
cine has  been  spurred  this  year  by  approval 
of  a three-year  Family  Practice  residency  pro- 
gram, presently  with  1 1 residents.  In  addition 
to  the  residents,  the  staff  includes  two  intern- 
ists, a family  practitioner,  a pediatrician  and  a 
psychiatrist  who  works  with  the  clinic  on  a 
part  time  basis. 

Endocrine  and  Metabolic  Conference 

The  Department  of  Pediatrics,  University 
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of  Virginia  School  of  Medicine,  will  offer  a 
pediatric  post-graduate  course— Childhood  En- 
docrine and  Metabolic  Problems— April  20-21, 
1973,  in  Charlottesville.  Visiting  Faculty  will 
include  Drs.  Lester  Baber  (University  of  Penn- 
sylvania); Robert  Blizzard  (Johns  Hopkins); 
Alfred  Bongiovanni  (University  of  Pennsyl- 
vania) and  Allan  Drash  (Pittsburgh).  Details 
may  be  obtained  from  Ann  Johanson,  M.D., 
Box  201,  University  Hospital,  Charlottesville 
22901. 

Postgraduate  Course  in  Head  and  Neck 
Anatomy 

A four-day  course  entitled  “The  Alton  D. 
Brashear  Postgraduate  Course  in  Head  and 
Neck  Anatomy”  will  be  held  at  the  Medical 
College  of  Virginia,  Department  of  Anatomy, 
January  8-11,  1973. 

Fresh  specimens  (unpreserved)  whenever 
possible  are  used  in  the  dissections  and  individ- 


Obituary  

Dr.  George  Munsey  Naff, 

Emporia,  died  September  29  at  the  age  of 
ninety-two.  He  was  a graduate  of  the  Medical 
College  of  Virginia  in  1908  and  had  practiced 
in  Emporia  since  1914.  He  had  been  Greene- 
ville  County  medical  examiner  for  thirty-five 
years.  Dr.  Naff  was  surgeon  for  the  former 
Atlantic  Coast  Line  and  Atlantic  and  Danville 
railroads.  He  was  the  first  president  of  the 
Emporia  Bank  and  was  on  the  Board  of  Di- 
rectors at  the  time  of  his  death.  Dr.  Naff  was 
a past  president  of  the  Fourth  District  Medical 
Society.  He  had  been  a member  of  The  Medi- 
cal Society  of  Virginia  for  sixty-two  years. 

His  wife  and  a sister  survive  him. 


ual  surgical  approaches  are  welcomed.  Lee-  ! 
tures  and  demonstrations  will  augment  the  lab- 
oratory work.  The  course  is  approved  for  40 
elective  hours  by  the  American  Academy  of 
Family  Practice  and  Academy  of  General 
Dentistry. 

Further  information  may  be  obtained  from 
Dr.  Hugo  R.  Seibel,  Department  of  Anato- 
my, Medical  College  of  Virginia,  Richmond, 
Virginia  23219. 

Physician  Needed 

To  provide  examinations  and  treatment  in 
Spinal  Cord  Injury  Service  of  hospital.  U.  S. 
licensure  required.  87 5 -bed  GM&S  hospital 
affiliated  with  Medical  School.  Excellent  re- 
tirement and  leave  benefits.  Nondiscrimination 
in  employment.  Contact  Chief,  Spinal  Cord 
Injury  Service,  VA  Hospital,  Richmond,  Vir- 
ginia 23249.  Telephone  703-233-9631,  exten- 
sion 272.  (Adv.) 


Dr.  Benjamin  Harrison  Hines, 

Jonesville,  died  February  23.  He  was  fifty- 
two  years  of  age  and  graduated  from  Vander- 
bilt University  School  of  Medicine  in  195  L 
Dr.  Hines  practiced  in  Hampton  before  locat- 
ing in  Jonesville  where  he  had  been  for  almost 
sixteen  years.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  since  1954. 

His  wife,  two  daughters  and  three  sons  sur- 
vive him. 

Dr.  Dorman  Sherman  Camden, 

Collinsville,  died  May  1 7 at  the  age  of  forty- 
three.  He  received  his  medical  degree  from 
the  University  of  Virginia  in  1961.  Dr.  Cam- 
den had  been  a member  of  The  Medical  So- 
ciety of  Virginia  since  1965. 
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Before  deciding  to  make  Valium 
iazepam)  part  of  your  treatment 
an,  check  on  whether  or  not  the 
itient  is  presently  taking  drugs 
id,  if  so,  what  his  response  has 
en.  Along  with  the  medical  and 
cial  history,  this  information  can 
Ip  you  determine  initial  dosage, 
e possibility  of  side  effects  and 
e ultimate  prospects  of  success 
failure. 

While  Valium  can  be  a most 
lpful  adjunct  to  your  counseling, 
hould  be  prescribed  only  as  long 
excessive  psychic  tension  per- 
ts  and  should  be  discontinued 
len  you  decide  it  has  accom- 
shed  its  therapeutic  task.  In 
teral,  when  dosage  guidelines 
; followed,  Valium  is  well 
erated  (see  Dosage).  For  con- 
lience  it  is  available  in  2-mg,  5-mg 
1 10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
e been  the  most  commonly  re- 
ted side  effects. 

Until  response  is  determined, 
ients  receiving  Valium  should 
:autioned  against  engaging  in 
ardous  occupations  requiring 
nplete  mental  alertness,  such 
lriving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


. f ®e^?.re  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows:  P 

nlainrc  \ V/^°nS*  Tensiori  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic  states  manifested  by  tension,  anxiety,  apprffi^ 

tigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stilf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

n,ijntraij  /Cate(^:  Known  hypersensitivity  to  the  drug 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy.  6 6 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures  Advuse  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy 
lactation  or  women  of  childbearing  age,  weigh  potential'  ’ 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  suen 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy.  D b 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  rP|>’  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 
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To  help  you  manage  excessive  psychic  tension 
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Guest  Editorial 


The  ABC  s of  HMOs . . . 

Are  They  A-O.K.  or  S.O.B/s? 

IT  WAS  AN  EDITORIAL  in  the  July,  1972  issue  of  Virginia  Medical 
Monthly  that  gave  me  the  shove  I needed.  The  editor  asked  for  editorials 
with  a “liberal  slant”  about  socio-economic  matters  in  a plea  entitled  “Bring 
Out  Both  Sides”. 

One  such  matter,  the  HMO,  seems  to  need  some  good  words  these  days— 
if  not  necessarily  liberal  words. 

As  I read  the  headlines  that  cross  my  desk,  I see  such  as: 

Can  The  HMO  Puzzle  Ever  Be  Put  Together?  (American  Medical 
News,  Aug.  7,  1972) 

HMO  Proposal  Challenges  Care  System  (Medical  World  News,  Mar. 
24,  1972) 

HMO’s  or  UFO’s?  (Medical  Bulletin  of  Northern  Virginia,  May-June, 
1972) 

AM  A Fears  Failing  Support  for  HMO’s  (Medical  Group  News,  May, 
1972) 

When  these  critical  headlines  are  compounded  with  statements  on  HMOs 
by  the  President  of  the  Association  of  American  Physicians  and  Surgeons, 
Thomas  G.  Dorrity,  M.D.,  who  said,  “The  gravest  threat  now  to  the  prac- 
tice of  private  medicine”,  (American  Medical  News,  May  1,  1972)  and  titles 
his  keynote  address,  “HMOs  versus  Ethical  Medicine”,  I am  puzzled  and 
upset. 

What  is  so  unethical  or  puzzling  about  this  alternate  form  of  medical  care 
and  payment  method?  What’s  the  rhetoric  all  about?  Why  are  people  re- 
sorting to  downright  inflammatory  words? 

The  worst  thing  I see  is  that  change  is  occurring.  Something  slightly  dif- 
ferent is  being  tried  in  our  medical  care  system.  The  old  methods  are  being 
revised. 

Change  is  always  puzzling  at  first.  I am  reminded  of  my  personal  reaction 
to  the  first  time  I read  about  Hertz  Rent-A-Car  in  the  Fifties.  My  first  re- 
action was:  Who  in  the  world  would  want  to  rent  a car?  If  you  want  a 
car,  buy  your  own— or  use  a taxi— what’s  wrong  with  our  present  system 
anyway?  Imagine  a company  going  into  business  to  rent  cars  to  the  public!” 


(Note:  My  stock  broker  said  the  stock  was  risky,  but  if  I’d  bought  then 
I’d  have  made  $100,000  on  the  transaction  in  the  succeeding  15  years!) 

The  analogy  I have  chosen  between  transportation  and  medical  care,  I 
think,  is  not  too  far  fetched.  Both  involve  essential  public  service.  An  alter- 
nate form  of  transportation,  car  leasing,  resulted  in  a whole  new  industry. 
The  process  did  not  destroy  the  traditional  auto  dealer  or  car  manufacturer 
. . . and  as  an  alternate  form  of  medical  care,  HMO’s  will  not  destroy  fee- 
for-service  or  traditional  private  practice. 

The  HMO  is  an  alternate  method  of  health  care  and  will  grow,  I predict, 
in  the  next  15  years  as  rapidly  as  the  car  leasing  industry  did  in  the  past  15 
years.  Whether  it  be  HMO  or  Hertz,  both  are  good  concepts.  When  the 
time  for  an  idea  is  right  there  is  little  that  can  stop  it— even  the  prophets  of 
doom  such  as  Dr.  Dorrity. 

(Note:  Dr.  Dorrity  is  a surgeon  from  Memphis,  the  international  head- 
quarters for  Holiday  Inn— an  idea  whose  time  came  and  changed  the  entire 
hotel  industry— and  I suspect  he  takes  care  of  several  Holiday  Inn  people 
who  profited  well  from  that  idea! ) 

So  to  get  back  to  my  theme:  “Are  HMOs  A-O.K.  or  S.O.B.’s?”  They  are 
neither.  There  are  many  good  organizations  and  some  bad  ones.  Now,  and 
in  the  future,  the  bad  ones  will  be  handled  by  “The  Avis”  approach.  That’s 
the  way  things  get  improved  in  America. 

As  more  medical  schools,  medical  care  foundations  and  a variety  of  private 
and  governmental  agencies  move  into  HMOs,  what  should  concerned  physi- 
cians and  health  care  professionals  think  about  this  alternate  health  care 
method?  Should  they  be  frightened?  Should  they  be  “reactionaries”?  Should 
they  get  involved  in  HMOs? 

I think  the  words  of  Russell  B.  Roth,  M.D.,  of  the  American  Medical 
Association,  are  appropriate.  When  he  testified  before  the  House  Subcom- 
mittee on  Public  Health  and  Environment  in  April,  1972,  he  said,  “We  re- 
spect the  enthusiasm  of  those  physicians  among  us  who  are  intrigued  by 
the  potentialities  of  HMOs  as  they  may  understand  them  or  wish  to  make 
them  function.  This  is  good  and  they  should  try.  We  advocate  this  type 
of  experimentation  along  with  freedom  for  physicians  to  work  with  foun- 
dations, prepayment  insurance  plans,  group  practice  and  solo  practice  involv- 
ing salaries,  per  diems,  capitations  and  fee-for-service. 

“Each  may  find  its  place.  We  would  submit,  however,  that  it  is  the  phy- 
sician in  the  program  who  makes  it  work  or  makes  it  fail.  . . ” 

Good  health  care  presents  many  problems  to  solve.  Let’s  not  be  afraid  of 
trying  as  many  solutions  as  possible. 

Keith  W.  Sehnert,  M.D. 

3839  North  26th  Street 
Arlington , Virginia  22201 
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Peer  Review 

A Venture  in  Health  Care  Reform 


Experimental  Medical  Care  Review  Or- 
ganization of  the  Albemarle  County 
Medical  Society 

The  tremendous  escalation  of 
medical  costs  coupled  with  the 
prospect  of  further  increases  re- 
cently encouraged  both  legisla- 
tors and  physicians  to  develop 
broader  peer  review  systems.  In 
July,  1971,  the  Albemarle  Coun- 
ty Medical  Society  was  drawn  in- 
to the  search  for  an  effective  peer 
review  system  as  it  received  one 
of  eight  grants  from  the  Depart- 
ment of  HEW's  National  Center 
for  Health  Services  Research  and 
Development  (NCHSRD)  to  es- 
tablish an  Experimental  Medi- 
cal Care  Review  Organization 
(EMCRO). 

CTUAL  EXPENDITURES  for  Medicare 
and  Medicaid  programs  since  their  incep- 
tion in  1965  far  outstripped  original  forecasts 
of  their  cost.1  The  in-hospital  utilization  sur- 

Jane  Cowles,  EMCRO  project  administrator, 
prepared  this  article  with  the  assistance  of  the 
principal  investigators,  Dr.  James  Respess,  Dr. 
George  Moore,  Dr.  M.  C.  Wilhelm  and  Dr.  Wil- 
liam O’Brien.  Dr.  Richard  Goldstein  (NCHSRD 
project  director)  and  members  of  the  Executive 
Committee  of  the  Albemarle  County  Medical  So- 
ciety further  reviewed  the  article. 


vey  requirement  of  Medicare  failed  to  coun- 
ter costs  as  did  the  few  state  programs  designed 
to  assure  the  adequacy  and  appropriateness  of 
professional  services  rendered  under  Medicaid. 
The  inability  to  brake  the  runaway  costs 
which  plagued  the  federal  health  programs 
spurred  the  government  to  action.  By  July, 
1969,  however,  President  Nixon  declared  that: 

We  face  a massive  crisis  in  [health  care] 
and  unless  action  is  taken,  both  administra- 
tively and  legislatively,  to  meet  that  crisis 
within  the  next  two  to  three  years,  we  will 
have  a breakdown  in  our  medical  care  sys- 
tem. . .2 

Physicians,3 (pl343)  medical  economists1  (p267) 
and  legislators4  (pS10501)  still  maintain  that  health 
care  remains  in  a state  of  crisis  which  chal- 
lenges medicine’s  pluralistic,  independent  state. 
Benoit5  suggests  that  Congress  will  inevitably 
enact  some  national  health  program  to  alleviate 
the  problem.  Although  the  exact  form  of  such 
a plan  remains  undecided,  it  is  certain  to  con- 
tain some  provision  for  the  review  and  control 
of  the  quality  and  cost  of  medical  care.  Him- 
ler6  (pl411)  indicates  that  physicians’  services  will 
come  under  intensive  scrutiny.  The  question 
remains:  By  whom  will  the  review  be  con- 
ducted? 

Despite  allegations  that  physician  review  of 
physicians’  services  is  similar  to  assigning  a fox 
to  guard  a chicken  coop,  various  physician 
review  groups  (notably  the  New  Mexico,7 
Mississippi,8  and  Georgia9  Medical  Care  Foun- 
dations) currently  are  saving  taxpayers  mil- 
lions of  dollars  as  well  as  upgrading  the 
quality  of  medical  care  rendered  where  they 
operate.  Indeed,  no  evidence  suggests  that 
federal  regulatory  bodies  such  as  the  Federal 
Communications  Commission  or  the  Federal 
Trade  Commission  would  be  more  qualified  to 
monitor  the  medical  profession  than  physi- 
cians.10 The  role  of  the  government  in  medi- 
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cine,  however,  has  been  gaining  momentum 
since  1935.  Should  physicians  desire  to  imple- 
ment their  own  monitoring  system,  they 
should  act  now.3  (pl343) 

Dr.  Russell  Roth,  president-elect  of  the 
American  Medical  Association,  agrees  that  if 
billions  of  dollars  are  spent  on  medical  care, 
there  must  be  some  mechanisms  to  assure  that 
the  money  is  efficiently  spent.11  He  further 
indicates  that  the  majority  of  the  medical  pro- 
fession also  considers  a peer  review  system  as 
appropriate  in  the  medical  profession  as  it  is 
in  other  fields.  The  problem  remains  to  arrive 
at  a system  which  will  properly  evaluate  the 
quality  of  care  provided  by  physicians,  the 
frequency,  number  and  relationship  of  services 
ordered  which  are  pertinent  to  the  diagnosis, 
as  well  as  the  equity  of  physicians’  fees. 

A year  has  passed  since  the  Albemarle  Coun- 
ty Medical  Society  in  Charlottesville  began  its 
investigation  into  methods  of  peer  review.  A 
three  year  grant  received  from  the  Depart- 
ment of  Health,  Education  and  Welfare’s  Na- 
tional Center  for  Health  Services  Research  and 
Development  (NCHSRD)  supports  the  proj- 
ect. The  grant  establishes  an  Experimental 
Medical  Care  Review  Organization  (EM- 
CRO)  through  which  practicing  physicians  in 
Charlottesville  and  the  surrounding  rural  areas 
can  evaluate  the  quality  and  efficiency  of  serv- 
ices ordered  or  performed  by  other  area  phy- 
sicians. The  project  is  one  of  the  eight  original 
groups  operating  under  a NCHSRD  grant 
since  July,  1971.  Two  state  medical  societies, 
Mississippi  and  Hawaii,  and  the  Sacramento 
County  Medical  Society  received  developmen- 
tal grants  along  with  the  Albemarle  County 
Medical  Society.  The  National  Center  awarded 
planning  grants  to  the  state  medical  societies 
of  Pennsylvania,  Georgia,  and  Utah,  as  well 
as  Multnomah  County  (Oregon)  Medical 
Society. 

The  Charlottesville  physicians’  EMCRO  is 
the  only  project  which  employs  an  epidemio- 
logical approach  to  peer  review.  EMCRO  is 
not  using  the  field  of  epidemiology  (the 
science  dealing  with  the  relationships  of  fac- 
tors that  influence  the  incidence,  distribution 


and  control  of  a disease)  in  the  traditional 
sense.  The  review  organization  is  not  focus- 
ing this  science  of  assessment  on  a single  disease 
entity  but  on  medical  care  in  general.  This 
broad  model  for  assessing  the  quality  of  medi- 
cal care  includes  not  only  the  traditional  study 
of  hospitalization  but  also  considers  certain 
factors  prior  to  admission  such  as  screening 
(primary  prevention),  case  finding  (secondary 
prevention),  and  office  practice,  as  well  as 
those  factors  following  discharge,  including 
follow-up  and  rehabilitation  (tertiary  preven- 
tion). (Fig.  1). 
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The  Albemarle  County  Medical  Society's 
EMCRO:  An  Overview 

Findings  from  the  San  Joaquin  Foundation 
for  Medical  Care  indicate  that  good  quality 
medicine  costs  no  more,  and  in  many  instances 
less,  than  poor  quality  medicine.12  Reassured 
by  this  fact,  the  Albemarle  County  Medical 
Society’s  peer  review  system  centers  primarily 
on  the  quality  of  medical  care  rendered. 

To  enable  the  quality  evaluation  of  medical 
care,  Charlottesville  area  physicians  are  cur- 
rently in  the  process  of  developing  and  ap- 
plying standards  for  the  optimal  management 
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of  certain  disease  entities.  Some  general  guide- 
lines are  used  to  determine  which  disease  proc- 
esses are  to  be  studied. 

1.  The  disease  must  be  well  defined  so  that 
it  can  be  identified  from  other  diseases.  Some 
technique  should  be  available  for  screening 
for  the  disease,  and  primary  prevention  or 
early  referral  should  be  possible. 

2.  The  disease  must  be  common  so  that 
sufficient  material  can  be  collected  to  make  a 
meaningful  assessment. 

3.  Medical  care  must  have  a favorable  im- 
pact on  the  natural  history  of  the  disease. 

4.  Medical  care  should  positively  affect  not 
only  the  natural  history  of  the  disease,  but  the 
acute  episode  as  well. 

Expert  review  committees  composed  of  a 
combination  of  two  to  five  university  and  town 
physicians  have  already  established  quality  care 
criteria  for  the  detection,  treatment  and  fol- 
low-up of  hypertension  and  gastric  ulcer. 
Additional  expert  review  committees  have  re- 
cently undertaken  the  development  of  quality 
criteria  for  the  management  of  hip  fracture, 
acute  myocardial  infarction,  otitis  media  in 
children,  bacterial  pneumonia,  urinary  tract 
infection  and  appendicitis.  EMCRO  has  also 
created  an  expert  committee  on  office  records 
to  research  methods  of  improving  and  facili- 
tating office  record  keeping.  A Long  Stay 
Committee,  designed  to  provide  effective  utili- 
zation of  hospitals,  nursing  homes,  intermediate 
care  facilities,  home  health  services  and  other 
resources  for  quality  care  of  patients  at  least 
cost,  is  also  in  operation. 

The  expert  review  committees  that  are  ap- 
pointed to  study  specific  disease  processes 
develop  documented  criteria  based  on  infor- 
mation gathered  from  medical  literature  and 
the  survey  results  of  local  practice.  Other 
EMCRO  programs  formulate  norms  for  the 
care  of  specific  disease  entities  through  a con- 
sensus of  opinion  on  management  procedures. 
The  Albemarle  County  Medical  Society’s 
EMCRO  contends  that  the  consensus  approach 
to  criteria  formulation  may  reinforce  poor 
medical  practice  or  may  encourage  the  use  of 


outdated  or  unnecessary  procedures.  Docu- 
mented criteria  can  take  from  four  to  six 
months  to  formulate  compared  to  the  average 
of  two  to  four  hours  which  are  generally  nec- 
essary to  develop  consensus  criteria.  Although 
they  are  more  time  consuming  to  produce,  the 
Charlottesville  EMCRO  criteria  can  double 
as  continuing  education  tools  due  to  the  medi- 
cal literature  references  which  are  provided 
for  those  physician-users  interested  in  pursuing 
specific  areas. 

The  documented  criteria  are  the  foundation 
of  EMCRO’s  patient  care  review  cycle  (Fig. 
2).  The  review  system  is  activated  by  the 
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patient-physician  meeting  in  which  a diag- 
nosis is  presumably  made  and  treatment  is 
rendered.  EMCRO’s  paramedical  assistants 
perform  statistical  surveys  of  office  practice 
and  in-patient  hospital  records  from  which  the 
actual  medical  treatment  for  particular  disease 
processes  is  defined.  Under  the  guidance  of 
physicians  and  aided  by  the  computer, 
EMCRO  personnel  then  compare  the  retro- 
spective survey  of  practice  to  the  expert  re- 
view committee’s  approved  optimal  standards 
of  care  in  an  effort  to  counter  the  tendency 
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of  some  physicians  to  over  or  under  treat  as 
well  as  to  quell  the  desire  of  some  patients 
to  remain  in  hospitals  longer  than  actually 
necessary  because  their  health  plans  cover  such 
care.  The  survey  analysis  is  then  presented  to 
the  County  Medical  Society  which  publishes 
the  norms  of  care  that  have  been  approved  by 
the  general  review  committee  (composed  of 
about  25  Albemarle  County  Medical  Society 
members)  and  ultimately  by  the  County  Med- 
ical Society  (Fig.  3). 


cation,  however,  promises  to  be  more  stimulat- 
ing to  physicians  in  that  it  will  provide 
information  on  health  care  problems  afflicting 
the  community.  Further,  physicians  will  be 
provided  with  information  that  will  particu- 
larly instruct  them  as  to  how  to  more  ade- 
quately care  for  their  patients  as  well  as  to 
how  to  avoid  specific  problems. 

Within  a year  the  cyclic  review  process 
will  recur.  The  actual  performance  of  phy- 
sicians will  again  be  compared  to  the  optimal 
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As  deficiencies  in  the  health  care  system 
emerge  and  as  the  data  base  expands,  the  Coun- 
ty Medical  Society  will  design  educational 
programs  aimed  at  correcting  the  particular 
health  care  problems.  The  County  Society  is 
convinced  that  the  educational  workshop  is  a 
better  method  of  effecting  change  and  produc- 
ing lower  health  costs  than  is  the  punitive 
withholding  of  fees  for  services.  Only  as  a 
last  resort  will  the  Medical  Society  recommend 
the  retention  of  fees  for  those  physicians  who 
will  not  alter  their  nonoptimal  care  patterns. 

Lewis  and  Hassanein13  indicate  that  physi- 
cian participation  in  continuing  medical  ed- 
ucation lectures  is  no  guarantee  that  costs  will 
be  decreased  or  that  excessive  care  will  dimin- 
ish. EMCRO’s  approach  to  continuing  edu- 


care  standards  through  an  evaluation  process 
which  can  identify  significant  gaps  in  quality 
care.  These  deficiencies  in  patient  care  will  be 
relayed  to  the  County  Medical  Society  which 
will  determine  how  to  correct  non-optimal 
care  patterns. 

EMCRO  recognizes  the  need  to  direct  edu- 
cational efforts  toward  the  population  as  well 
as  toward  the  physician.  DeCastro  and  Mil- 
ler14 found  that  children  with  iron-deficiency 
anemia  did  not  spend  any  less  money  on  their 
diets  than  did  nonanemic  children.  They  sug- 
gest that  the  reason  for  the  anemia  is  poor 
selection  of  foods  rather  than  lack  of  money. 
The  problem’s  solution  lies  in  community  edu- 
cation. The  Virginia  Consumer  Health  Edu- 
cation program  has  agreed  to  assist  EMCRO 
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in  disseminating  information  to  the  public  to 
correct  area  health  deficiencies  as  they  are 
identified  by  EMCRO’s  surveys. 

The  Current  EMCRO  Investigation 

The  most  extensive  work  of  the  Albemarle 
County  Medical  Society’s  EMCRO  is  in  the 
area  of  hypertension.  The  hypertension  expert 
review  committee  spent  approximately  four 
months  developing  guidelines  for  the  quality 
management  of  the  disease.  The  experts  thor- 
oughly reviewed  all  of  the  medical  literature 
on  hypertension  and  have  condensed  their 
findings  into  a comprehensive  statement  on 
procedures  which  should  be  followed  to  ren- 
der optimal  care  to  a hypertensive  patient. 
The  general  review  committee  approved  the 
criteria  and  the  report  was  submitted  to  the 
County  Medical  Society  for  approval  in  De- 
cember, 1971.  The  report  was  favorably  re- 
ceived and  will  be  voted  on  during  the  next 
session.  Two  hypertensive  patients  will  also 
review  the  criteria  this  year  and  will  make 
recommendations  from  the  health  care  con- 
sumers’ viewpoint.  Prior  to  the  final  acceptance 
and  distribution  of  the  guidelines,  however, 
the  hypertension  committee  has  conducted 
several  retrospective  studies. 

The  hypertension  committee  launched  a 
preliminary  study  of  700  consecutive  admis- 
sions in  area  hospitals  to  assess  the  quality  of 
care  rendered  to  hypertensives.  Twelve  percent 
of  these  patients  were  hypertensive,  7.8  per- 
cent of  which  were  newly  diagnosed  hyper- 
tensives. Review  of  the  records  revealed  that 
55  percent  of  the  surveyed  patients  left  the 
hospital  with  uncontrolled  blood  pressure,  60 
percent  of  which  left  without  any  record  of 
a prescription  for  antihypertensive  medication. 
Of  the  45  percent  who  were  discharged  with 
reduced  blood  pressure,  60  percent  left  the 
hospital  without  medication.  The  survey  of 
the  7 00  records  did  not  indicate  that  follow-up 
appointments  had  been  made  for  34  percent 
of  the  patients.  The  laboratory  tests  recom- 
mended in  the  criteria  were  performed  in 
greater  than  80  percent  of  the  cases  although 
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hypertensive  intravenous  pyelograms  (IVPs) 
were  completed  in  42  percent  of  the  patients. 
This  study,  therefore,  would  appear  to  indi- 
cate that  the  pharmacological  reduction  of 
blood  pressure  and  the  followup  of  hospital 
patients  is  inadequate.  Because  of  the  potential 
significance  of  these  initial  findings,  EMCRO 
is  currently  repeating  the  retrospective  survey 
prior  to  the  Medical  Society’s  action  to  im- 
prove the  treatment  of  hypertensives  in  the 
Charlottesville  area. 

Aware  that  some  patterns  of  laboratory  use 
bear  little  relationship  to  the  needs  of  the 
patient,16  the  hypertension  committee  con- 
ducted another  survey  to  evaluate  the  yield 
of  IVPs  and  renal  arteriograms  as  diagnostic 
procedures  for  hypertension.  All  IVPs  and 
renal  arteriograms  performed  in  a Charlottes- 
ville hospital  between  June  30,  1967,  and  July 
1,  1971,  were  examined  as  to  interpretation 
and  eventual  patient  care  result.  Three  hun- 
dred fifty-seven  hypertensive  IVPs  were  per- 
formed, ten  of  which  were  judged  positive. 
The  renal  arteriograms  which  were  performed 
on  these  ten  patients  revealed  that  only  three 
had  surgically  correctable  vascular  lesions.  One 
of  these  patients  was  treated  by  nephrectomy, 
one  refused  surgery,  and  the  hypertension  in 
the  third  patient  was  controlled  with  medical 
therapy  and  no  surgery  was  necessary.  The 
remaining  seven  of  the  original  ten  patients 
demonstrated  no  vascular  lesion. 

The  survey  additionally  studied  the  records 
of  the  185  renal  arteriograms  performed  dur- 
ing the  specified  four  year  period.  Eighteen 
of  the  patients  were  considered  to  have  sig- 
nificant renal  artery  stenosis.  Five  of  the  18 
had  negative  renal  vein  renin  tests  and  were 
medically  managed.  Nine  other  patients  of 
the  original  18  had  positive  renal  vein  renin 
tests  and  had  surgery,  and  two  others  had 
surgery  without  receiving  renal  vein  renin 
tests.  Four  of  these  patients  had  complete 
alleviation  of  their  hypertension  with  the  re- 
mainder requiring  medication  to  control  their 
blood  pressure.  Two  patients  died  and  did 
not  have  surgery.  Eight  of  the  11  patients 
that  reached  surgery  did  not  have  an  IVP 
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prior  to  arteriography.  Two  of  the  three  IVPs 
performed  were  negative,  and  one  was  positive. 

It  would  appear  from  the  EMCRO  study 
that  the  hypertensive  IVP  is  of  limited  value 
as  a diagnostic  screening  procedure.  The  yield 
of  the  actual  procedure  was  less  than  one  per- 
cent for  determining  renal  vascular  hyperten- 
sion and  the  false  negative  rate  was  1 8 percent. 
The  survey  further  indicated  that  renal  ar- 
teriograms should  be  reserved  for  well  se- 
lected cases. 

Catecholamine  determinations  also  produce 
low  positive  yields  according  to  the  survey. 
Of  1,177  urinary  catecholamines  performed 
during  the  four  year  period,  seven  were  posi- 
tive for  pheochromocytoma.  It  is  difficult  to 
judge  whether  this  procedure  should  be  done 
routinely  or  reserved  for  patients  with  positive 
symptomatology  for  pheochromocytoma.  The 
estimated  cost  for  finding  and  curing  a patient 
with  a pheochromocytoma  is  currently  $5,000 
to  $6,000. 

The  hypertension  committee  indicated  in 
its  survey  report  to  the  County  Medical  So- 
ciety that  the  low  yield  of  surgically  correct- 
able causes  of  hypertension  should  make  area 
physicians  consider  the  priorities  of  their  time 
and  their  patient’s  resources  when  caring  for 
hypertension.  Perhaps,  the  committee  sug- 
gested, more  could  be  accomplished  by  case 
finding  and  pharmacological  control  of  hyper- 
tensive patients’  blood  pressures  than  by  ex- 
pending efforts  to  find  the  few  with  surgically 
correctable  causes. 

Beyond  the  surveys  of  the  hypertension 
committee,  retrospective  surveys  of  hospital 
and  office  records  of  patients  with  gastric  ulcer 
and  hip  fracture  are  complete  and  currently 
being  analyzed.  Once  the  guidelines  for  these 
disease  processes  are  distributed  to  area  phy- 
sicians and  the  results  of  the  surveys  are  an- 
nounced, the  retrospective  surveys  will  again 
be  performed  (after  a period  of  six  months 
to  a year)  to  determine  the  effect  of  the  cri- 
teria and  other  continuing  education  efforts. 
The  County  Medical  Society’s  EMCRO  spec- 
ulates that  physician  use  of  the  standards  will 
reduce  the  total  cost  of  medical  care  to  the 


community  by  eliminating  unnecessary  and 
inappropriate  care  and  through  reducing  mor- 
bidity, disability  and  length  of  hospital  stay 
which  should  decrease  future  need  of  health 
services.17 

During  its  second  year  of  operation, 
EMCRO  will  expand  its  present  experimental 
and  epidemiological  approach  to  peer  review 
by  placing  additional  disease  entities  on  the 
EMCRO  list  for  study. 

Additional  Approaches  to  Peer  Review 

Alternative  methods  of  peer  review  are 
being  devised  by  the  other  EMCROs.  The 
Utah  Professional  Review  Organization’s 
(UPRO)  EMCRO,  for  instance,  has  devel- 
oped critical  criteria  for  86  diagnoses  based 
on  a consensus  of  doctors’  opinions  who  offer 
prospective  ideas  as  to  what  constitutes  qual- 
ity care.  These  criteria  are  then  used  in  their 
major  on-site,  concurrent  hospital  utilization 
review  (OSCHUR)  project  which  is  based  in 
four  hospitals  in  Ogden  and  Salt  Lake  City. 
Four  nurse  coordinators  use  the  criteria  to 
monitor  hospitalized  patients  (covered  by  two 
particular  carriers)  from  their  date  of  entry 
for  the  necessity  of  hospital  admission,  as  well 
as  the  appropriateness  of  the  diagnosis,  length 
of  stay  and  care.  Medical  advisors  review  all 
cases  of  possible  quality  deviation,  questionable 
admission  and/or  prolonged  length  of  stay. 
They  determine  the  course  of  action  to  be 
taken,  either  approving  the  length  of  stay  and 
quality  of  care,  consulting  other  physicians 
before  making  a decision,  or  withdrawing  the 
UPRO  certification  which  has  been  given  to 
a patient’s  hospitalization,  if  quality  deviations 
are  determined.  It  is  at  this  point  that  phy- 
sician education  can  best  be  initiated  by  the 
existing  committee  structure  within  the  hos- 
pital. Removal  of  UPRO  certification  is  a last 
resort.  An  appeals  system  is  available  for  phy- 
sicians whose  certification  has  been  withdrawn. 

The  EMCROs  are  not  providing  the  only 
input  into  peer  review  methodology.  Medical 
care  review  is  currently  being  practiced  to  a 
limited  extent  in  the  activities  of  hospital  tissue 
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committees,  utilization  review  committees,  med- 
ical records  committees  and  medical  audits.18 
Additional  methods  of  peer  review  are  further 
being  employed  by  hospitals.  The  Professional 
Activity  Study  (PAS)  system  used  by  some 
medical  care  facilities  solely  prescribes  the 
length  of  stay  for  each  disease  entity  which  is 
based  on  averages  from  data  collected  on 
8,443,466  discharges  from  1,079  hospitals.19 
Other  institutions  use  certified  admission  which 
requires  that  admission  to  the  hospital  be  ap- 
proved prior  to  the  fact  according  to  present 
criteria.20  Use  of  the  AMA  codes  for  Cur- 
rent Medical  Information  and  Terminology 
(CMIT)21  and  Current  Procedural  Terminol- 
ogy  (CPT)22  provide  an  additional  means  of 
performing  peer  review.  Diagnoses  are  coded 
in  the  CMIT  and  matched  with  procedure 
codes  in  the  CPT  to  determine  if  the  pro- 
cedures are  appropriate.  The  diagnostic  and 
procedure  codes  can  then  be  analyzed  by  a 
computer  to  survey  large  numbers  of  claims. 

The  tremendous  escalation  in  medical  costs 
coupled  with  the  prospect  of  further  increases 
have  ultimately  motivated  legislators  to  pro- 
pose peer  review  legislation.23  (p  418)  The  major 
proposal  is  Senator  Wallace  Bennett’s  (R- 
Utah)  Professional  Standards  Review  Organi- 
zation (PSRO)  amendment  which  was  first 
introduced  on  August  20,  1970. 

The  amendment  proposes  to  monitor  both 
the  cost  and  quality  of  public  health  care 
under  Medicaid  and  Medicare  through  a 
nationwide  system  of  local  review  boards,  or 
PSROs.  The  PSRO  would  develop  and  apply 
local  norms  of  care  and  treatment  based  upon 
average  patterns  of  care  in  each  region.24  The 
norms  would  state  the  type  and  number  of 
health  care  services  that  are  appropriate  and 
the  types  of  facility  considered  adequate  for 
delivery  of  services  for  various  diagnoses. 
These  guidelines  then  would  be  used  to  deter- 
mine the  quality  of  care  rendered  and  the 
length  of  stay  for  particular  disease  entities. 
A regular  review  of  profiles  of  care  and  serv- 
ices received  by  patients  and  provided  by  phy- 
sicians would  also  be  implemented  by  PSROs. 
The  amendment  currently  is  attached  to  H.R. 


1 which  cleared  the  Senate  Finance  Commit- 
tee in  June,  1972.  The  legislation  is  expected 
to  reach  the  Senate  floor  shortly.26 

Acceptance  of  Peer  Review 

As  peer  review  gains  acceptance  in  Virginia, 
it  would  be  in  the  best  interest  of  both  health 
care  consumers  and  providers  if  the  State 
would  grant  immunity  from  malpractice  lia- 
bility to  those  physicians  who  follow  the 
norms  of  care  and  treatment  developed  by  the 
peer  review  committee.  Physician  compliance 
with  quality  care  standards  developed  by  ex- 
perts could  offer  the  public  the  assurance  that 
health  care  dollars  are  being  spent  on  quality 
health  care.7  There  are  no  state  statutes,  how- 
ever, which  currently  extend  immunity  from 
malpractice  liability  to  practitioners  who  ad- 
here to  peer  review  standards.26  Only  if  the 
Bennett  amendment  passes  will  health  care 
practitioners  and  providers  not  be  held  civilly 
liable  because  of  treatment  rendered  in  com- 
pliance with  the  professionally  accepted  norms 
of  the  area  PSRO.27  Many  doctors,  therefore, 
continue  to  perform  medically  unindicated  ex- 
aminations for  fear  they  will  be  held  liable  for 
malpractice  suits  if  they  follow  norms  of  care. 
Bell  and  Loop28  demonstrated  this  problem  by 
developing  allegedly  effective  criteria  for  de- 
termining which  patients  suffering  head  trauma 
should  be  potential  candidates  for  skull  series. 
They  estimated  that  a national  savings  could 
be  accrued  if  only  one  of  their  criteria  was  a 
necessary  condition  for  receiving  a skull  series 
for  trauma.  Physicians,  however,  were  reluc- 
tant to  follow  the  procedure  for  fear  of  being 
held  liable  for  failing  to  discover  a clinically 
occult  fracture. 

The  practice  of  defensive  medicine  will  not 
muffle  the  rising  chorus  of  criticism  concern- 
ing  the  nation’s  health  and  health  care  bill.6 
(Pi406)  peer  review,  on  the  other  hand,  can  pro- 
vide the  physician  with  a constructive  response 
to  the  public’s  accusation  that  it  is  “paying  too 
much  for  too  little”.  Initially,  peer  review  may 
appear  to  be  a time-consuming  system.  The 
benefits  of  its  use,  however,  may  offset  its 
shortcomings.29  Recipients  of  care  rendered 
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by  physicians  following  peer  review  standards 
will  be  afforded  treatment  influenced  by  a 
depth  of  expert  physician  input  not  generally 
available.  Physicians  participating  in  peer  re- 
view will  also  benefit  from  the  assurance  that 
the  program  has  undergone  an  extensive  evalu- 
ation by  experts  in  the  medical  profession. 
Laframboise  and  Owen30  suggest  that  peer  re- 
view is  an  excellent  means  of  continuing  edu- 
cation that  allows  the  physician  to  update 
himself  without  the  necessity  of  attending 
medical  education  center  programs. 

EMCRO  is  designed  to  upgrade  the  physi- 
cian’s abilities  rather  than  to  brand  him  as  a 
poor  doctor.  The  review  system  exists  to  iden- 
tify specific  problems  in  a physician’s  practice 
and  to  provide  him  with  an  educational  mech- 
anism based  on  peer  consultation  which  can 
promptly  alleviate  the  deficiency. 
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Reporting  Blindness 


Did  you  know  that  the  Code  of  Virginia, 
Section  63-165,  requires  that  physicians  report 
all  cases  of  blindness  in  Virginia?  The  Vir- 
ginia Commission  for  the  Visually  Handi- 
capped is  required  to  receive  reports  and  to 
prepare  and  maintain  a register  of  legally  blind 
persons.  Vision  of  20/200  in  the  better  eye 
with  best  correction,  or  a visual  field  restric- 
tion to  a field  diameter  of  20°  or  less,  are 
conditions  legally  reportable  to  the  Commis- 
sion. 

Aside  from  the  legal  requirement,  there  are 
other  reasons  which  make  it  important  for  you 
to  report  your  severely  visually  handicapped 
patients  to  the  Commission.  Many  vitally 
needed  and  helpful  services  are  provided  to 
persons  of  all  ages.  The  parents  of  pre-school 
blind  children  are  taught  to  accept  the  disa- 
bility of  blindness  and  are  instructed  in  how  to 
train  the  child  to  develop  skills  which  mini- 
mize the  limitations  caused  by  blindness.  Re- 
habilitation Teachers  and  Education  Consul- 
tants combine  their  skills  to  offer  adjustment 
services  and  education  services,  both  to  pre- 
school and  school  age  children,  with  the  result 
that  the  majority  of  children  are  prepared  to 


enter  public  schools  at  the  appropriate  age  and 
the  schools  are  assisted  in  providing  a quality 
education  to  the  visually  handicapped  child. 
Other  Commission  services  provided  for  peo- 
ple of  all  ages  include  diagnostic  services,  eye 
health  services,  talking  book  library  services, 
orientation  and  mobility,  personal  adjustment 
training,  vocational  rehabilitation  services  and 
employment. 

Information  contained  in  the  register  of 
blind  persons  enables  the  Commission  to  do 
research  in  the  causes  of  blindness  and  to  iden- 
tify those  causes  which  are  preventable.  The 
Commission  will  cooperate  wth  the  State  De- 
partment of  Health  in  the  adoption  and  en- 
forcement of  proper  preventive  measures.  To 
know  the  causes  as  well  as  the  numbers  of 
visually  handicapped  persons  needing  assist- 
ance will  enable  the  Commission  to  be  most 
useful  to  the  individuals  it  serves  and  to  the 
citizens  in  the  State  of  Virginia. 

They  are  located  at  3003  Parkwood  Ave- 
nue, Richmond.  In  addition,  District  Offices 
are  in  Alexandria,  Bristol,  Charlottesville,  Nor- 
folk, Richmond  and  Roanoke. 
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Are  Some  of  the  Connective  Tissue  Diseases  Due  to 
Infectious  Agents? 


Recent  serologic,  cultural,  immu- 
nological and  electron  micro- 
scopic studies  suggest  that  some 
of  the  connective  tissue  diseases 
may  be  due  to  infection  with  mi- 
croorganisms. While  no  specific 
organisms  have  been  grown  from 
humans,  the  evidence  clearly 
seems  to  point  in  this  direction. 

The  thing  that  hath  been,  it  is  that  which 
shall  be;  and  that  which  is  done  is  that 
which  shall  be  done;  and  there  is  no  new 
thing  under  the  sun.  Ecclesiastes  1 : 9 

During  the  early  parts  of 

THIS  CENTURY,  rheumatoid  disease 
was  known  in  textbooks  of  medicine  as 
chronic  infectious  arthritis  and  speculation 
centered  about  possible  infectious  agents 
which  might  cause  it.  Then  for  a number  of 
years  many  researchers  explored  the  immune 
mechanisms,  looking  for  hypersensitivity  or 
autoimmune  mechanisms  as  the  cause  of 
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rheumatoid  disease.  However,  this  latter  line 
of  thought  did  not  explain  the  etiology  of  the 
illness.  Once  again,  a hard  look  is  being  taken 
at  possible  infectious  agents  which  might  cause 
rheumatoid  arthritis  and  similar  connective 
tissue  diseases.  We  propose  to  review  some  of 
the  evidence  suggesting  that  some  of  the  con- 
nective tissue  diseases  might  be  due  to  an  in- 
fectious agent.  The  evidence  is  merely  sug- 
gestive, however,  and  no  definite  proof  exists 
at  this  time. 

It  is  safe  to  say  that  no  reproducible  evidence 
has  been  presented  that  ordinary  bacteria  are 
responsible  for  any  of  the  connective  tissue 
diseases.  Stains  and  cultures  simply  have  not 
supported  this.  Bedsonia  organisms  were  sus- 
pected as  a cause  of  Reiter’s  syndrome  a few 
years  ago;  but  again,  the  evidence  for  this  has 
failed  to  stand  up  to  the  test  of  replicability 
in  numerous  laboratories.1 

Recent  electron  microscopic,  serologic  and 
viral  culture  studies  have  shown  that  measles 
virus  is  the  cause  of  subacute  sclerosing  panen- 
cephalitis.2 Virus-like  particles  were  seen  on 
electron  microscopy  of  brain  tissue  in  SSPE 
and  serologic  studies  confirmed  the  presence  of 
very  high  titers  of  measles  antibody.  The 
virus  was  grown  from  brain  tissue  of  patients 
with  SSPE.  The  presence  of  virus-like  particles 
in  systemic  lupus  erythematosus  (SLE)  led 
Hollinger  et  al.  to  undertake  serologic  studies 
of  viruses  in  SLE  patients.3  Sera  from  3 1 SLE 
patients,  3 1 controls  and  3 3 patients  with  con- 
nective tissues  other  than  SLE  were  studied. 
The  SLE  patients  had  significantly  higher 
antibody  titers  to  measles,  rubella,  parainflu- 
enzae  2 and  3,  and  reoviruses  than  did  controls. 
Antibody  titers  to  measles,  rubella,  parain- 
fluenzae  1 and  2 and  mumps  viruses  were 
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higher  in  SLE  than  in  other  connective  tissue 
diseases.  Viruses  have  not  been  grown  from 
tissues  of  SLE  patients,  however. 

Additional  evidence  supporting  the  possible 
viral  etiology  of  chronic  arthritis  was  seen  in 
field  trials  of  rubella  vaccine  reported  by 
Thompson  et  al.4  In  these  studies,  2.8%  of 
children  receiving  the  live  virus  vaccine  de- 
veloped joint  symptoms.  The  comparison  of 
the  joint  symptoms  developing  with  the  at- 
tenuated virus  used  in  this  study  and  the  joint 
manifestations  of  naturally  occurring  rubella 
is  revealing.  In  naturally  occurring  rubella, 
joint  manifestations  usually  begin  about  six 
days  after  the  rash,  last  a mean  of  nine  days 
and  are  more  common  in  adults  than  in  chil- 
dren. Following  immunization  with  the  at- 
tenuated live  virus,  joint  problems  usually 
start  about  one  month  after  exposure,  last  a 
mean  of  18  days,  and  are  more  common  in 
children.  Clearly  then,  we  can  see  differences 
in  the  clinical  manifestations  of  this  aspect  of 
infection  with  minor  changes  in  the  virus. 

Barden  and  Decker  have  been  able  to  pro- 
duce a chronic  arthritis  in  swine  by  infecting 
them  with  Mycoplasma  Hyorrhinis.5,6  Four 
days  following  the  intraperitoneal  inoculation 
of  M.  hyorrhinis,  the  animals  became  febrile 
and  developed  polyarthritis.  The  fever 
cleared,  but  the  arthritis  persisted.  Animals 
autopsied  at  two  months  after  inoculation 
grew  organism  from  all  tissues.  At  four 
months  after  inoculation,  however,  only  two 
of  16  joints  cultured  grew  organisms— yet  the 
arthritis  persisted.  Moreover,  antibody  titers 
to  M.  hyorrhinis  remained  quite  high  when 
the  organisms  could  no  longer  be  cultured. 
The  clinical  and  pathologic  features  of  the 
disease  closely  resemble  human  rheumatoid 
disease. 

Support  for  the  concept  that  rheumatoid 
arthritis  may  be  a viral  infection  has  come 
from  the  observations  of  Smith  and  colleagues 
who  found  that  rabbit  joints  injected  with 
synovial  membrane  cells  from  patients  with 
rheumatoid  arthritis  were  resistant  to  infection 
by  rubella  virus.7  Grayzel  and  Beck  found 
that  cells  from  rheumatoid  synovia  are  re- 
sistant to  New  Castle  disease  virus  and  rubella 


virus,  while  non-rheumatoid  cells  are  suscepti- 
ble to  both.6  This  property  apparently  per- 
sists in  culture  and  can  be  transmitted  to  nor- 
mal rabbit  synovial  membrane  cells. 

However,  a virus  has  not  been  isolated  from 
tissues  of  patients  with  any  of  the  connective 
tissue  diseases.9  It  is  possible  that  the  virus 
may  be  a common  one  and  that  the  expression 
of  the  disease  may  depend  upon  the  host’s 
immune  mechanisms. 

Indirect  evidence  that  rheumatoid  arthritis 
may  be  a vital  viral  disease  comes  from  the 
studies  of  Notkins  and  Aske.10'13  Viruses  are 
capable  of  circulating  in  the  blood  of  chron- 
ically infected  animals  as  infectious  virus  anti- 
body complexes.  Studies  with  lactic  dehydro- 
genase virus  in  mice  showed  that  persistently 
infected  mice  were  not  tolerant  to  the  virus. 
Co-existence  of  neutralizing  antibody  and  in- 
fectious virus  could  be  shown  to  be  due  to 
circulating  viral  antibody  complexes.  Rheu- 
matoid factor  is  capable  of  binding  to  these 
complexes  and  neutralizing  the  virus  by  in- 
creasing the  susceptibility  of  the  viral  complex 
to  the  action  of  complement.  Thus  we  find  the 
rheumatoid  factor  in  the  role  of  an  auxiliary 
immune  mechanism  which  is  essentially  bene- 
ficial. 

The  serological  characteristics  of  the  rheu- 
matoid factors  lend  credence  to  this  theory. 
These  antiglobulin  antibodies  have  many  of 
the  characteristics  of  the  humoral  heterophiles. 
They  are  demonstrable  in  low  titer  in  the  sera 
of  normal  persons  but  reach  very  high  titers 
in  disease.  They  are  almost  always  IgM  glob- 
ulins and  they  react  better  at  low  tempera- 
tures. The  rheumatoid  factors  have  never 
been  proven  to  have  deleterious  effects. 

Morphologic  Evidence  of  Virus 

In  1967  Chou14  reported  the  presence  of 
myxovirus-like  particles  in  the  muscle  cells  of 
a case  of  polymyositis,  and  about  the  same 
time  particles  also  termed  myxovirus-like  were 
reported  in  subacute  sclerosing  encephalitis.15 
It  was  considered  that  their  presence  in  these 
diseases  indicated  an  etiological  connection. 

In  the  following  year  Chandra16  described 
undulating  microtubules  similar  in  appearance 
to  the  myxovirus-like  particles  described  by 
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others  in  various  cells,  as  for  example,  acute 
lymphocytic  leukemia,  Burkitt’s  lymphoma 
and  splenic  and  thymic  cells  from  newborn 
infants.  She  was  inclined  to  believe  that  these 
structures  represented  cellular  reaction  to  a 
number  of  different  stimuli  and  were  not 
necessarily  of  viral  origin.  This  view  has  been 
supported  by  others.17 

In  196818  and  19  6 919,20  a series  of  reports 
appeared  describing  myxovirus-like  structures 
in  the  glomerular  endothelial  cells  in  the 
majority  of  cases  of  lupus  nephritis  examined 
by  electron  microscopy.  The  implication  of 
myxovirus  in  this  disease  appeared  imminent. 
However,  since  that  time  similar  particles  have 
been  described  in  infectious  mononucleosis, 
Letterer-Siwe  disease,  Hodgkin’s  disease,  my- 
asthenia gravis,  Hashimoto’s  disease,  Good- 
pasture’s syndrome,  scleroderma  and  pernicious 


R.N.A.  and  that  patients  who  display  them 
have  in  their  serum  free  or  hidden  antinuclear 
antibody. 

We  have  found  such  myxovirus-like  parti- 
cles or  undilating  microtubules  in  cases  of 
polymyositis  (Fig.  1),  rheumatoid  arthritis, 
systemic  lupus  erythematosus  (Fig.  2),  idio- 
pathic membranous  glomerulonephritis  and  oc- 
casionally in  animal  tissues.  In  nearly  all  in- 
stances the  structures  are  in  endothelial  cells  of 
small  vessels.  Figure  2,  however,  shows  the 
tubular  structures  in  a cell  which  is  apparently 
circulating  in  the  blood. 

At  present,  therefore,  the  situation  is  that 
particles  thought  by  some  to  be  related  to 
myxovirus  are  found  in  a variety  of  condi- 
tions. Conspicuous  among  these  are  the  con- 
ditions included  under  the  term  connective 
tissue  disease.  There  is  controversy,  however, 


Fig.  1.  “Myxovirus-like  particles”  or  “tubular  arrays”  in  an  endothelial  cell 
of  a small  vessel  from  a case  of  polymyositis.  (X  46,600) 


anemia.21  Their  presence  in  such  a wide  range 
of  conditions  casts  some  doubt  on  the  spe- 
cificity if  not  their  viral  origin.  With  regard 
to  the  latter,  however,  recent  evidence21  sug- 
gests that  these  tubular  structures  do  contain 


whether  these  particles  do,  in  fact,  represent 
virus  or  a reaction  to  virus  and  even  if  they 
do  represent  one  or  the  other  of  these,  there  is 
doubt  about  the  relationship  of  the  virus  to  the 
initiation  and  course  of  any  particular  disease. 
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Fig.  2.  Glomerular  capillary  from  a case  of  systemic  lupus.  A cell,  apparently  in  the  lumen  of 
the  capillary,  contains  virus-like  particles  (large  arrow).  An  endothelial  cell  above  contains 
similar  but  smaller  particles  (small  arrow).  Electron  dense  basement  membrane  deposits 
subendothelial  in  position  are  seen  at  top  left.  (X  24,000) 
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Box  188 

Medical  College  of  Virginia 
Richmond , Virginia  23219 


The  Isadora 

Dancer  Isadora  Duncan  was  strangled  when 
her  long,  flowing  scarf  caught  in  the  wheel 
of  the  convertible  she  was  riding  in.  A young 
Minnesota  woman  was  jerked  out  of  her  ski- 
lift  seat  when  her  scarf  became  wrapped 
around  an  oncoming  chair.  She  died  of  stran- 
gulation, suspended  by  the  scarf  from  the  chair 
lift.  An  11 -year-old  Massachusetts  boy  was 
choked  unconscious  after  his  scarf  became  en- 
tangled in  the  engine  of  his  snowmobile.  He 
was  revived  by  mouth-to-mouth  resuscitation. 

The  fashionable  long  scarf  can  become  a 
noose,  dragging  the  wearer  to  death  or  serious 
injury,  if  the  free  ends  become  caught  in  mov- 
ing machinery,  reports  an  article  in  the  Sep- 


Duncan  Syndrome 

tember  11th  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association. 

Of  the  11  accidents  reported,  five  resulted 
in  deaths,  a 45  per  cent  fatality  rate  for  acci- 
dents that  could  have  been  avoided  by  taking 
off  or  covering  the  scarf  when  near  moving 
machinery. 

Ten  of  the  accidents  occurred  in  connection 
with  winter  sports.  The  article  recommends 
that  removal  of  long  scarves  be  included  in 
safety  regulations  at  ski  slopes. 

Authors  are  Drs.  Mutaz  B.  Habal,  Michael 
M.  Meguid  and  Joseph  E.  Murray,  from  Peter 
Bent  Brigham  Hospital;  Children’s  Hospital 
Medical  Center;  and  Harvard  Medical  School, 
Boston. 
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Shock 

A Brief  Review  With  Emphasis  on  Septic  Shock 


Our  understanding  of  septic 
shock  has  increased  considerably 
during  the  last  few  years  but  the 
continuing  high  mortality  shows 
that  there  remains  much  to  be 
learned. 

HE  WORD  SHOCK  was  first  used  medi- 
cally in  the  English  language  in  the  year 
1743  in  a translation  of  le  Dran’s  French  edi- 
tion of  “A  Treatise  of  Reflections  Drawn 
From  Experience  With  Gunshot  Wounds.” 
Le  Dran  defined  shock  as  “the  agitation  which 
commonly  follows  gunshot  wounds.”  Our 
concepts  and  understanding  of  this  “momen- 
tary pause  in  the  act  of  death”  has  come  a 
long  way  since  those  times.  A better  under- 
standing has  come  about  mainly  by  expanded 
knowledge  of  the  basic  physiological  changes 
that  occur  in  the  various  forms  of  shock. 

The  literature  abounds  with  varying  defi- 
nitions and  classifications  of  shock.  We  feel 
that  the  following  are  simple,  practical,  and 
encompassing: 

Definition 

Shock  is  a state  of  impaired  perfusion. 

Classification 

1.  Decreased  ventricular  filling  pressure  (i.e., 
decreased  venous  return) 

e.g.:  Decreased  intravascular  volume 
(loss  of  blood) 

From  the  Winchester  Surgical  Clinic  and  Win- 
chester Memorial  Hospital. 


GERALD  J.  BECHAMPS,  M.D. 
JONATHAN  A.  VAN  HEERDEN, 
F.R.C.S.  (C) 

Winchester,  Virginia 

(loss  of  plasma) 

(loss  of  fluid  and  electrolytes) 
Cardiac  arrhythmias 
Tension  pneumothorax 

2.  Decreased  myocardial  contractility 

e.g.:  Myocardial  infarction 
Acidosis 
Myocarditis 

3.  Decreased  my  o car  dial  distensibility 

e.g.:  Cardiac  tamponade 

Constrictive  pericarditis 

4.  Increased  peripheral  resistance 
e.g.:  Pulmonary  embolus 

Monitoring  of  the  Patient  in  Shock 

Shock  is  a dynamic,  ever  changing  state. 
Accurate  documentation,  both  chemical  and 
biochemical,  are  therefore  sine  qua  non  in  the 
care  of  the  patient  in  shock. 

(a)  Clinical 

1.  Record  at  regular  intervals:  state  of 
consciousness— remember  early,  unex- 
plained anxiety 

skin  temperature,  turgor,  color 
nail  beds— early  cyanosis 
state  of  peripheral  veins 
pulse  rate  and  quality 
respiration— rate  and  depth 
hourly  urine  output 

2.  Blood  pressure: 

It  is  well  accepted  that  the  arterial 
blood  pressure  alone  is  a poor  indica- 
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tion  of  the  severity  of  shock  and  Mc- 
Lean, in  1970,  stated  “while  a low 
blood  pressure  is  one  of  the  most  con- 
stant signs  of  shock;  it  is  not  the  essen- 
tial thing;  let  alone  the  cause  of  it.  . . . 
we  have  focused  our  attention  far  too 
much  on  blood  pressure.” 

3.  Central  venous  pressure: 

Central  venous  pressure  represents  the 
ratio  between  venous  return  and  right 
ventricular  output.  Crucial  to  the  un- 
derstanding of  central  venous  pressure 
are  the  following: 

a.  Placement  of  the  central  venous 
pressure  catheter  has  to  be  accu- 
rate and  located  in  a major  central 
vein. 

b.  Except  for  obvious  high  readings 
(above  15  cm  of  water),  and  obvi- 
ously low  readings  (below  2 cm  of 
water),  a single  measurement  is  of 
no  value  at  all. 

c.  The  response  of  the  central  venous 
pressure  to  fluid  load  is  the  crux  of 
treatment. 

(b)  Biochemical 

As  a baseline  and  guide  to  therapy,  all 
patients  should  have  these  baseline  studies: 

Complete  blood  count  including  a platelet 
count 

Serum  electrolytes 
Arterial  blood  gasses 
Electrocardiogram 
Chest  x-ray 

Blood  cultures  and  gram  stain 
Chemistry  survey 

Septic  Shock 

I.  Definition 

In  a recent  symposium  on  Septic  Shock, 
Simeone  described  it  as  a condition  of 
circulatory  failure  in  which  capillary 
blood  flow  to  the  tissues  is  absent  or  in- 
adequate for  supporting  cellular  oxidative 
metabolism.  This  condition  results  when 
the  products  of  infection  overwhelm  the 


physiologic  mechanisms  which  normally 
maintain  circulatory  homeostatis. 

II.  Pathophysiology 

The  pathophysiology  of  septic  shock  is 
thought  to  be  a liberation  of  endotoxin 
of  gram  negative  organisms  into  the  cir- 
culation initiating  a complex  process.  The 
endotoxin  is  thought  to  act  indirectly  on 
the  blood  vessels  through  a heat  labile 
component.  The  exact  nature  of  the  ac- 
tive substance  is  not  known,  although  ab- 
normal amounts  of  bradykinin,  serotonin, 
histamine,  catecholamines,  lysozymes,  and 
cortisol  have  been  demonstrated  to  be 
circulating  in  septic  shock. 

Initially  there  appears  to  be  vasoconstric- 
tion which  leads  to  vascular  atony,  with 
consequent  stagnation  in  the  peripheral 
capillary  beds  leading  to  decreased  cardi- 
ac filling.  The  arteriolar  muscle  sphinc- 
ters respond  to  anoxia  by  dilating  but  the 
post-capillary  venular  sphincters  do  not. 
This  allows  massive  pooling  of  blood  in 
a greatly  expanded  venous  circulation  re- 
sulting in  decreased  venous  return  to  the 
heart,  decreased  cardiac  output  and  de- 
creased blood  pressure.  Plasma  may  also 
be  lost  via  increased  capillary  permeabil- 
ity and  thus  contributes  further  to  de- 
creased blood  volume.  The  anoxia  leads 
to  metabolic  acidosis,  the  anoxia  resulting 
from  the  inadequate  perfusion  of  vital 
tissues  and  organs.  Human  bacteremic 
shock  is  not  the  result  of  a single  hemo- 
dynamic aberration.  Some  patients  have 
reduced  cardiac  output  with  normal  or 
increased  peripheral  arterial  resistance 
whereas  others  may  have  essentially  nor- 
mal cardiac  output  but  reduced  periph- 
eral arterial  resistance. 

III.  Symptoms  and  Clinical  Features 
A.  Age,  Mortality 

In  this  condition,  males  outnumber 
females  in  the  ratio  of  2 : 1 . It  is  defi- 
nitely a condition  of  the  old  age  pop- 
ulation and  in  one  study,  75%  of  the 
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males  exhibiting  septic  shock  were 
greater  than  50  years  of  age.  Ten  per- 
cent were  under  the  age  of  30  years 
and  these  were  mainly  due  to  septic 
abortion;  postpartum  sepsis;  children 
with  burns,  neoplasm,  hematologic 
disorders;  and  premature  infants.  En- 
dotoxic  shock,  as  a cause  of  shock, 
is  second  only  to  cardiogenic  shock 
in  hospitalized  patients.  The  inci- 
dence of  septic  shock  ranges  from  10 
to  50%  in  patients  with  gram  nega- 
tive septicemia.  The  mortality  in 
gram  negative  septicemia  approxi- 
mates 40%  and  the  mortality  in  gram 
negative  septic  shock  is  approximately 
80%. 

B.  Portals  of  Entry 

The  portals  of  entry  are  predominant- 
ly the  genitourinary  tract  and  it  ac- 
counts for  50%  of  the  patients.  Eti- 
ology incriminates  indwelling  ureth- 
ral catheters,  pyelonephritis,  and  uro- 
logic  procedures.  Ten  to  15%  of  the 
cases  involve  the  biliary  tree,  15% 
the  gastrointestinal  tract  usually  sec- 
ondary to  peritonitis  from  diverticu- 
litis or  appendicitis.  Five  percent  are 
confined  to  the  female  genital  tract. 
Fifteen  percent  are  from  unknown 
causes. 

C.  Predisposing  Factors 

Predisposing  factors  are  felt  to  con- 
tribute significantly  to  septic  shock. 
These  can  be  divided  into  three  main 
classes: 

1.  Nidus  of  infection— This  would 
include  pyelonephritis,  cholangitis, 
and  peritonitis  which  are  often  ag- 
gravated by  surgery  or  other  ma- 
nipulative procedures. 

2.  Predisposing  non-infectious  dis- 
eases—This  would  include  ad- 
vanced age  with  generalized  ar- 
teriosclerosis, diabetes,  cirrhosis, 


malignant  neoplasms,  hematologic 
disorders  such  as  agammaglobu- 
linemia, leukemia,  lymphomas,  and 
multiple  myeloma.  Incriminated  in 
this  latter  group  is  also  iatrogenic 
induced  conditions  from  the  use 
of  steroids,  antimetabolites,  and 
antibiotics  (such  as  penicillin  sup- 
pressing the  gram  positive  orga- 
nisms) . 

3.  Predisposing  therapies— Under  this 
would  include  long-term  indwell- 
ing intravenous  catheters,  urinary 
catheters,  respirators,  surgery,  and 
instrumentation.  This  latter  cate- 
gory would  include  particularly 
transurethral  resections,  cysto- 
scopy, biliary,  intestinal,  and  stom- 
ach surgery. 

D.  Signs  and  Symptoms 

The  signs  and  symptoms  in  septic 
shock  would  certainly  include  hypo- 
tension in  100%  of  the  cases.  This  is 
usually  defined  as  a systolic  below  90 
mm  of  mercury. 

1.  Fever  greater  than  101°  is  seen  in 
approximately  80%  of  the  cases 
and  chills  associated  with  the  fever 
is  seen  in  60%  of  the  cases. 

2.  Sudden  collapse  is  seen  in  approx- 
imately 30%.  In  sudden  collapse, 
an  important  hemodynamic  prob- 
lem associated  with  septic  shock  is 
felt  to  be  myocardial  failure.  This 
failure  is  felt  to  be  due  to  the  de- 
pletion of  myocardial  catechola- 
mines from  sustained  hyperdy- 
namic state. 

3.  An  impaired  mental  state  in  67% 
of  the  cases. 

4.  Hyperventilation  with  arterial  hy- 
pocarbia  and  hypoxemia  are  fre- 
quently seen. 

5.  Other  signs  and  symptoms  include 
headache,  restlessness,  apprehen- 
sion, and  cold,  moist,  pale,  and 
mottled  skin.  The  mottled  skin 
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with  a peculiar  bluish  color  seems 
to  be  unique  to  septic  shock. 

E.  Laboratory  Data 

1.  Elevated  white  count  in  83%  of 
the  cases. 

2.  Electrolyte  abnormalities  are  fre- 
quently seen  with  metabolic  aci- 
dosis being  very  prominent. 

3.  The  bacteriology  of  septic  shock 
shows  that  E coli  is  involved  in  ap- 
proximately 50%  of  the  cases. 
This  is  followed  by  Klebsiella- 
Aerobacter  group  in  15  to  20%. 
Pseudomonas,  proteus,  paracolon 
and  bacteroides  are  incriminated 
in  the  remaining  percentage. 

The  diagnosis  of  gram  negative 
septic  shock  has  to  be  made  with 
gram  stains,  cultures,  blood  smears, 
and  of  course  a very  high  index  of 
suspicion.  Differential  diagnosis 
would  include  ruling  out  traumatic 
and  hemorrhagic  shock  as  well  as 
cardiogenic  shock  from  myocar- 
dial infarction,  etc. 

IV.  T reatment 

The  aim  of  therapy  in  septic  shock  is  to 
restore  tissue  perfusion,  but  in  various 
types  of  shock  this  is  accomplished  by 
different  and  sometimes  opposing  meth- 
ods; for  example,  shock  from  myocardial 
infarction  versus  shock  from  hemorrhage. 

A.  First  of  all,  one  must  understand  the 
underlying  disease  process,  whether 
it  be  abscess,  post-surgical,  genitouri- 
nary infection  or  instrumentation,  etc. 

B.  One  must  evaluate  the  patient  regard- 
ing ventilation,  skin  color,  vital  signs, 
urinary  output,  laboratory  data,  chest 
x-ray,  and  blood  cultures. 

C.  One  must  begin  the  initial  treatment. 
Presently  the  treatment  of  septic 
shock  represents  a confusing  picture. 

1.  Initially  cardiovascular  support 
must  be  directed  towards  increas- 


ing the  venous  return  by  fluid 
load.  Hypovole?nia  is  the  most 
commonly  mistreated  conditiony 
yet  it  is  the  one  most  responsive 
to  thei'apy.  In  septic  shock,  hypo- 
volemia may  be  the  critical  factor. 
T he  cardiovascular  response  to  the 
fluid  load  is  the  single  most  impor- 
tant measurement  made  in  shock 
patients.  It  is  recommended  that 
the  patient  be  given  500  to  1000 
cc  in  a 20-30  minute  period  accu- 
rately measuring  the  central  ven- 
ous pressure.  The  central  venous 
pressure  should  be  in  the  neigh- 
borhood of  12-15  cm  of  water. 
Ringer’s  lactate,  whole  blood  and 
plasma  expanders  are  added  to  the 
regime  as  indicated.  Sodium  bi- 
carbonate is  the  standby  of  thera- 
py for  metabolic  acidosis. 

2.  Control  of  myocardial  force  and 
rhythm  must  be  maintained.  Most 
therapists  in  septic  shock  agree 
that  rapid  I.  V.  digitalization  is 
mandatory  and  except  for  a few 
conditions  such  as  subaortic  ste- 
nosis, myocarditis,  etc.,  it  has  very 
few  deleterious  effects  in  the  ini- 
tial treatment  of  septic  shock.  Car- 
diac arrhythmia  should  be  man- 
aged with  the  appropriate  medi- 
cation by  the  cardiologist  as  indi- 
cated. 

3.  In  cardiovascular  support,  one 
must  obviously  support  blood 
pressure.  Here  is  an  area  where 
there  is  considerable  confusion  re- 
sulting from  many  different  but 
excellent  clinical  investigations. 
Support  with  any  vasoconstrictor, 
inotropic  or  vasodilator  drug  must 
be  based  on  hemodynamic  meas- 
urements. 

a.  Thai,  Hardaway  and  others  in- 
investigated  a group  of  septic 
shock  patients  with  low  cardi- 
ac output  and  found  that  these 
patients  responded  to  Isuprel 
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and  Phenoxybenzamine.  It 
would  appear  that  Isopretere- 
nol  (a  pure  beta  adrenergic  re- 
ceptor stimulant)  and  Phe- 
noxybenzamine (an  alpha 
adrenergic  receptor  blocking 
agent)  are  best  suited  to  sup- 
port septic  shock  patients  in  a 
state  of  low  cardiac  output  and 
high  total  peripheral  resistance. 
To  the  contrary,  these  drugs 
would  be  deleterious  to  a high 
cardiac  output,  vasodilated 
state. 

b.  Popanolal  (Inderal),  a beta 
receptor  blocking  agent,  has 
been  used  in  a recent  investi- 
gative study  of  patients  in  late 
refractory  septic  shock  by 
Berk  et  al.  from  Akron.  They 
used  Popanolal  in  11  patients 
using  5 mg  over  2-3  hours  and 
an  additional  5 mg  over  the 
next  6-12  hours.  These  pa- 
tients had  all  been  refractory 
by  the  conventional  means  of 
treating  septic  shock.  Nine  of 
the  11  patients  survived  for 
overall  survival  rate  of  approx- 
imately 80%.  These  patients 
had  increased  arterial  pressure, 
increased  arterial  oxygen  pres- 
sure, increased  cardiac  output 
and  heart  rate.  These  patients 
had  all  been  digitalized  prior 
to  treatment  and  they  were  all 
in  a hyperdynamic  state,  that 
is,  they  had  adequate  fluid  re- 
placement before  treatment. 
This  is  certainly  an  area  of 
controversy,  but  shows  signifi- 
cant improvement  in  overall 
results. 

c.  Lillehei  from  the  University  of 
Minnesota  also  stresses  volume 
replacement  as  the  backbone 
of  their  treatment.  Plasma  or 
dextran,  given  as  indicated, 
and  the  quantity  of  fluids  is 


determined  by  the  central  ven- 
ous pressure  in  the  neighbor- 
hood of  10-12  cm  of  water. 
The  failure  of  volume  replace- 
ment alone  to  correct  in  y2  to 
1 hour  the  shock  condition  in- 
dicates the  use  of  vasodilating 
agents,  and  for  this  purpose 
alone  they  use  Corticostei’oids 
in  massive  doses.  They  recom- 
mend Methylprednisolone  15- 
BO  mg.  per  kg.  or  Hydrocorti- 
sone 50-150  mg.  per.  kg.  or 
Dexamethazone  3-6  mg.  per 
kg.  If  this  does  not  work,  then 
they  use  a positive  inotropic 
agent  such  as  Isuprel  to  im- 
prove the  overall  picture. 

d.  One  other  investigative  area 
which  shows  some  promise  is 
regarding  the  reticuloendothe- 
lial system.  It  is  known  that 
ulcerative  hemorrhagic  mucosa 
of  the  intestines  is  a feature  in 
the  state  of  prolonged  shock. 
Recent  investigative  studies 
have  shown  that  in  a shock 
dog,  pretreated  with  celiac 
blockade,  the  hemorrhagic  area 
is  confined  to  the  distal  % of 
the  colon.  Others  have  dener- 
vated  half  of  the  spleen  and 
this  denervated  half  retained 
its  original  content  of  Norepi- 
nephrine, and  therefore  re- 
tained its  capacity  to  extract 
and  detoxify  endotoxin.  This 
certainly  shows  another  excit- 
ing area  which  may  give  us 
some  clues  as  to  the  best  treat- 
ment of  septic  shock. 

e.  Most  investigators  would  agree 
that  Aramine,  Levophed,  and 
other  vasoconstricting  agents 
do  not  have  a place  in  the 
initial  treatment  of  septic 
shock. 

D.  To  continue  further  with  the  initial 
treatment  in  septic  shock,  we  must 
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support  the  pulmonary  gas  exchange. 
This  is  accomplished  by  ventilation 
either  with  nasal  oxygen,  a naso- 
tracheal tube  or  tracheostomy.  As- 
sisted or  controlled  ventilation  to  in- 
crease the  inspired  air  and  increase 
the  number  of  functioning  alveolar 
units  is  often  indicated  and  necessary. 
Oxygen  transport  is  another  consid- 
eration and  the  optimum  hematocrit 
should  be  in  the  range  of  35  to  40%. 
Depending  on  the  condition  of  the 
patients,  pack  cells,  whole  blood  or 
plasma  would  be  used  to  reach  this 
optimum  hematocrit  level. 

E.  Antibiotics— After  correction  of 
shock,  further  treatment  and  evalu- 
ation is  indicated  for  control  of  hem- 
orrhage, drainage  of  abscess,  correc- 
tion of  acidosis,  improvement  of  oli- 
guria, etc.  Antibiotics  must  be  started 
in  massive  doses.  Before  any  antibi- 
otic treatment  is  started,  cultures  of 
blood,  urine  and  any  exudate  should 
be  obtained.  Antibiotics  should  be  se- 
lected to  cover  the  most  probable 
pathogens  involved  in  gram  negative 
sepsis  before  the  culture  and  sensitiv- 
ity is  available.  No  single  antibiotic 
has  sufficient  broad  spectrum  to  cover 
all  the  infections  causing  septic  shock. 

1.  Martin,  in  a prospective  control 
clinical  trial  designed  to  compare 
the  efficacy  and  toxicity  of  six 
therapies  prior  to  the  availability 
of  the  culture,  found  that  the 
treatable  disease  mortality  in  34 
patients  with  shock  was  lowest  in 
those  groups  receiving  Gentamy- 
cin  and  Cephloridine.  Mortality 
in  this  group  was  25%.  This  was 
compared  to  another  group  not 
receiving  any  Gentamycin  where 
the  mortality  was  67%.  The  six 
antibiotic  groups  he  investigated  in- 
cluded Kanamycin  and  Polymixin, 
Kanamycin  and  Colistin,  Keffin 
and  Polymixin,  Keflin  and  Colis- 


tin, Gentamycin  alone,  and  Gen- 
tamycin and  Cephloridine.  Neph- 
rotoxicity was  found  in  6%  with 
Gentamycin  and  Cephloridine. 

2.  Thai  has  used  Gentamycin  and 
Keflin  feeling  that  the  latter  is 
safer  than  Cephloridine. 

3.  At  the  University  of  Kansas,  the 
treatment  is  a combination  of  Kef- 
lin or  Ampicillin  in  8-10  grams 
per  day  intravenously  given  every 
3 hours  over  5-30  minute  push. 
This  is  combined  with  Gentamy- 
cin, 3-5  mg.  per  kilogram  per  day 
intravenously  in  a constant  drip 
over  6-8  hours. 

4.  All  drugs  should  be  given  intra- 
venously in  shock  patients. 

F.  Hypothermia— Hypothermia  has  been 
shown  not  to  be  of  any  therapeutic 
value  in  septic  shock.  It  is  felt  that 
fever  should  be  brought  to  normal 
temperature  levels,  but  not  below 
normal  temperature.  This  can  be  ac- 
complished with  a cooling  blanket 
and/or  alcohol  sponge  baths.  Aspirin 
is  felt  to  be  contraindicated. 

G.  Disseminated  Intravascular  Coagula- 
tion and  Shock  Lung— Two  interest- 
ing complications  of  septic  shock  in- 
clude disseminated  intravascular  co- 
agulation and  shock  lung. 

1.  In  disseminated  intravascular  co- 
agulation, the  patient  oozes  blood 
from  intravenous  sites,  gastroin- 
testinal tract,  genitourinary  tract, 
etc.  Patient  has  decreased  plate- 
lets, a bizzare  blood  smear  and 
prolonged  prothrombin  time.  The 
most  reliable  tests  are  the  factor 
V level,  the  presence  of  fibrin 
split  products  which  could  be  re- 
flected by  the  partial  thrombo- 
plastin time  and  the  platelet  count. 
This  should  be  treated  with  Hep- 
arin 25  mg.  q4h  and  increase  as 
needed  to  control  bleeding. 

2.  In  shock  lung  or  progressive  in- 
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terstitial  pulmonary  edema,  it  is 
thought  that  this  may  be  related 
to  disseminated  intravascular  co- 
agulation. In  one  series,  9 out  of 
19  patients  developed  respiratory 
failure  after  following  correction 
of  hemodynamic  crises.  It  was  the 
cause  of  death  in  all  of  the  pa- 
tients who  survived  the  initial 
shock  period.  This  syndrome  is 
characterized  by  progressively  de- 
creasing arterial  p02  with  more  and 
more  pressure  required  for  a given 
volume  by  the  respiratory  ex- 
change. The  lungs  are  congested, 
atelectactic  with  hemorrhage,  cap- 
illary thrombi  and  decreased  pul- 
monary surfactant.  If  the  patient 
develops  this  condition,  it  almost 
always  leads  progressively  to  death. 
It  is  felt  it  should  be  treated  with 
controlled  ventilation  with  con- 
tinuous positive  pressure  breathing 
and  steroids. 

V.  Prognosis 

It  is  interesting  to  remember  that  shock 
occurs  in  only  5%  of  gram  positive  sep- 
dcemias  but  in  about  40%  of  gram  nega- 
tive septicemias.  The  mortality  in  gram 
negative  shock  still  remains  at  least  80% 
despite  vigorous  treatment  in  most  re- 
ports. However,  more  reports  are  being 
seen  such  as  those  from  Tillehei  and  Berk 
of  80%  survivals  in  the  treatment  of 
septic  shock.  Septic  shock  is  a very  com- 
plex hemodynamic  picture,  the  answers 
to  which  are  still  not  all  in.  Despite 
prompt  and  vigorous  treatment  most  pa- 
tients die.  Emphasis  must  be  placed  on 
the  prevention  and  treatment  of  situations 
known  to  be  associated  with  the  develop- 
ment of  gram  negative  sepsis.  Iatrogenic 
causes  must  be  appreciated  in  this  condi- 
tion. Volume  replacement  is  the  back- 
bone of  therapy  accompanied  by  appro- 
priate antibiotics  in  septic  shock. 
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Summary 

Important  summarizing  points  from  a brief 

review  of  the  literature  are  worth  reiterating: 

1.  The  most  common  method  of  augmenting 
cardiac  output  is  the  use  of  beta  adrenergic 
stimulating  drugs  of  which  Isoproterenol 
(Isuprel)  is  the  prototype. 

2.  Metabolic  acidosis  is  often  underestimated 
and  inadequate  amounts  of  sodium  bicarb- 
onate are  usually  given. 

3.  Vasoconstrictor  agents  that  are  void  of 
inotropic  effects,  therefore,  have  virtually 
no  place  in  the  management  of  a patient  in 
cardiogenic  shock. 

4.  Cardiac  failure  is  common  in  septic  pa- 
tients and,  therefore,  augmentation  of  car- 
diac output  can  be  accomplished  only  with 
these  drugs  if  the  heart  is  capable  of  being 
stimulated. 

5.  Isoproterenol,  Phenoxybenzamine  and  Pro- 
panalol  are  best  suited  to  support  septic 
shock  patients  in  a state  of  low  cardiac 
output  and  high  total  peripheral  resistance. 

6.  Pre-treatment  with  steroids  shows  a clear- 
cut  protective  effect  against  many  forms 
of  experimental  shock. 

7.  Evidence  for  any  special  value  of  steroids 
in  the  treatment  of  shock  in  general,  and 
septic  shock  in  particular,  is  debatable. 

8.  Dr.  Lillehei  has  stated  “we  may  have  heard 
the  funeral  knell  for  the  use  of  vasocon- 
strictor drugs  in  most  cases  of  shock.’ 7 

Dr.  Richard  Lillehei  from  the  University  of 

Adinnesota  has  proposed  his  so-called  “Ten 

Commandments  in  the  Treatment  of  Shock”: 

1.  Examine  the  patient. 

2.  Establish  an  airway. 

3.  Adeasure  CVP. 

4.  Restore  effective  circulatory  blood  vol- 
ume based  on  continuous  CAT*  observa- 
tions. 

5.  Measure  hourly  urine  output. 

6.  Reduce  peripheral  resistance  if  there  is 
poor  or  no  response  to  volume  replace- 
ment. 

7.  Use  digitalis  liberally  when  CVP  remains 
high  in  the  face  of  hypotension. 
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8.  Avoid  use  of  vasopressor  agents  unless 
combined  with  adrenergic  blockade. 

9.  Suspect  septic  shock  when  cause  is  ob- 
scure. 

10.  Take  blood  and  other  cultures  before 
starting  antibiotics. 
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The  Hadden  Psychosis  of  Open-Heart  Surgery 


The  dramatic  nature  of  open-heart  surgery 
often  precipitates  an  emotional  crisis  in  pa- 
tients who  have  undergone  the  operation,  ac- 
cording to  an  article  in  the  October  1 6th  issue 
of  the  Journal  of  the  American  Medical  Asso- 
ciation. 

Patients  may  develop  temporary  delusions, 
hallucinations  or  loss  of  memory  in  an  effort 
to  deny  that  they  have  had  potentially  perilous 
surgery  that  involved  opening  the  heart. 

The  anxiety  that  is  aroused  in  patients  and 
hospital  staff  by  the  dramatic  operation  is 
seldom  discussed.  But  in  a study  of  12  post- 
operative patients  at  Mount  Sinai  Hospital, 
New  York  City,  who  were  chosen  as  being 
least  likely  to  have  emotional  repercussions 
from  surgery,  eight  revealed  symptoms  of  psy- 
chosis; five  suffered  delusions  or  hallucinations, 
including  the  belief  that  the  hospital  staff  was 
trying  to  kill  them,  and  three  had  memory 
loss  and  confusion.  Of  the  four  patients  with 
no  apparent  symptoms,  two  had  surgery  that 
did  not  require  opening  the  heart,  and  one 


required  it  only  briefly. 

It  was  found  that  most  patients  could  not 
tolerate  the  thought  of  their  hearts  being 
opened.  Both  before  and  after  surgery,  they 
tended  to  deny  facts  and  to  replace  them  with 
their  own  versions  of  the  operation.  Some 
allowed  themselves  to  recognize  its  seriousness 
only  after  the  surgery  was  over,  and  then  were 
terrified. 

Even  patients  with  no  apparent  symptoms 
revealed  several  years  later  that  they  had  had 
a psychosis  immediately  after  surgery,  and 
were  relieved  to  learn  that  they  were  not 
unusual  or  abnormal.  Because  many  patients 
are  too  frightened  or  embarrassed  to  discuss 
their  fears,  most  don’t  receive  the  simple  reas- 
surance that  they  are  normal  and  any  psycho- 
logical symptoms  they  may  have  are  tem- 
porary. 

Author  of  the  study  is  Richard  S.  Blacher, 
M.D.,  from  the  Department  of  Psychiatry  and 
the  Division  of  Cardiothoracic  Surgery,  Mount 
Sinai  School  of  Medicine,  New  York. 
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Hepatic  Ultrastructure  in  Reye  s Syndrome 


The  ultrastructural  features  of 
the  liver  in  a case  of  Reye's  syn- 
drome are  presented.  Mitochon- 
dria and  endoplasmic  reticulum 
in  hepatocytes  showed  the  most 
consistent  and  significant 
changes.  An  attempt  was  made 
to  correlate  these  ultrastructural 
changes  with  the  known  light 
microscopic  findings  and  the  he- 
patic dysfunction. 

EPATIC  DYSFUNCTION13  is  a well 
established  feature  of  Reye’s  syndrome 
(encephalopathy  and  fatty  accumulation  in 
viscera)  .4  Associated  with  the  dysfunction  are 
light  microscopic  findings  of  hepatocellular 
degeneration  and  occasionally  necrosis.2,3  In 
addition  to  the  light  microscopy  several  inves- 
tigators5,6 have  carried  out  electron  micro- 
scopic studies  on  the  liver  in  Reye’s  syndrome 
and  have  described  changes  in  the  mitochon- 
dria and  endoplasmic  reticulum  of  the  hepato- 
cyte. 

The  purpose  of  this  report  is  to  further 
characterize  the  ultrastructural  changes  in  the 
liver  in  Reye’s  syndrome  and  to  attempt  to 
correlate  wherever  possible  the  known  light 
microscopic  findings  and  the  different  aspects 
of  hepatic  dysfunction  with  these  changes. 

Case  Report* 

Clinical  Findings:  The  patient,  a 15  month 

Brown,  R.  E.,  M.D.,  Instructor  in  Pathology , 
Medical  College  of  Virginia. 

Madge,  G.  E.,  M.D.,  Associate  Professor  of 
Pathology , Medical  College  of  Virginia. 


R.  E.  BROWN,  M.D. 

G.  E.  MADGE,  M.D. 

Richmond,  Virginia 

old  white  male,  was  admitted  to  the  Medical 
College  of  Virginia  Hospital  in  a semicoma- 
tose  state.  This  had  been  preceded  by  approx- 
imately five  days  of  diarrhea  and  vomiting 
uncontrolled  by  antiemetics  including  Compa- 
zine (prochlorperazine).  He  was  tachypneic 
with  up  to  80  respirations /minute. 

Pertinent  laboratory  findings  on  the  day  of 
admission  included  an  SGOT  of  510  mlU/ml 
(normal7  25-130  mlU/ml),  serum  LDH  of 
1755  mlU/ml  (normal  115-370  mlU/ml), 
serum  uric  acid  of  25.5  mg%  (normal  1.1 -8.1 
mg%),  prothrombin  concentration  of  19% 
(normal  60-100%),  serum  cholesterol  of  115 
mg%  (normal  0-145  mg%),  total  bilirubin  of 
0.8  mg%  (normal  0.05-0.8  mg%)  and  a blood 
salicylate  of  5 mg%.  Cerebrospinal  fluid  ex- 
amination excluded  the  possibility  of  a bac- 
terial meningitis. 

The  patient’s  clinical  status  did  not  seem  to 
be  improving  and  some  observers  noted  the 
presence  of  a peculiar  sleep  pattern  and  the 
development  of  decorticate  or  decerebrate 
posturing. 

The  diagnosis  of  Reye’s  syndrome  was  con- 
sidered and  a liver  biopsy  was  performed  on 
the  third  hospital  day.  Hepatic  related  fac- 
tors determined  prior  to  biopsy  on  that  day 
included  an  SGOT  of  3800  mlU/ml,  serum 
cholesterol  of  140  mg%,  total  bilirubin  of  2.4 
mg%,  and  several  serum  lipoprotein  electro- 
phoresis determinations  which  showed  a dif- 
fuse hypolipoproteinemia  with  a decreased 
beta  fraction  and  either  decreased  or  absent 
pre-beta  and  alpha  fractions. 

Following  the  liver  biopsy,  the  patient  was 
treated  for  Reye’s  syndrome  with  a continu- 
ous intravenous  infusion  of  insulin  and  glu- 
cose.8 He  eventually  recovered  and  was  dis- 
charged from  the  hospital. 

Pathological  Findings:  Routine  light  micro- 
scopy on  a portion  of  the  liver  biopsy  (S-71- 
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8141)  revealed  the  presence  within  the  hepat- 
ocytes of  vacuolar  change  without  peripheral 
nuclear  displacement  which  some  observers 
felt  was  due  to  lipid  accumulation.  Mild  he- 
patocytolysis3  was  also  present.  No  necrosis 
or  cellular  infiltrate  was  noted.  Glycogen  nu- 
clei were  noted  in  some  of  the  periportal  he- 
patocytes  and  periodic  acid  Schiff’s  stain  dem- 
onstrated glycogen  in  many  of  the  periportal 
cells.  Oil  red  O stain  revealed  small  droplet 
lipid  accumulation  in  the  hepatccytes  primar- 
ily in  the  centrolobular  and  midzonal  regions. 
No  lipid  was  seen  in  the  bile  duct  epithelium 
in  the  portal  areas  but  a few  small  droplets 
were  present  in  endothelial  cells  in  this  region. 

In  view  of  the  history  of  Compazine  admin- 
istration careful  attention  was  directed  toward 
possible  histologic  signs  of  phenothiazine  as- 


Tissue  for  electron  microscopy  was  ob- 
tained as  a portion  of  the  same  liver  biopsy. 
It  had  been  immediately  fixed  in  4.0%  buf- 
fered glutaraldehyde,  postfixed  in  2.0%  buf- 
fered osmic  acid,  dehydrated,  and  embedded 
in  epoxy  resin  (Epon  812).  Sections  were 
stained  with  uranyl  acetate  and  lead  citrate 
and  examined  using  an  RCA  EMU  3-G  elec- 
tron microscope. 

Ultrastructurally  many  of  the  hepatocytes 
were  seen  to  contain  small  lipid  droplets  (Fig. 
1 ) which  did  not  fill  the  cytoplasm  or  displace 
the  nucleus  to  the  periphery.  Some  of  these 
droplets  appeared  to  be  membrane  bound  and 
to  be  forming  within  cisternae  of  smooth  sur- 
faced endoplasmic  reticulum  (E.R.).10  Lipid 
accumulation  was  also  noted  in  the  lipocyte 
(Fig.  2). 10> 11 


Fig.  1.  Multiple  small  droplets  of  accumulated  lipid  (arrows)  in  hepatocytes.  Some  are  membrane  bound. 
Note  dilated  cisternae  of  smooth  surfaced  E.R.  13,200X 


sociated  hepatic  injury  including  an  eosino- 
philic infiltrate,  pseudoxanthomatous  change 
and  bile  thrombi  in  canaliculi.9  None  of  these 
signs  was  present. 


Vacuolar  change  in  the  hepatocytes  was  the 
most  common  finding  (Fig.  3).  In  some  in- 
stances the  vacuoles  were  so  large  (Fig.  4)  that 
they  would  probably  be  readily  visible  by  light 
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Fig.  2.  Lipid  (arrow)  in  a lipocyte.  18,500X 


Fig.  3.  Generalized  small  vacuolar  change  in  hepatocytes.  6,700X 


microscopy.  These  vacuoles  resulted  from 
swelling  and  degeneration  of  mitochondria 
and  proliferation  and  dilatation  of  cisternae  of 


both  smooth  and  rough  surfaced  E.R.  (Fig. 
5).  Endothelial  cells  also  contained  vacuoles 
and  dilated  cisternae  and  showed  similar  de- 
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generative  changes  in  their  mitochondria  (Fig. 
6).  In  contrast  the  ductal  epithelium  that  we 
observed  did  not  show  any  significant  changes 
in  their  E.R.  or  mitochondria. 

Discussion 

Hepatocellular  degeneration  in  Reye’s  syn- 


drome as  observed  by  light  microscopy3  is 
consistent  with  the  ultrastructural  findings  re- 
ported in  this  paper.  Dysfunctional  and  ac- 
companying degenerative  changes  in  hepato- 
cyte  mitochondria  could  result  in  decreased 
energy  production  leading  to  the  generalized 
cellular  swelling  with  sinusoidal  compression 


Fig.  4.  Large  membrane  bound  vacuole  in  hepatocyte.  16,400X 


Fig.  5.  Hepatocyte  mitochondria  (arrows  M)  with  some  in  varying  stages  of  degen- 
eration characterized  by  swelling  and  replacement  of  their  internal  structure  by 
amorphous  material.  Dilated  cisternae  of  E.R.  (arrow  E.R.)  some  with  attached 
ribonucleoprotein  particles.  18,500X 
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that  is  commonly  seen  in  this  syndrome.3’ 6 
Dilatation  of  mitochondria  coupled  with  dila- 
tation of  cisternae  of  E.  R.  could  account  for 
the  apparent  cytoplasmic  dissolution  (hepato- 
cytolysis3)  and  vacuolar  changes  also  evident 
by  light  microscopy. 

Hepatocellular  dysfunction  in  Reye’s  syn- 
drome as  evidenced  by  decreased  hepatic  re- 
lated clotting  factors,3  hyperammonemia,1  hy- 
polipoproteinemia,6, 12  and  increased  levels  of 
SGOT  and  serum  LDH  isoenzymes  4 and  53 
could  also  be  the  result  of  impaired  mitochon- 
drial energy  production. 

The  significance  of  proliferation  and  dilata- 


etiologic  agents2, 13  associated  with  Reye’s  syn- 
drome, we  have  searched  for  a possible  com- 
mon denominator  (toxin)  to  explain  the  en- 
cephalopathy and  the  degenerative  and/or 
dysfunctional  changes  in  the  viscera.3, 14-16  The 
fatty  accumulation  in  viscera  coupled  with  the 
changes  in  visceral  adipose  tissue  stores,17  free 
fatty  acidemia,12, 18  and  the  accumulation  of 
fatty  acids18  and  triglycerides18, 19  in  the  liver 
in  Reye’s  syndrome  suggested  to  us  a possible 
endogenous  toxin.  We  feel  that  fatty  acids 
are  the  potential  toxin  and  that  in  excessive 
amounts  they  are  exerting  their  known  toxic 
effects20'23  on  cellular  metabolism.  The  findings 


Fig.  6.  Hepatic  endothelial  cell  showing  mitochondrial  swelling  with  loss  of  cristae 
(arrow  M)  and  dilatation  of  E.R.  (arrow  E.R.).  23,900X 


tion  of  cisternae  of  E.R.  in  the  hepatocyte  in 
Reye’s  syndrome  is  not  known.  However, 
since  the  smooth  surfaced  E.R.  have  been  im- 
plicated in  the  formation  of  lipid  both  in  this 
study  and  others,10  one  might  suspect  that 
their  proliferation  is  compensatory  in  Reye’s 
syndrome.  Similarly  since  the  smooth  surfaced 
E.R.  are  the  reported  site  of  bilirubin  conju- 
gation,10 one  is  not  surprised  to  find  that  bili- 
rubin metabolism  is  relatively  less  impaired  in 
this  syndrome  than  some  of  the  other  aspects 
of  hepatic  function.2, 3 

Since  there  have  been  multiple  dissimilar 


in  this  and  other  studies  on  Reye’s  syndrome 
of  degenerative  changes  in  mitochondria,  or- 
ganelles whose  structure24  and  function20  can 
be  adversely  affected  by  fatty  acids,  is  sup- 
portive evidence  for  this  hypothesis. 
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The  Chronic  Running  Ear 

Corrective  Surgery  and  Subsequent  Restoration  of  Hearing 


Acceptable  hearing  was  restored 
to  this  patient  with  bilateral  "run- 
ing  ear"  and  deafness. 

HE  GENERAL  PRACTITIONER  and 
otolaryngologist  see  a significant  number  of 
patients  with  what  is  commonly  called  “run- 
ning ears”.  This  chronic  supportive  otitis  me- 
dia affects  most  patients  in  one  ear  or  the 
other,  and  there  are  occasional  cases  of  bilat- 
eral involvement.  Because  of  long-standing 
misconceptions  in  the  community  and  lack  of 
specific  knowledge,  even  in  some  medical  cir- 
cles, a distressingly  large  number  of  patients 
are  plagued  with  a draining  ear  and  severe 
hearing  loss  for  years.  The  author  has  become 
especially  interested  in  this  problem. 

The  case  presented  here  is  unusual  in  that  it 
is  bilateral  chronic  supportive  otitis  media 
with  bilateral  hearing  loss  of  19  years  dura- 
tion. The  operative  procedures  and  rehabilita- 
tion at  the  Cleveland  Speech  and  Hearing  Cen- 
ter have  been  gratifying. 

D.  S.,  a 23  year  old,  white  female,  was  first 
seen  in  the  office  April  12,  1958.  She  com- 
plained of  almost  daily  discharge  from  one  ear 
or  the  other  or  from  both  since  she  was  four 
years  of  age  following  pneumonia.  Until  this 
date  the  patient  had  been  followed  in  another 
community  with  medication  giving  only  tem- 
porary relief  relative  to  the  discharge  and  no 
improvement  in  hearing  loss. 

Physical  examination  revealed  a repaired 
left  sided  harelip  with  a residual  right  anterior 
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inferior  nasal  septal  deviation.  The  right  ear 
revealed  thick  granulation  tissue  with  almost  a 
complete  displacement  of  the  drum  with  this 
tissue.  The  left  ear  had  an  obvious  cholestea- 
toma in  the  posterior  superior  quadrant  with 
the  cholesteatomatous  debris  exuding  into  the 
ear.  The  audiograms  revealed  bilateral  hear- 
ing loss  of  50db  in  both  ears  with  the  right 
being  worse  than  the  left.  However,  bone 
conduction  was  revealed  as  grossly  within  nor- 
mal limits  for  both  right  and  left  ears.  X-rays 
revealed  normal  paranasal  sinuses,  but  also  re- 
vealed bilateral  degenerative  temporomandibu- 
lar joint  disease.  The  mastoid  films  revealed 
bilateral  diffuse  sclerosis  with  impaired  pneu- 
matization,  while  on  the  left  the  findings  were 
consistent  with  the  presence  of  a very  large 
cholesteatoma.  The  speech  reception  thresh- 
old on  the  right  was  46  and  on  the  left  29. 
The  general  physical  examination  was  grossly 
within  normal  limits  except  for  a tachycardia, 
which  was  known  to  have  been  present  for  at 
least  10  years.  All  laboratory  studies  were 
grossly  within  normal  limits;  an  electrocar  dia- 
gram showed  a sinus  tachycardia,  but  was 
otherwise  within  normal  limits. 

On  September  4,  1958,  a right  radical  en- 
daural  mastoidectomy  with  a skin  graft  was 
performed  at  the  University  Hospitals  of 
Cleveland,  Ohio.  On  September  8,  1958,  the 
patient  developed  a right  facial  paralysis, 
which  was  presumed  to  have  been  due  to  pres- 
sure postoperatively  in  the  middle  ear.  Conse- 
quently, the  right  ear  was  redressed  with  all 
packs  removed.  Facial  nerve  stimulation  was 
started.  On  September  27,  1958,  the  right 
facial  paralysis  had  completely  disappeared, 
and  the  ear  was  healing  quite  satisfactorily. 
The  patient  was  progressing  well  until  Octo- 
ber 17,  1958,  when  she  was  again  admitted  to 
the  University  Hospitals  with  an  acute  la- 
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byrinthitis  with  nausea,  vomiting,  and  stag- 
gering. She  was  conservatively  treated  and 
was  discharged  improved  on  October  22, 
1958.  Her  improvement  continued  and  on 
January  19,  1959,  her  right  ear  was  clean  and 
dry  for  the  first  time  since  age  four.  Reha- 
bilitation with  a hearing  aid  was  then  discussed 
and  the  patient  was  directed  to  the  Cleveland 
Speech  and  Hearing  Center  where  she  was 
fitted  with  a bone  conduction-type  hearing 
aid  over  the  left  ear.  The  patient  successfully 
acclimated  herself  to  this  hearing  aid. 

The  left  ear  started  to  drain  on  or  about 
August  16,  1960,  following  an  upper  respira- 
tory tract  infection.  Since  the  right  operated 
ear  had  some  sloughing  polypoid  tissue,  on 
August  17,  1960,  at  the  University  Hospitals, 
a revision  of  the  right  radical  mastoidectomy 
was  performed  with  a skin  graft.  On  August 
27,  1960,  the  patient  was  discharged.  On  Sep- 
tember 13,  1960,  she  suddenly  developed  an 
acute  labyrinthitis  and  was  again  hospitalized 
from  September  13  to  September  22,  1960. 
By  October  8,  1960,  the  patient  once  again 
had  a dry  right  ear. 

The  left  ear,  however,  was  chronically  and 
intermittently  discharging  and  on  July  24, 
1961,  the  patient  was  once  more  admitted  to 
the  University  Hospitals  and  on  July  25,  1961, 
a left  radical  endaural  mastoidectomy  with  a 
skin  graft  was  performed.  The  patient  was 
discharged  on  August  12,  1961.  On  Septem- 
ber 23,  1961,  both  ears  for  the  first  time  in  19 
years  were  dry.  The  patient  returned  to  the 
Cleveland  Speech  and  Hearing  Center  and  be- 
gan the  adjustment  to  a bilateral  bone  conduct- 
ing-type hearing  aid,  which  was  very  care- 
fully and  neatly  disguised  in  her  hair  coiffure. 


With  this  rehabilitation  therapy  the  patient 
gradually  attained  real  proficiency  in  the  use 
of  the  bilateral  hearing  aids.  She  has  been  fol- 
lowed intermittently  and  was  in  communica- 
tion with  the  author  in  December,  1970.  Both 
ears  were  dry  and  the  picture  was  one  of  a so- 
cially acceptable  and  well-adjusted  young 
woman.  In  a communication  of  January,  1971, 
the  patient  reported  no  difficulty  with  her 
ears,  and  states  that  she  is  working  as  an  assist- 
ant directoress  of  nurses  at  a large  Connecti- 
cut hospital. 

This  case  is  presented  because  although  a 
unilateral  situation  is  not  too  difficult  to  han- 
dle, a bilateral  problem  is  more  unusual  and 
far  more  challenging  for  the  surgeon.  Further- 
more, it  is  considered  of  prime  importance  that 
the  general  public  and  those  in  the  medical 
profession  become  more  aware  of  the  fact  that 
much  can  be  done  for  those  patients  with 
chronic  “running”  ears. 
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Cerebral  Disconnection 

An  Avenue  for  Further  Investigation  of  Emotional  Behavior 


The  author  examines  the  condi- 
tion of  cerebral  disconnection  as 
to  its  suitability  for  furthering 
behavioral  research.  This  experi- 
mental method  provides  unique 
opportunities  for  minimizing  ef- 
fects due  to  variables  not  under 
study  and  over  which  otherwise 
one  may  have  little  control. 

EREBRAL  DISCONNECTION  is 
achieved  by  severing  in  various  combina- 
tions the  corpus  callosum  and  other  brain  com- 
missures. Under  these  conditions,  the  learning 
of  tactile  discrimination  of  form  and  texture, 
and  visual  discrimination  of  patterns  is  limited 
to  the  hemisphere  directly  involved.  Follow- 
ing section  of  corpus  callosum  for  intractable 
epilepsy  in  man,  studies  show  that  each  hemi- 
sphere can  perform  similar  mental  operations 
involving  perception,  cognition,  memory, 
comprehension,  learning,  emotion  and  lan- 
guage. Each  hemisphere  can  thus  be  seen  as 
a behavioral  unit  with  close  similarity  or 
identity  to  the  other  as  regards  the  various 
known  determinants  of  behavior,  e.g.,  struc- 
ture, development  (past  experience),  internal 
milieu  (metabolic  and  hormonal  environ- 
ment), external  milieu  and  operational  drives 
and  controls.  Availability  of  two  such  closely 
similar  behavioral  units  in  one  organism  pro- 
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vides  an  unusual  and  unique  opportunity  for 
experimental  study  of  emotional  behavior. 

Many  studies  on  various  aspects  of  the  dis- 
connection of  the  cerebral  hemispheres,  both 
in  man  and  in  animals,  have  been  reported. 
There  is  no  precise  uniformity  in  nomencla- 
ture for  this  surgical  model.  Various  terms 
such  as  “split-brain”,  “callosum-sectioned”, 
“disconnected  hemispheres”  and  “cerebral  dis- 
connection” have  been  used.  Studies  of  hemi- 
spheric dominance  and  of  discriminatory  learn- 
ing behavior  have  been  conducted  after  the 
sectioning  in  various  combinations  of  the  cor- 
pus callosum,  the  anterior  and  hippocampal 
commissures,  the  optic  chiasm,  and  the  pos- 
terior and  habenular  commissures.  This  model 
of  “cerebral  disconnection”  appears  well 
suited  for  studies  of  emotional  behavior,  and 
offers  a possibility  for  the  investigation  of  an 
area  which  has  been  hitherto  neglected.  The 
purpose  of  this  paper  is  to  review  the  relevant 
available  information,  and  to  develop  further 
considerations  that  will  arouse  interest  in  the 
use  of  this  approach  in  behavioral  research. 

Human  Studies 

Studies  of  cerebral  disconnection  in  humans 
date  back  to  Akelaitis.1  Several  reports  on 
this  subject  have  appeared  since  that  time.  A 
recent  summary  has  been  offered  by  Sperry,2 
who  describes  testing  techniques  and  the  be- 
havioral manifestations  of  several  human  sub- 
jects who  had  undergone  section  of  the  corpus 
callosum  and  anterior  and  hippocampal  com- 
missures for  the  management  of  uncontrollable 
epilepsy.  These  findings  contradict  the  notion 
of  Akelaitis  that  section  of  the  corpus  callosum 
and  anterior  commissure  does  not  give  rise  to 
any  observable  defects. 

Each  hemisphere  is  able  to  comprehend 
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verbal  instruction.  The  competence  of  each 
hemisphere  can  be  studied  by  limiting  visual 
input  exclusively  to  one  by  using  a tachisto- 
scope.  There  is  evidence  of  inter-modal  trans- 
fer (e.g.,  recognition  through  stereognosis  of 
the  visually  presented  object)  in  either  hemi- 
sphere. Inter-modal  associations  of  this  sort 
between  vision,  hearing,  touch,  and,  more  re- 
cently, olfaction,  has  been  demonstrated  with- 
in each  hemisphere,  but  not  across  from  one 
hemisphere  to  the  other. 

Other  evidence  suggests  the  presence  in  the 
minor  hemisphere  of  ideas  and  associations. 
The  capacity  to  think  in  abstract  terms  is  in- 
dicated in  the  ability  of  the  minor  hemisphere 
to  perform  simple  arithmetical  problems.  The 
minor  hemisphere  can  also  direct  the  sorting 
of  objects  into  groups  by  discrimination  of 
shape,  size,  and  texture.  It  is  the  source  of 
emotional  response  when  a picture  of  a nude 
female  is  displayed  to  the  (male)  subject.  It 
also  commonly  generates  the  emotional  reac- 
tions of  displeasure  in  the  form  of  frowning, 
wincing,  and  head  shaking  in  test  situations 
where  the  minor  hemisphere,  knowing  the 
correct  answer  but  lacking  a means  of  ex- 
pression, hears  the  major  hemisphere  make 
obvious  verbal  mistakes. 

A reevaluation  27  years  after  corpus  cal- 
losum sectioning  had  been  carried  out  (except 
for  some  fibers  in  the  splenium)  was  recently 
reported.3  The  patient  showed  defects  in 
crossed  visual-tactile  identification,  thus  sug- 
gesting the  unavailability  of  related  informa- 
tion to  one  hemisphere  from  the  other  under 
testing  conditions.  Since  a reliable  comparison 
with  previous  examinations  is  not  possible,  the 
question  of  functional  reorganization  cannot 
be  clearly  settled.  The  symptoms  of  discon- 
nection enumerated  above  were  not  seen  in  a 
subject  with  congenital  absence  of  the  corpus 
callosum.4 

The  major  hemisphere  is  found  to  excel  in 
verbal  skills,  while  the  minor  shows  specializa- 
tion in  perceptual  spatial  concepts.  It  is  worth 
noting  that  the  favored  surgical  approach  en- 
tails retraction  and  possible  damage  to  the 
right  hemisphere,  and  that  the  extent  of  prior 
organic  deficit  in  the  hemispheres  is  also  not 


comparable.  This  in  no  way  detracts  from  the 
value  of  the  observations  made. 

The  existence  of  two  separate  spheres  of 
consciousness  and  the  ordinary  experience  of 
“mental  unity”  have  been  issues  of  interest.5,6 

Animal  Experiments 

Bykov7  reported  that  section  of  the  corpus 
callosum  in  dogs  prevented  the  usual  contra- 
lateral transfer  of  cutaneous  conditioning  of 
salivary  reflexes.  Stamm  and  Sperry8  showed 
that  the  learning  of  discrimination  between 
differences  in  form,  softness,  and  roughness 
was  not  transferred  to  the  opposite  hemisphere 
in  cats  with  a sectioned  callosum.  Several 
other  studies  of  somesthetic  transfer  have  been 
reported,  at  times  with  conflicting  evi- 
dence.9,10,11 

Myers12  found  that  when  the  midline  sec- 
tion of  the  corpus  callosum  and  the  optic 
chiasm  had  been  done,  cats  trained  in  visual 
discrimination  with  one  eye  covered  by  a 
rubber  mask  were  unable  to  discriminate  with 
the  untrained  eye.  In  addition,  there  ap- 
peared to  be  no  saving  in  relearning  time  with 
the  previously  untrained  eye.13  Section  of 
either  the  corpus  callosum  or  the  optic  chiasm 
alone  did  not  prevent  the  transfer  of  learned 
visual  discriminations.9,14  Robinson  and  Von- 
eida,15  using  light  stimuli  presented  separately 
to  the  two  eves,  have  shown  evidence  which 
suggests  that  the  tegmental  pathways  play  a 
part  in  the  learning  of  visual  discrimination. 
Black  and  Meyers16  have  shown  that  forebrain 
commissures  play  a supportive  role  in  the 
interocular  transfer  of  learned  BRIGHT- 
NESS and  COLOR  discrimination  in  the 
chimpanzee,  but  are  not  essential  to  the  proc- 
ess. However,  PATTERN  discrimination  is 
not  transferred  to  the  other  side  in  the  absence 
of  the  forebrain  commissures  (corpus  cal- 
losum and  anterior  commissure).  The  investi- 
gators have  shown  that  anterior  commissure 
and  the  splenium  (the  posterior  24  per  cent 
of  the  corpus  callosum)  are  the  sole  inter- 
hemispheric  pathways  for  the  transfer  of 
learned  PATTERN  discrimination  behavior. 
Butler17  has  shown  that  when  visual  informa- 
tion in  the  intact  monkey  is  limited  to  one 
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hemisphere,  memory  traces  of  discriminatory 
behavior  is  laid  down  in  both  hemispheres. 

Webster  and  Yoneida,18  using  split-brain 
cats,  have  shown  that,  although  hippocampal 
damage  does  not  affect  acquisition  of  a habit, 
it  appears  to  have  rather  a marked  effect  on 
reversal  of  a previously  learned  response  in  the 
paw  contralateral  to  the  lesion.  This  effect 
was  not  seen  in  intact  animals,  its  absence  sug- 
gesting that  one  hippocampus  could  compen- 
sate for  the  other. 

Discussion 

The  findings  suggest  that  when  disconnec- 
tion of  the  cerebral  hemispheres  is  made  in 
man,  similar  functions  can  be  carried  out  in 
each  hemisphere.  Thus  there  is  evidence  that 
perception,  cognition,  memory,  and  compre- 
hension take  place  within  each  hemisphere. 
Similarly,  learning,  emotion,  and  language 
seem  to  be  present  on  both  sides.  The  main 
difference  demonstrated  so  far  is  that  the  major 
hemisphere  specializes  in  verbal  skills,  while 
the  minor  one  excels  in  spacial  concepts. 
(Fig.  1 ) This  is  tantamount  to  recognition  of 


MAJOR  MINOR 


Fig.  1.  Mental  operations  performed  by  major  and  minor 
hemispheres.  The  main  difference  demonstrated  so  far 
is  that  the  major  hemisphere  specializes  in  verbal  skills 
while  the  minor  one  excels  in  spacial  concepts. 

the  existence  of  two  separate  spheres  of  men- 
tal activity  ordinarily  appearing  to  act  as  a 
single  unit  because  of  the  sameness  of  ex- 
perience.6,2 

The  question  may  be  raised  as  to  whether, 


in  the  case  of  emotional  response  to  a visual 
stimulus,  it  is  the  reaction  of  the  major  hemi- 
sphere to  information  filtered  through  to  it, 
or  the  reaction  of  the  minor  hemisphere  itself 
that  is  apparent;  this  determination  could  be 
further  explored.  However,  a similar  question 
about  memory  has  been  ably  resolved  by 
Butler,17  who  showed  that  memory  records  are 
developed  in  each  hemisphere.  Also,  because 
of  the  structural  similarities  between  the  two 
hemispheres  the  likelihood  of  such  operational 
similarities  should  not  be  surprising. 

Since  the  question  of  the  existence  of  “two 
brains”,  “two  minds”,  and  “mental  unity”  is 
subject  to  semantic  confusion,  the  term  be- 
havioral unit  is  preferred  in  this  paper  to  cover 
each  hemisphere  and  its  operations  as  depicted 
in  Figure  1.  The  independent  operation  of 
each  unit  has  not  been  demonstrated  to  the 
same  extent  in  animals.  There  are  obvious 
problems  of  communication  with  animal  sub- 
jects; also,  the  problem  lies  in  part  with  the 
absence  even  in  the  monkey19  of  abilities  like 
inter-modal  transfer.  However,  the  experi- 
ments cited  give  enough  evidence  of  inde- 
pendence in  learning  and  operational  ability 
to  suggest  the  existence  of  two  behavioral  units 
in  the  animal  with  cerebral  disconnection. 

A diagrammatic  representation  of  two  such 
behavioral  units  in  a single  organism  is  shown 
in  Figure  2.  For  the  sake  of  simplicity,  be- 
havior is  seen  here  as  the  relationship  between 
an  event-INPUT  and  a response-OUTPUT, 
given  by  the  behavorial  unit.  Known  determi- 
nants of  behavior  are  shown  inside  each  unit. 
STRUCTURE  refers  to  brain  nuclei  and 
neuronal  networks  and  their  alterations  in- 
duced through  heredity  or  wrought  by  struc- 
tural disease.  PAST  EXPERIENCE  is  used 
in  the  familiar  sense:  INTERNAL  MILIEU 
comprises  the  cellular  environment,  the  me- 
tabolic and  hormonal  factors.  EXTERNAL 
MILIEU  refers  to  external  environment, 
ranging  from  the  geophysical  and  electro-mag- 
netic to  the  interpersonal.  DRIVES  and 
CONTROLS  are  difficult  to  define  with  great 
specificity,  but  are  included  because  of  the 
wide  usage  and  theoretical  importance  of  these 
concepts. 
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Each  behavioral  unit  is  seen  with  its  own 
input  channel.  The  output  channel  in  each 
case  ends  at  the  same  target,  the  organism,  of 
which  the  whole  or  only  a part  may  be  in- 

EVENT  EVENT 


t t 


Fig.  2.  Hemispheres  seen  as  “behavioral  units”.  Each 
shown  with  its  own  input  (event),  known  determi- 
nants of  behavior,  and  output  (response).  While  in- 
put can  be  limited  to  one  unit,  the  response  generated 
by  either  may  involve  the  total  organism. 

volved  in  the  response  activity,  depending  on 
the  nature  of  the  behavior  carried  out.  There 
is  an  obvious  major  advantage  in  the  use  of 
such  a model  in  the  study  of  behavior.  Be- 
havioral studies  usually  vary  the  parameter  or 
determinant  under  investigation,  and  note  the 
effects  of  such  movement  on  the  subject  in 
comparison  to  the  effect  upon  a control.  Be- 
cause of  wide  biological  variations,  and  the 
complexity  of  the  determinants  of  behavior,  as 
well  as  the  unavailability  of  any  effective 
means  to  control,  to  predict,  or  to  measure 
such  factors,  conflicting  and  confusing  results 
abound  in  the  field.  However,  by  providing 
two  behavioral  units  in  the  same  organism, 
the  model  under  consideration  offers  a poten- 
tial solution  to  the  problem. 

The  two  units  are  certainly  not  identical 
structurally,  but  in  view  of  the  complexity  of 
the  networks  and  cytoarchitecture,  the  simi- 
larity is  as  nearly  total  as  in  anything  available 
at  present  for  study.  Developmental,  and  in- 
ternal and  external  milieu  factors,  likewise, 
come  very  near  to  being  the  same  for  both 


units.  Thus,  there  are  available  for  investiga- 
tion two  units  which  are  not  only  very  much 
alike  to  begin  with,  but  in  which  the  unpre- 
dictable effects  of  biological  and  physiological 
variation,  and  the  complex  values  of  other  de- 
terminants, are  removed  from  consideration. 

Some  Research  Considerations 

The  basic  requirement  of  any  research  de- 
sign using  this  model  is  that  the  stimulus  param- 
eters be  such  that  their  input  and  processing 
is  limited  to  one  hemisphere  in  the  animal  with 
cerebral  disconnection.  This  requirement  is 
satisfactorily  met  by  using  visual  stimuli  pre- 
sented to  either  eye  in  an  animal  in  whom  the 
optic  chiasm  has  also  been  divided,  thus  limit- 
ing visual  input  to  the  ipsilateral  hemisphere. 
The  stimulus  parameters  should  be  such  that 
their  processing  is  confined  to  the  hemisphere 
in  which  they  are  received.  For  this  reason 
one  would  not  contemplate  using  intensity  dis- 
crimination of  visual  stimuli,  but  rather  pattern 
discrimination.  It  has  already  been  shown 
above  that  learning  of  visual  pattern  discrimi- 
nation does  not  transfer  to  the  opposite  hemi- 
sphere. 

The  advantageous  use  of  this  model  is  best 
illustrated  in  exploration  of  the  following 
questions: 

A.  Influence  of  past  experience.  Here  one 
could  take  the  question:  What  role  does 
past  experience  of  aggression  in  the  environ- 
ment play  in  the  aggressive  behavior  of  the 
organism?  To  answer  this  we  designate 
Stimulus  A as  the  non-violent  environment 
and  Stimulus  B as  the  violent  environment, 
choosing  for  each  case  video  or  film  ma- 
terial that  meets  certain  requirements  and 
exposing  one  hemisphere  repeatedly  to 
Stimulus  A and  the  other  hemisphere  re- 
peatedly to  Stimulus  B.  After  a satisfactory 
length  of  time  Stimulus  C is  introduced  as 
the  neutral  test  stimulus.  This  is  presented 
first  to  the  one  hemisphere  and  then  to  the 
other,  and  the  responses  compared  to  see  if 
they  differ  significantly.  (Fig.  3) 

B.  Role  of  brain  structures.  In  this  instance, 
the  same  stimulus,  A or  B,  is  presented  to 
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both  hemispheres  after  one  of  the  hemi- 
spheres has  had  a lesion  made  in  one  of  the 
regions  under  study.  The  subject  here 
would  be  to  see  if  and  how  this  affects 
learned  responses  to  the  same  environment. 

C.  The  third  major  area  is  that  of  effect  of 
intrinsic  environment , particularly  the  in- 
fluence of  alcohol  and  drugs.  Under  this 
design  the  same  stimulus  is  presented  to  each 
hemisphere  at  different  times,  one  hemi- 
sphere always  being  exposed  when  not  un- 
der the  influence  of  the  agent  under  study, 
the  other  one  being  exposed  to  the  stimulus 
only  when  under  the  influence  of  the  drug 
or  alcohol.  A subsequent  comparison  of  re- 

STIMULUS  A STIMULUS  B 

(non-viol«nt  environment)  (violent  environment) 

♦ -O' 


Con 


STIMULUS  C 


(neutral) 


v ; 

COMPARE  OUTPUTS  TO 
DETERMINE  EFFECT  OF 

PAST  EXPERIENCE 

Fig.  3.  Experimental  design  for  the  study  of  influence 
of  past  experience  of  aggression. 

sponses  from  the  two  hemispheres  can 
throw  some  light  on  the  role  alcohol  or 
drugs  might  play  in  determining  responses 
to  the  same  environmental  stimuli. 
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Conclusion 

After  reviewing  the  literature  the  author 
examines  the  condition  of  cerebral  disconnec- 
tion as  to  its  suitability  for  furthering  be- 
havioral research.  It  is  shown  that  this  experi- 
mental method  provides  unique  opportunities 
for  minimizing  effects  due  to  variables  not 
under  study  and  over  which  otherwise  one 
may  have  little  control. 
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Medical  School  Enrollment'  Sets  Record 


There  are  a record  44,000  students  in  the 
nation’s  112  medical  schools  this  fall,  accord- 
ing to  figures  in  a September  issue  of  Ameri- 
can Medical  News,  published  by  the  American 
Medical  Association. 

Estimates  by  the  Association  of  American 
Medical  Colleges  indicate  that  37  per  cent  of 
an  expected  36,500  applicants  can  be  accepted 
for  13,000-plus  openings  in  the  first-year  class. 
Organized  medicine’s  goal  is  a 50  per  cent 
acceptance  rate. 

The  number  of  accepted  candidates  will  sur- 
pass the  12,000-plus  entering  class  of  a year 
ago.  Total  1971  enrollment  of  43,399  is  ex- 
pected to  be  topped. 

Applications  indicate  that  PhDs,  lawyers, 


and  others  in  various  professional  ranks  are 
applying  to  medical  schools,  said  Mrs.  W.  F. 
Dube,  assistant  director  (for  special  programs) 
of  AAMC’s  division  of  student  affairs. 

New  schools  opening  this  fall  include  Mayo 
Medical  School,  Mayo  Foundation,  Rochester, 
Minn.,  University  of  Minnesota-Duluth  Med- 
ical Education  Program,  a two-year  program 
which  will  eventually  expand  to  four  years, 
and  Texas  Tech  University  School  of  Medi- 
cine, Lubbock. 

A fourth,  Southern  Illinois  University 
School  of  Medicine  in  Springfield,  opens  in 
the  summer  of  1973,  and  a fifth  school,  the 
University  of  South  Alabama  Medical  College, 
opens  in  January,  1973. 
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Although  uncommon,  the  tragedy  of  pe- 
diatric malignancy  and  the  lessons  to  be  learned 
from  the  modern  team  approach  to  its  man- 
agement makes  the  study  of  these  tumors  of 
extreme  importance  to  both  practitioners  and 
students.  The  present  discussion  is  directed  to 
abdominal  malignancy,  excluding  lymphomas. 

Incidence 

The  most  frequent  abdominal  malignancies 
seen  by  the  pediatrician,  pediatric  surgeon  and 
radiotherapist  are  neuroblastoma  and  Wilms’ 
tumor,  the  incidence  of  neuroblastoma  exceed- 
ing that  of  Wilms’  tumor.  Much  more  rare 
are  intra-abdominal  rhabdomyosarcomas,  hep- 
atomas, ovarian  tumors  and  various  other  tu- 
mors. Using  the  figures  for  incidence  from 
Harris  County,  Texas1  and  for  mortality  for 
the  United  States  as  a whole,2  approximately 
14  cases  of  neuroblastoma  and  13  cases  of 
Wilms’  tumor  occur  each  year  in  Virginia. 
Of  these,  seven  patients  with  neuroblastoma 
and  five  with  Wilms’  tumor  will  die.  The  oth- 

From  the  Departments  of  Pediatrics,  Surgery, 
Obstetrics  and  Gynecology,  and  the  Division  of 
Radiation  Therapy,  University  of  Virginia  Med- 
ical Center,  Charlottesville. 

Sponsored  by  Professional  Education  Commit- 
tee, Virginia  Division  of  American  Cancer  So- 
ciety. 


er  abdominal  malignancies  will  account  for 
only  one  or  two  cases  per  year  in  Virginia. 
It  readily  becomes  apparent  that  experience  in 
the  treatment  of  these  tumors  is  limited  by 
their  rarity  and  speaks  strongly  for  a policy 
of  centralization  for  their  therapy.  This  is  em- 
phasized further  when  the  experience  of  the 
Virginia  Tumor  Registry3  is  considered:  only 
nine  cases  of  Wilms’  tumor  and  neuroblastoma 
were  reported  from  five  major  hospitals  in- 
cluding the  two  medical  schools  in  1970,  or 
less  than  two  cases  per  hospital. 

There  is  little  difference  in  distribution  by 
race  and  sex  of  neuroblastoma  and  Wilms’ 
tumor  except  for  a slightly  higher  incidence 
of  Wilms’  tumor  in  females.  With  regard  to 
age,  some  40%  of  neuroblastomas  are  diag- 
nosed under  one  year  of  age,  while  children 
with  Wilms’  tend  to  be  older  (some  40% 
under  two  years  of  age).  Neuroblastoma  can 
occur  elsewhere  in  the  body,  principally  the 
neck  and  thorax;  however,  75%  will  occur 
intra-abdominally. 

Hepatomas  and  intra-abdominal  rhabdomy- 
osarcomas have  been  included  as  long  term 
cures  have  been  achieved  and  demonstrate  how 
the  pessimism  accompanying  the  diagnosis  of 
malignancy  in  childhood  can  no  longer  be  en- 
tertained. Although  many  ovarian  tumors  are 
benign,  the  commonest  being  dermoid  cysts 
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of  the  ovary  (benign  cystic  teratoma),  ovarian 
malignancy  is  an  important  differential  diag- 
nosis representing  almost  half  of  all  ovarian 
tumors.4  Their  frequent  association  with  hor- 
monal imbalance  and  their  occasional  cure  by 
surgery  and  radiotherapy  has  determined  in- 
clusion in  this  brief  review. 

Clinical  Presentation 

Wilms’  tumor  presents  classically  as  a palp- 
able abdominal  mass  in  two-thirds  of  chil- 
dren; another  quarter  present  with  pain  and 
the  remainder  with  hematuria.  On  the  other 
hand  it  is  uncommon  for  neuroblastoma  to 
present  as  an  abdominal  mass.5  Over  two- 
thirds  of  neuroblastomas  have  already  metas- 
tasized and  presenting  symptoms  reflect  this: 
failure  to  thrive,  shortness  of  breath,  bone 
pain,  orbital  swelling,  abdominal  pain  and 
vomiting.  It  is  important  to  remember  that 
not  all  abdominal  masses  are  malignant;  in  a 
review  of  653  children  with  palpable  masses, 
surgery  was  necessary  in  281,  the  remainder 
having  medical  conditions  such  as  hepato- 
splenomegaly.  Of  the  surgical  cases  1 5 % were 
Wilms’  tumors  and  20%  neuroblastomas.6 

Hepatomas  present  as  an  abdominal  mass  but 
this  can  usually  be  identified  as  hepatomegaly. 
Rhabdomyosarcomas  can  arise  from  the  blad- 
der, prostate  or  testes  in  males  and  in  the  form- 
er instances  urinary  obstruction  with  pain  or 
hematuria  are  not  infrequent  symptoms.  In 
females  the  classical  rhabdomyosarcoma  (sar- 
coma botryoides)  arises  from  the  vagina  and 
cervix  and  presents  with  vaginal  bleeding, 
discharge  or  a mass  protruding  from  the 
introitus. 

The  symptomatology  of  ovarian  tumors 
whether  in  the  child  or  adult  are  complex  but 
essentially  separate  into  two  groups: 

a)  The  non-hormone  producing  tumors 
with  abdominal  pain  (due  to  torsion, 
rupture  or  other  accidents)  or  an  abdom- 
inal mass. 

b)  The  hormone  producing  tumors  with 
either  symptoms  of  precocious  sexual  de- 
velopment (enlargement  of  breast,  geni- 


tal bleeding,  etc.)  or  virilization  (en- 
largement of  the  clitoris,  hirsutism,  acne, 
etc. ) . 

Investigation 

Radiological  and  biochemical  investigations 
can  often  differentiate  neuroblastomas  from 
Wilms’  tumors.  For  hepatomas  a liver  scan 
may  be  of  value.  In  general  a bone  marrow 
examination  has  also  proved  of  value  in  pedi- 
atric malignancies.  Otherwise  the  work-up 
includes  those  studies  considered  to  be  essential 
in  any  case  of  maligant  disease  whether  in 
pediatric  or  adult  age  groups. 

Radiographic  studies : Although  the  present 
discussion  relates  to  abdominal  malignancy,  it 
must  be  remembered  that  benign  lesions  such 
as  hydronephrosis  or  polycystic  kidneys  are 
more  common  and  important  in  the  differen- 
tial diagnosis  of  abdominal  masses.  With  re- 
gard to  differentiation  between  neuroblastoma 
and  Wilms’  tumor  a plain  film  of  the  abdomen 
and  intravenous  pyelography  will  often  suffice. 
Calcification  more  frequently  occurs  in  neuro- 
blastoma and  its  metastases.  Often  a neuroblas- 
toma will  cross  the  midline  whereas  a Wilms’ 
tumor  is  usually  situated  in  the  flank.  The 
neuroblastoma  is  extrinsic  to  the  kidney  and 
will  displace  it;  the  Wilms’  tumor  arises  with- 
in the  kidney  and  distorts  the  internal  archi- 
tecture. In  recent  years  arteriography,  inferior 
vena  cavography,  lymphangiography  and  re- 
trograde pyelography  have  also  been  employed 
in  selected  cases  the  information  obtainable 
being  carefully  weighed  against  the  delay  and 
possibility  of  disseminating  tumor.  Finally  the 
need  for  a complete  metastatic  survey  cannot 
be  over-emphasized. 

Biochemical  studies : Neuroblastoma  is  as- 
sociated with  the  excretion  of  catecholamines 
and  their  metabolites  in  the  urine.  The  identi- 
fication of  elevated  levels  of  VMA  (vanilman- 
delic  acid)  or  HVA  (homo vanillic)  acid  will 
confirm  the  diagnosis  of  neuroblastoma  and 
exclude  Wilms’  tumor  and  Ewing’s  tumor  of 
bone  as  possibilities.  Correctly  performed 
about  95%  of  neuroblastomas  are  shown  to 
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have  abnormal  metabolites  so  that  this  has  be- 
come an  important  method  of  assessing  re- 
moval, destruction  or  recurrence  of  the  tumor. 
More  recently  urinary  cystathionine  has  been 
reported  in  both  neuroblastoma  and  hepatoma 
and  may  aid  in  differential  diagnosis. 

Management1 

The  first  step  in  the  management  of  abdom- 
inal masses  in  children  is  to  stop  further  pal- 
pation of  the  abdomen , which  is  thought  to 
spread  tumor  cells.  Where  a clear  diagnosis 
of  abdominal  malignancy  has  been  made  and 
in  the  absence  of  demonstrable  metastases,  the 
next  step  is  consultation  between  the  pediatri- 
cian, surgeon  and  radiotherapist.  In  the  mod- 
ern management  of  pediatric  tumors,  chemo- 
therapy, surgery  and  radiotherapy  all  have 
their  place  and  the  best  results  are  obtained 
where  the  team  operates  smoothly  and  with 
mutual  respect.  When  there  is  doubt  as  to  the 
diagnosis  the  advantages  or  disadvantages  of 
further  investigations  must  similarly  be  a team 
decision.  Advice  of  urologists  and  gynecolo- 
gists experienced  in  pediatric  problems  are  of 
great  value  and  decrease  the  possibility  of  en- 
thusiasm replacing  experience.  In  the  absence 
of  metastatic  disease  surgery  is  then  required 
for  definitive  diagnosis  and  excision  where  pos- 
sible. And  in  the  operating  room  the  presence 
of  the  chemotherapist  and  radiotherapist  should 
again  be  sought  where  simple  surgical  excision 
does  not  seem  possible. 

Neuroblastoma 

Unfortunately  many  neuroblastomas  are  in- 
operable but  fortunately  these  tumors  respond 
to  radiation  and  certain  combinations  of  anti- 
neoplastic  agents.  However,  neuroblastoma 
has  also  provided  the  best  examples  of  spon- 
taneous tumor  regression  in  the  literature,  a 
fact  to  be  considered  in  treatment.  D’Angio 
has  recognized  a group  of  young  children  with 
disseminated  neuroblastoma  with  a surprisingly 
good  prognosis  where  radiotherapy  and  che- 
motherapy may  not  be  indicated.8 

Surgery : A transperitoneal  surgical  approach 
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is  adopted  and  total  resection  carried  out  when 
possible.  Although  partial  excision  for  unre- 
sectable  tumors  has  been  advised  on  the 
grounds  that  spontaneous  regression  and  long 
term  survival  occasionally  occurs,  the  hazards 
of  this  procedure  must  be  kept  in  mind.  Neu- 
roblastomas are  very  friable  and  vascular  tu- 
mors and  in  most  cases  the  danger  of  hemor- 
rhage is  great  even  with  biopsy  alone.  Often 
the  better  part  of  valor  in  view  of  the  great 
danger  of  hemorrhage  lies  in  cutting  away  a 
portion  of  the  tumor  and  marking  the  periph- 
ery with  silver  clips  as  a guide  to  the  radio- 
therapist. In  unresectable  tumors  where  a good 
response  to  radiation  therapy  and  chemother- 
apy has  been  obtained,  the  possibility  of  a 
“second  look”  should  be  considered,  when  oc- 
casionally a resectable  tumor  has  been  dis- 
covered. 

Radiotherapy : Radiation  can  control  neu- 
roblastoma and  should  be  employed  whenever 
any  doubt  exists  as  to  adequate  surgical  re- 
moval. The  dosage  of  radiation  required  and 
the  modern  techniques  available  have  greatly 
reduced  the  possibility  of  late  sequelae  follow- 
ing radiation.  Metastases  are  similarly  respon- 
sive to  radiation  and  should  be  vigorously 
treated.  Everyday  advances  in  chemotherapy 
bring  the  possibility  of  permanent  control 
nearer  and  the  patient  must  not  be  abandoned 
too  soon. 

Chemotherapy : Combinations  of  cyclo- 

phosphamide and  vincristine  have  proved  the 
most  effective  agents  in  neuroblastoma.  Rou- 
tine use  of  these  agents,  however,  is  avoided  as 
long  as  clinical,  x-ray  or  biochemical  improve- 
ment is  occurring  after  excision  of  the  primary. 
Recent  studies  with  adriamycin  indicate  that 
this  compound  may  be  highly  active  in  neuro- 
blastoma. The  following  case  history  demon- 
strates the  effective  use  of  all  modalities  result- 
ing in  long  term  control  in  neuroblastoma. 

Case  1:  D.W.,  age  four  years,  presented  to 
the  emergency  room  following  a fall,  with 
symptoms  of  an  acute  abdomen.  At  surgery, 
free  blood  was  present  in  the  abdominal  cavity 
issuing  from  a retroperitoneal  tumor.  Left 
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nephrectomy  and  adrenalectomy,  splenectomy 
and  distal  pancreatectomy  were  necessary  to 
remove  the  tumor.  It  was  the  impression  at 
the  time  of  surgery  that  tumor  had  been  left 
behind  in  the  abdomen.  Post-operatively, 
2500  rads  were  given  to  the  tumor  bed  with 
the  right  kidney  shielded  at  1500  rads.  VMA 
levels  were  elevated  prior  to  surgery  and  re- 
turned to  normal  after  radiotherapy. 

Four  months  after  surgery  she  complained 
of  pain  in  her  right  leg  causing  her  to  limp. 
VMA  levels  were  again  elevated  but  bone 
marrow,  liver  function  studies,  liver  scan  and 
skeletal  survey  failed  to  reveal  evidence  of 
metastases. 

Intravenous  vincristine  and  cyclophospha- 
mide were  begun  with  resolution  of  the  bone 
pain  and  limp.  Two  months  later  she  devel- 
oped signs  of  intestinal  obstruction  and  a sub- 
cutaneous nodule  was  noted  behind  her  right 
ear.  The  obstruction  was  managed  using  a 
Cantor  tube  with  good  response.  VMA  levels 
remained  elevated.  Chemotherapy  was  changed 
to  daily  oral  cyclophosphamide.  She  showed 
generalized  improvement  and  nineteen  months 
after  diagnosis  and  twelve  months  after  the 
institution  of  oral  cyclophosphamide,  she  re- 
mains healthy  and  VMA  levels  are  again 
normal. 

Wilms'  Tumor 

Many  Wilms’  tumors  may  be  easily  resected 
and  the  need  for  routine  post-operative  radio- 
therapy and  chemotherapy  in  these  cases  is 
currently  under  investigation.  Where  doubt 
or  evidence  exists  with  regard  to  complete 
excision,  then  radiotherapy  and  chemotherapy 
must  be  employed.  An  important  feature  to 
be  remembered  in  Wilms’  tumor  is  the  possi- 
bility of  bilateral  tumors  in  some  10%  of 
patients. 

Surgery:  The  best  exposure  is  offered  by 
the  transperitoneal  approach.  As  with  other 
renal  tumors  the  renal  artery  and  vein  are 
clamped  early  in  the  dissection  to  minimize 
vascular  seeding.  Fortunately  Wilms’  tumors 
are  usually  well  encapsulated  and  readily  re- 


sectable. In  addition  to  nephrectomy,  the 
adrenal  gland  and  para-aortic  lymph  nodes  are 
also  excised.  The  periphery  of  the  tumor  bed 
is  then  marked  with  silver  clips  as  a guide  to 
the  radiotherapist.  The  other  kidney  is  closely 
inspected  to  exclude  the  possibility  of  bilateral 
disease  which  might  be  amenable  to  a partial 
nephrectomy.  For  the  unresectable  tumor, 
excision  may  be  possible  after  radiotherapy  or 
chemotherapy  have  been  administered. 

Radiotherapy : Radiotherapy  is  given  post- 
operatively  and  when  the  tumor  has  proved 
to  be  unresectable.  However  the  exact  value 
of  radiotherapy  in  early  cases  has  not  yet  been 
determined.  This  problem  is  now  being  inves- 
tigated by  the  National  Wilms’  Tumor  Study 
Group.  The  radiation  field  is  directed  to  the 
tumor  bed  and  crosses  the  midline  to  encom- 
pass any  involved  lymp  nodes  and  to  ensure 
symmetrical  vertebral  growth  following  irra- 
diation. The  dose  of  radiation  is  determined 
by  the  age  of  the  patient,  tolerance  of  normal 
tissues  and  the  administration  of  chemother- 
apy. Pre-operative  radiotherapy  has  proved 
of  value  in  those  cases  thought  to  be  unre- 
sectable but  is  rarely  used  as  a routine  measure 
at  the  present  time. 

Chemotherapy.  Dactinomycin  has  been  the 
most  popular  chemotherapeutic  agent  used  in 
Wilms’  tumor,  with  better  results  in  those 
patients  who  have  received  multiple  courses. 
Treatment  is  started  immediately  following 
surgery  and  runs  concurrently  with  the  radio- 
therapy. Other  investigations  have  favored 
vincristine  sulphate.  For  late  metastases  either 
of  these  agents  may  be  employed.  Various 
drugs  and  regimens  are  currently  under  inves- 
tigation by  the  National  Wilms’  Tumor  Study 
Group. 

Case  2:  J.H.  was  eighteen  months  old  at  the 
time  he  presented  with  a three  day  history  of 
painless  hematuria.  A large  left  abdominal 
mass  was  discovered  on  examination.  At  sur- 
gery a Wilms’  tumor  was  found  apparently 
confined  to  the  left  kidney.  Following  ne- 
phrectomy, five  days  of  dactinomycin  were 
given  intravenously  and  2400  rads  of  cobalt 
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60  were  administered  to  the  tumor  bed.  Pro- 
phylactic dactinomycin  was  continued  as  in- 
termittant  courses  until  eight  months  post- 
nephrectomy. 

A chest  x-ray  with  magnification  views  eight 
months  after  nephrectomy  revealed  a single 
metastasis  in  the  left  upper  lobe.  A metastatic 
survey  revealed  no  other  evidence  of  tumor. 
A left  upper  lobectomy  was  performed.  Post- 
operatively  he  received  1400  rads  to  both  lungs. 
Since  then  intravenous  vincristine  has  been 
administered  every  three  months  and  he  is  now 
disease-free  twenty-eight  months  following  the 
original  diagnosis  and  nineteen  months  fol- 
lowing the  appearance  of  metastatic  disease. 

Hepatoma:  Many  liver  tumors  will  prove 
to  be  benign  hemangiomas  or  hamartomas  and 
are  readily  controlled  surgically.  Hepatomas 
have  occasionally  proved  amenable  to  surgery 
which  is  the  major  curative  approach  at  present 
available.  Improved  knowledge  of  the  anatomy 
of  the  liver  has  made  major  resections  feasible 
and  safe  in  skilled  hands.  Centrally  located 
lesions  involving  the  right  and  left  lobe  do  not 
usually  lend  themselves  to  surgical  manage- 
ment. On  the  other  hand  successful  left  and 
right  hepatic  lobectomy  have  been  performed 
for  lesions  situated  in  one  lobe.  Radiotherapy 
has  not  proved  effective  in  controlling  this 
tumor.  Rather  than  lack  of  sensitivity  to  ra- 
diation the  organ  in  which  the  tumor  is  situ- 
ated is  the  barrier  to  effective  radiotherapy. 
The  tolerance  of  the  liver  is  of  the  order  of 
3500  rads  in  three  weeks  and  this  is  probably 
too  low  to  achieve  effective  control.  How- 
ever, if  only  part  of  the  liver  were  to  be  ir- 
radiated, control  might  be  obtained  by  radia- 
tion. No  specific  chemotherapy  is  available 
for  this  tumor,  but  the  vincristine,  dactinomy- 
cin, cyclophosphamide  combination  might  be 
expected  to  have  an  effect  as  in  other  pediatric 
tumors.  For  metastatic  disease  this  combina- 
tion with  radiation  as  an  adjuvant  should  be 
considered.  The  illustrative  case  indicates  how 
these  tumors  often  present  and  that  radiother- 
apy may  achieve  some  degree  of  palliation. 

Case  3:  D.C.,  a 13  year  old  white  male,  pre- 
sented with  swelling  of  his  abdomen  of  four 


weeks  duration.  On  examination  a large  mass 
was  palpated  filling  the  upper  abdomen.  Liver 
function  studies  showed  impaired  function  and 
a liver  scan  revealed  a grossly  enlarged  liver 
with  several  areas  of  decreased  uptake.  A chest 
x-ray  demonstrated  multiple  pulmonary  metas- 
tases.  Biopsy  was  reported  as  hepatocellular 
carcinoma.  Radiotherapy  was  considered  to 
be  indicated  to  relieve  the  discomfort  result- 
ing from  the  abdominal  swelling.  A tumor 
dose  of  3000  rads  in  four  weeks  was  prescribed 
employing  a cobalt  60  unit,  with  decrease  in 
size  of  the  mass  and  discomfort.  Chemotherapy 
(dactinomycin)  was  instituted  when  his  blood 
picture  returned  to  normal  but  four  months 
after  radiotherapy  commenced  swelling  re- 
curred and  there  was  evidence  of  brain  metas- 
tases.  Autopsy  showed  massive  replacement  of 
the  liver  by  tumor,  extensive  pulmonary  me- 
tastases  and  a solitary  cerebral  metastasis. 

Rhabdomyosarcoma:  Surgery  is  the  main 
therapeutic  attack  that  has  been  employed  for 
intra-abdominal  and  pelvic  rhabdomyosar- 
comas. For  rhabdomyosarcomas  arising  else- 
where in  the  body,  however,  including  the 
testis,  radiotherapy  and  chemotherapy  have 
proved  extremely  effective.9,10  It  may  be 
argued  that  the  rarity  of  these  tumors  and 
timidity  in  employing  radiation  at  sites  below 
the  diaphragm  in  young  children  have  pre- 
vented a complete  evaluation  of  these  thera- 
pies. Vincristine,  dactinomycin,  cyclophos- 
phamide in  combination  would  again  be  the 
choice  of  chemotherapeutic  agents  for  these 
tumors. 

Case  4:  A.P.,  a 13  month  old  female  in 
September  of  1947,  was  found  to  have  a pro- 
truding vaginal  mass  which  on  biopsy  was 
diagnosed  as  a sarcoma  botryoides.  A part  of 
the  vaginal  mass  was  removed  surgically  and 
the  residue  treated  by  pelvic  irradiation  em- 
ploying 10  x 10  anterior  and  posterior  fields. 
A given  dose  of  2000  R in  air  was  delivered 
to  each  field  in  a total  of  20  treatments  using 
200  KV  x-rays.  Three  months  after  comple- 
tion of  therapy  there  was  complete  regression 
of  all  disease.11 
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The  last  recorded  follow-up  visit  was  in 
1965  when  she  was  19  years  old.  At  that  time 
she  had  virtually  no  menstrual  flow  but  was 
otherwise  asymptomatic.  Sparse  breast  and  axil- 
lary hair  was  present  but  pelvic  organs  were 
atrophic  and  the  vagina  described  as  infantile. 
There  was  some  radiation  fibrosis  but  no  re- 
current tumor,  18  years  after  radiotherapy. 
She  was  recorded  as  alive  and  healthy  in  1971. 

Ovarian  Tumors : All  varieties  of  ovarian 
tumors  occur  in  childhood  but  in  all  cases  sur- 
gery at  least  for  diagnosis  is  the  initial  step 
in  management.  Any  solid  ovarian  mass  in  a 
voung  girl  requires  salpingo-oophorectomy 
and  must  be  assumed  to  be  malignant  until 
proven  otherwise.  If  facilities  for  frozen  sec- 
tion are  available  then  the  mass  in  to  to  should 
be  sent  for  examination.  Biopsy  in  situ  is  liable 
to  spill  malignant  cells  into  the  peritoneal  cav- 
ity and  is  to  be  condemned.  Surgical  treatment 
is  the  main  hope  for  cure  in  most  ovarian 
tumors  with  the  exception  of  dysgerminoma, 
although  other  tumors  such  as  mesonephromas 
in  this  age  group  may  also  prove  radiosensitive. 
Following  frozen  section  of  the  tumor,  con- 
sideration may  be  given  to  immediate  contra- 
lateral salpingo-oophorectomy,  total  hysterec- 
tomy and  omentectomy,  or  deferred  until  a 
more  complete  pathological  study  has  been 
made.  Such  surgery  would  certainly  be  indi- 
cated in  cases  of  adenocarcinoma,  teratocar- 
cinoma,  or  dysgerminoma  where  a high  inci- 
dence of  bilateral  tumors  may  be  expected.  In 
other  cases  which  seem  to  be  more  “benign” 
histologically  and  well-encapsulated,  a “second- 
look”  laparotomy  at  three  to  six  months  fol- 
lowing initial  resection  may  be  considered  suf- 
ficient. The  radiosensitivity  of  ovarian  tumors 
varies  considerably:  at  one  end  of  the  scale  is 
the  highly  sensitive  dysgerminoma,  at  the  other 
the  resistant  fibrosarcomas.  Post-operative  ra- 
diotherapy is  probably  indicated  in  all  cases 
of  dysgerminoma  as  the  dose  required  to  con- 
trol the  tumor  is  within  tissue  tolerance.  When 
there  is  residual  following  surgery,  granulosa 
cell  tumors,  mesonephroma  and  undifferential 
embryonal  tumors  should  be  treated  by  radia- 


tion. In  common  with  all  pediatric  tumors, 
even  the  radioresistant  tumors  should  be 
treated  as  occasionally  quite  dramatic  and  un- 
predictable responses  occur. 

Chemotherapy  will  depend  on  the  variety  of 
ovarian  tumor  concerned.  Alkylating  agents 
may  be  considered  as  in  adult  adenocarcino- 
mas; in  other  undifferentiated  and  probable 
embryonal  tumors,  vincristine,  dactinomycin 
and  cyclophosphamide  would  appear  to  be  a 
suitable  choice.  The  illustrative  case  demon- 
strates the  correct  surgical  approach  but  the 
need  for  post-operative  radiotherapy  may  be 
raised. 

Case  5:  L.D.S.,  a 15  year  old  female,  de- 
veloped an  abdominal  mass  in  March  1971  and 
underwent  laparotomy  and  removal  of  a right 
ovarian  tumor  which  was  originally  considered 
to  be  an  arrhenoblastoma  but  on  subsequent 
review  was  diagnosed  as  a dysgerminoma. 
Thus,  in  July  1971  the  patient  had  a second 
procedure  consisting  of  a hysterectomy  and 
left  salpingo-oophorectomy.  No  additional 
tumor  cells  were  found  and  a recent  metastatic 
survey  including  liver  scan  and  lymphangio- 
gram  have  been  reported  as  negative.  She  re- 
mains well  and  free  of  disease  eighteen  months 
after  the  initial  diagnosis. 

Prognosis  and  Results12 

The  introduction  of  combined  surgery,  ra- 
diotherapy and  chemotherapy  in  the  initial 
management  of  Wilms’  tumor  has  significantly 
improved  survival  with  survival  rates  of  90% 
being  achieved  in  the  earliest  stages.  Of 
even  greater  significance  is  the  curability 
of  metastatic  Wilms’  tumor.  For  children  over 
two  years  with  metastases  more  than  40%  are 
alive  five  years  after  diagnosis.  Children  under 
two  years  have  a better  prognosis  and  with 
increasing  numbers  of  cases  being  diagnosed 
in  this  age  group,  the  importance  of  earlier 
diagnosis  per  se  may  be  appreciated.  How- 
ever, the  confusion  of  benign  hamartomas  with 
Wilms’  tumor  in  the  neonate  may  underlie 
the  better  prognosis  to  a certain  extent  and  an 
experienced  tumor  histologist  is  essential  in  any 
center  treating  pediatric  malignancy. 
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Neuroblastoma  similarly  has  a comparatively 
good  prognosis  in  those  children  under  one 
year  of  age,  spontaneous  regression  of  metas- 
tases  having  been  observed  after  removal  of 
the  primary.  60%  of  these  cases  will  survive 
with  surgery  and  radiotherapy  when  residual 
disease  is  present.  Further  aggressive  therapy 
is  avoided  in  these  children  if  host  tumor  de- 
fences are  to  be  allowed  to  contribute  to  tumor 
regression.  For  children  over  one  year,  sur- 
vival is  about  1 5 % despite  the  introduction  of 
a variety  of  chemotherapeutic  agents. 

Rhabdomyosarcomas  are  a group  of  tumors 
arising  in  a variety  of  sites  which  appear  to  be 
coming  under  control  with  the  combined  as- 
sault of  radiotherapy,  chemotherapy  and  sur- 
gery. Various  studies  are  being  promulgated 
to  determine  the  optimal  approach.  More  than 
sporadic  cures  may  be  anticipated  with  an  in- 
tegrated program  of  therapy. 

Hepatomas  and  ovarian  malignancies  are 
only  occasionally  cured  and  more  considera- 
tion must  be  given  to  radiotherapy  and  chemo- 
therapy in  the  future. 

Summary 

The  management  of  pediatric  tumors  pro- 
vides prime  examples  of  the  team  approach  in 
the  treatment  of  cancer.  However,  these 
tumors  are  rare  and  should  be  referred  to 
centers  participating  in  national  studies  for 
treatment  if  the  best  results  are  to  be  obtained 
and  further  progress  in  their  management  is 
to  be  made. 
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Comment 

The  authors  have  carefully  reviewed  the 
most  frequent  malignant  tumors  presenting  as 
abdominal  masses  in  children.  Childhood  lym- 
phomas have  been  purposely  omitted  from  this 
discussion  and  embryonal  rhabdomyosarcomas 
arising  from  retroperitoneal  sites  may  not  have 
been  given  as  much  attention  in  this  analysis 
as  deserved.  Nevertheless,  this  presentation  by 
Dr.  Komp  and  her  co-authors  is  an  accurate 
description  of  the  most  frequent  abdominal 
cancers  found  in  the  pediatric  age  group  and 
their  outline  of  patient  management  seems 
most  appropriate. 

It  is  worth  emphasizing  their  point  that  an 
abdominal  mass  in  a child  should  be  treated 
with  respect  as  a possible  malignant  tumor  even 
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though  it  may  eventually  prove  to  be  a benign 
process.  Also,  the  teamwork  approach  to  the 
analysis  and  treatment  of  the  individual  patient 
does  seem  essential  to  optimal  care.  The  cases 
they  have  presented  emphasize  this  point  well. 

The  first  physician  to  palpate  the  abdominal 
mass  will  usually  be  the  family  physician  or 
pediatrician.  What  is  his  responsibility  at  this 
point?  Naturally  one  would  hope  this  physi- 
cian would  seek  help  from  other  medical  dis- 
ciplines for  evaluation  and  treatment  planning 
due  to  the  contributions  that  pediatric  sur- 
geons, pediatric  oncologists,  urologists,  gyne- 
cologists, and  radiation  oncologists  can  make 
in  the  study  of  such  problems.  This  type  of 
collaboration  begins  to  sound  like  a medical 
center  “production”  and  you  undoubtedly 
noted  that  the  concept  of  treating  children 
with  these  problems  in  a medical  center  was 
stressed  by  the  authors.  Both  of  the  editors 
of  this  column  have  personally  enjoyed  the 
role  of  the  individual  solo  practitioner  in  the 
past  and  we  are  well  aware  of  the  justifiable 
sensitivity  of  the  practicing  physician  regard- 
ing statements  of  this  type.  Many  times  this 
expressed  concept  that  treatment  will  some- 
how be  better  at  the  “medical  center”  is  grossly 
unfair  to  the  practitioner  and  his  local  col- 
leagues. They  often  have  the  same  knowledge, 
tools,  and  experience  available  in  their  com- 
munity for  the  disease  in  question  as  in  the  less 
convenient  “center”.  With  some  conditions, 
however,  the  infrequency  of  the  problem  and 
evolving  nature  of  the  optimal  therapy  make 
congregation  of  the  patients  in  a “center”  a 
must!  We  agree  with  the  authors  that  the 
medical  centers  actively  studying  these  un- 
common abdominal  cancers  in  children  can 
frequently  offer  something  to  the  patient,  that 
the  conscientious  practitioner  cannot. 

The  prognosis  after  treatment  of  Wilms’ 
tumors,  neuroblastomas,  and  embryonal  rhab- 


domyosarcomas have  improved  markedly  over 
the  last  few  years  with  the  development  of 
various  combinations  of  therapy.  This  is  in 
marked  contrast  to  the  effect  of  combination 
therapy  on  most  malignant  tumors  in  adults. 
Further  refinement  and  improvement  in  ther- 
apy of  childhood  cancer  is  probable  as  a result 
of  randomized  studies  of  different  treatment 
regimes  that  are  currently  in  progress.  The 
biggest  drawback  to  clinical  trials  of  treatment 
alternatives  for  this  group  of  cancers  is  the 
low  rate  of  accession  of  patients  in  any  one 
institution.  This  has  led  to  the  development  of 
a carefully  planned  nationwide  cooperative 
protocol  for  the  treatment  of  Wilms’  tumor. 
A similar  nationwide  protocol  for  Embryonal 
Rhabdomyosarcoma  has  just  been  initiated 
under  the  leadership  of  Dr.  Harold  Maurer, 
pediatric  oncologist  at  the  Medical  College  of 
Virginia.  As  soon  as  the  indications  of  su- 
periority of  one  of  the  treatment  schedules 
is  obtained  in  any  of  these  studies,  new  vari- 
ables are  examined  to  further  refine  and  im- 
prove the  results.  By  participating  in  these 
studies,  the  medical  centers  can  contribute  sub- 
stantially to  improvement  in  the  treatment  plan 
and  patients  participating  in  these  trials  will 
have  the  most  up  to  date  treatment  made  avail- 
able to  them.  These  children  currently  being 
treated  on  protocols  are  receiving  the  best 
available  therapy  and  future  patients  will  also 
receive  improved  therapy. 

Is  this  research?  Yes!  Is  it  ethical?  Highly 
so!  It  is  actually  the  only  way  to  provide  the 
most  up  to  date  therapy  for  children  with  these 
uncommon  lesions  that  have  shown  such  ex- 
citing responses  to  the  new  approaches  being 
studied.  Cancer  in  children  is  certainly  emo- 
tionally disturbing  to  us  all.  It  is  gratifying 
that  progress  is  now  being  made. 

The  Editors 
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Diagnostic  Laboratory  Medicine 
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Antimicrobial  Susceptibility  of  Common 
Bacterial  Species 

Because  of  numerous  requests,  the  Clinical 
Microbiology  Laboratory  at  the  Medical  Col- 
lege of  Virginia  Hospitals  is  once  again  pub- 
lishing the  in  vitro  antimicrobial  susceptibility 
of  commonly  isolated  bacteria.  However,  it 
must  be  emphasized  that  these  results  reflect 
only  the  antimicrobial  spectrum  for  a particu- 
lar microorganism  in  vitro  because  many  fac- 
tors which  may  affect  in  vivo  activity  cannot 
be  measured  using  in  vitro  procedures. 

The  susceptibility  pattern  of  13  bacterial 
species  to  14  antimicrobial  agents  is  listed  in 


H.  P.  DALTON,  Ph.D. 

M.  J.  ALLISON,  Ph.D. 

M.  R.  ESCOBAR,  Ph.D. 

been  inoculated  with  the  test  organism.  The 
technique  was  controlled  by  repeated  testing 
of  stock  cultures  of  known  susceptibility  and 
by  parallel  tube  dilution  tests. 

There  is  little  change  since  the  last  report 
on  the  antibiotic  pattern  for  gram-positive 
bacteria.  Methicillin,  a semi-synthetic  penicil- 
lin, continues  to  show  good  activity  against 
Staphylococcus  aureus;  this  activity  is  being 
followed  closely  since  reports  on  methicillin 
resistance  of  S.  aureus  isolated  in  some  hospitals 
have  recently  appeared  in  the  literature.  Beta 
hemolytic  Streptococcus  group  A is  included 
in  Table  I in  order  to  demonstrate  the  rela- 
tively low  activity  of  tetracycline,  streptomy- 


TABLE  I 

Percentage  of  Susceptible  Strains  From  13  Bacterial  Species  to  14  Antimicrobial  Agents  in  vitro * 


Organism 

Number  of  Strains 

Penicillin  (10) 

Ampicillin  (10) 

Methicillin  (5) 

Cephalothin  (30) 

Erythromycin  (15) 

Tetracycline  (30) 

Streptomycin  (10) 

Kanamycin  (30) 

Chloromycetin  (30) 

Neomycin  (30) 

Polymyxin  (50) 

Furadantin  (100) 

Gentamicin  (10) 

Nalidixic  Acid  (30) 

Staphylococcus  aureus 

505 

25 

26 

99 

99 

93 

67 

87 

99 

97 

ND 

ND 

99 

99 

ND 

Enteric  Streptococcus 

115 

96 

97 

19 

88 

87 

30 

6 

44 

99 

ND 

ND 

95 

80 

2 

Beta  hemolytic 
Streptococcus  (group  A) 

273 

100 

99 

96 

99 

97 

75 

27 

11 

99 

ND 

ND 

ND 

ND 

7 

Alpha  hemotytic 
Streptococcus 

336 

96 

98 

58 

99 

96 

52 

26 

45 

98 

ND 

ND 

ND 

ND 

ND 

Escherichia 

1541 

NDf 

68 

ND 

88 

ND 

78 

79 

98 

97 

98 

ND 

95 

99 

95 

Aerobacter 

339 

ND 

18 

ND 

28 

ND 

78 

78 

93 

91 

97 

ND 

65 

99 

81 

Klebsiella 

700 

ND 

10 

ND 

79 

ND 

74 

67 

83 

83 

83 

ND 

73 

99 

91 

Serratia 

162 

ND 

6 

ND 

3 

ND 

27 

51 

98 

51 

84 

ND 

0 

98 

52 

Proteus  mirabilis 

615 

82 

87 

ND 

89 

ND 

5 

78 

97 

97 

91 

1 

16 

99 

93 

Proteus  morganii 

37 

3 

8 

ND 

3 

ND 

£6 

73 

99 

97 

99 

1 

33 

99 

99 

Providencia 

10 

0 

60 

0 

60 

0 

10 

20 

100 

100 

100 

10 

ND 

100 

ND 

Pseudomonas  aeruginosa 

568 

0 

1 

0 

I 

0 

2 

4 

50 

20 

89 

75 

0 

96 

5 

Herellea  vaginicola 

73 

0 

26 

0 

3 

0 

71 

48 

97 

55 

88 

91 

5 

95 

78 

*Figures  in  parentheses  represent  the  antibotic  concentration  in  ug/ml  used. 
fND — Not  Done. 


Table  I.  The  results  were  obtained  by  means 
of  a disc  diffusion  technique  using  Difco  discs 
on  Trypticase  Soy  Agar  medium  which  had 


cin,  and  kanamycin  against  this  organism 
when  compared  to  penicillin. 

Results  obtained  with  the  aerobic  gram- 
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negative  bacilli  confirm  the  anticipated  wide 
variations  in  their  antimicrobial  pattern.  The 
extremes  of  these  variations  were  seen  when 
comparing  the  antibiotic  spectra  of  Serratia 
and  Proteus  mirabilis.  Such  variations  create 
a need  for  proper  speciation  of  microbial  pa- 
thogens and  constant  monitoring  of  this  pop- 


ulation in  order  to  properly  assist  the  attending 
physician  in  choosing  an  antimicrobial  agent. 

Division  of  Clinical  Pathology 
Medical  College  of  Virginia 
Health  Sciences  Division  of 
Virginia  Commonvoealth  University 
Richmond , Virginia  23219 


LET'S  REMINISCE! 


The  Banquet 

Tendered  by  the  profession  of  Wytheville  at  Boyd’s  Hotel,  beginning  at 
10  P.M.,  was  sumptuous.  The  tables  were  elegantly  arranged,  and  as  hand- 
somely decorated  as  art  could  make  them.  All  the  visiting  ladies,  and  a num- 
ber of  those  resident  or  sojourning  for  the  season  in  Wytheville,  were  guests. 
A unique  feature  was  that  each  table  was  waited  on  by  the  charming,  beau- 
tiful young  ladies  who  reside  in  Wytheville  or  annually  make  Wytheville 
their  summer  home.  Toasts  soon  became  the  order  of  the  hour,  which  were 
continued  until  2 A.M. 

(From  the  Transactions  of  the  Twenty-Sixth  Annual  Session  of  The 
Medical  Society  of  Virginia  held  in  Wytheville,  September  1895) 
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MACK  I.  SHANHOLTZ,  M.D. 

State  Health  Commissioner  of  Virginia 


Public  Health 

I Age  of  Majority  and  Minor  Consent  in 
Relation  to  Medical  Care 

Society  is  undergoing  rapid  and,  to  some, 
shocking  change.  One  of  the  most  discon- 
certing changes  is  the  tremendous  increase  in 
sexual  activity  in  teen-agers.  It  is  reflected 
by  an  undeniable  rise  in  adolescent  pregnancies 
and  venereal  disease. 

The  magnitude  of  the  problem  in  the  Com- 
monwealth of  Virginia  is  greater  than  we 
might  realize.  In  1971  there  were  three  hun- 
dred babies  born  to  girls  under  fifteen  years 
of  age.  Fifteen  thousand  nine  hundred  and  six 
births  occurred  in  women  under  twenty— 19.2 
percent  of  total  live  births.  Four  hundred 
fifty-four  girls  under  the  age  of  twenty  had 
their  third  child  in  1971. 

The  reasons  for  these  changes  in  life  styles 
and  mores  are  unclear;  but,  what  is  becoming 
clear  is  the  urgent  need  to  identify  and  protect 
sexually  active  adolescents. 

Mindful  of  the  needs  in  this  area,  the  1972 
General  Assembly  of  Virginia  passed  legisla- 
tion which  should  be  thoroughly  understood 
by  each  practicing  physician  in  Virginia. 

Age  of  Majority 

The  1972  General  Assembly  lowered  the 
age  of  majority  for  citizens  of  the  Common- 
wealth to  age  18,  with  two  exceptions— volun- 
tary sterilization  and  the  purchase  of  alcoholic 
beverages.  Any  person,  age  18  or  over,  is 
now  responsible  for  his  own  medical  care  and 
treatment;  the  exception  to  this  is  voluntary 
sterilization  where  age  21  remains  the  point 
at  which  consent  may  be  given. 

Minor  Consent-  Law 

' 

Concurrently,  the  1972  General  Assembly 
also  amended  the  Minor  Consent  Law,  in  order 
that  those  persons  under  the  age  of  18  may 
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consent  to  medical  and  health  care  in  certain 
specified  instances.  The  law  reads  as  follows: 

Section  32-137  . . . Any  person  under  the 
age  of  18  years  may  consent  to  medical 
or  health  services  needed  to  determine  the 
presence  of  or  to  treat  venereal  disease,  or 
any  infectious  or  contagious  diseases  re- 
portable under  the  laws  of  the  Common- 
wealth of  Virginia. 

. . . Any  person  under  the  age  of  1 8 years 
may  consent  to  medical  or  health  services 
required  in  case  of  birth  control,  preg- 
nancy, or  family  planning,  or  needed  in 
the  care,  treatment  or  rehabilitation  of 
drug  addicts,  or  other  persons  who,  be- 
cause of  the  use  of  controlled  drugs  are 
in  need  of  medical  care,  treatment  or 
rehabilitation.  . . 

This  change  was  specifically  designed  to 
release  from  liability  physicians  treating  ado- 
lescents for  the  designated  problems.  It  is  not, 
of  course,  a mandate  to  purposely  deceive  re- 
sponsible parents,  nor  is  it  a tool  to  coerce 
physicians  to  practice  medicine  contrary  to 
their  ethical  beliefs. 

The  Commission  on  Population  Growth  and 
the  American  Future  offered  several  recom- 
mendations for  dealing  with  sex  ignorance  and 
with  adolescent  parents  and  their  child.  They 
are  controversial,  naturally,  but  worth  pursu- 
ing. 

Many  states  prevent  teen-agers  from  getting 
contraceptive  information  and  services.  The 
Commission  recommended  that  states  permit 
minors  to  receive  such  information  and  serv- 
ices in  appropriate,  sensitive  ways.  Virginia’s 
Minor  Consent  Law  allows  services  and  in- 
formation. 

The  Commission  also  recommended  that 
appropriate  family  planning  materials  be  de- 
veloped, training  courses  be  held  for  teachers 
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and  family  planning  information  be  integrated 
into  school  courses.  It  notes  that  sex  education 
ideally  should  be  focused  in  the  home,  but 
also  calls  for  it  to  be  presented  in  a responsible 
manner  through  community  organizations,  the 
media,  and  especially  the  schools. 

The  Virginia  State  Health  Department  has 
an  active  Bureau  of  Family  Planning  with 
services  offered  in  all  local  health  departments. 
Virginia  was  a forerunner  in  this  field,  with 
the  first  State  appropriations  for  family  plan- 
ning services  made  in  1964.  In  line  with  leg- 
islation also  passed  by  the  1972  General  As- 
sembly, a brochure  on  family  planning,  in- 
cluding a listing  of  available  clinics,  is  now 
distributed  at  the  time  application  for  a mar- 
riage license  is  made. 

Attitude  of  Medical  Profession 

Cognizant  of  the  upward  spiraling  abuses 
of  sexual  freedom  with  the  attendant  compli- 
cations, i.e.,  venereal  disease,  unwanted  preg- 
nancy and  abortion,  both  legal  and  criminal, 
it  is  appropriate  for  the  medical  profession  to 
review  its  attitudes  toward  the  adolescent,  par- 


ticularly in  terms  of  contraception.  Experience 
has  shown  that  it  takes  a great  deal  of  courage 
for  a teen-ager  to  go  to  a doctor  to  get  con- 
traceptive advice,  far  more  courage  than  it 
took  to  become  sexually  active,  which  in  al- 
most every  case  precedes  the  visit  to  the 
doctor. 

Medical  care  for  adolescents,  especially  for 
minors  under  the  conditions  set  forth  in  the 
law,  should  be  non- judgmental  and  dignified. 
However,  the  provision  of  medical  care  does 
not  in  itself  condone  irresponsible  behavior. 
Every  effort  should  be  made  to  develop  in 
young  patients  a responsible  attitude  for  their 
actions. 

Our  young  people  are  living  a very  excit- 
ing and  very  vulnerable  part  of  their  lives.  Ex- 
periences during  adolescence  probably  have 
more  influence  on  their  lives  than  those  of  any 
comparable  period.  Sexually  active  teen-agers 
can  be  frustrating  and,  at  times,  heart-rending 
to  work  with,  but  they  can  also  provide  a 
great  deal  of  personal  satisfaction  to  the  phy- 
sician who  can  reach  them  and  help  them  on 
their  way  to  maturity  and  a responsible  role 
in  society. 


The  Battering  Child 


A two-month-old  boy  was  found  dead  in 
his  bassinet  by  a baby-sitter  who  had  left  the 
infant  for  an  hour  with  her  five-year-old  son. 
When  the  boy  was  questioned,  he  said,  “I 
spilled  oil  on  it  and  then  I threw  it  on  the 
floor.” 

An  eight-month-old  boy  was  killed  when 
a five-year-old  rolled  the  infant  off  his  bed 
and  struck  him  repeatedly  with  a shoe. 

An  infant  girl  was  killed  by  her  two  and 
one-half-year-old  cousin,  whose  mother  said 
he’d  been  jealous  of  the  baby. 


The  foregoing  cases  and  two  others  were 
documented  in  Cuyahoga  County  (Ohio)  over 
a period  of  three  and  one-half  years  and  re- 
ported in  the  October  9th  issue  of  the  Jour  ml 
of  the  American  Medical  Association. 

Author  Lester  Adelson,  M.D.,  of  Case  West- 
ern University  School  of  Medicine,  warns  that 
infants  under  the  age  of  one  year  are  mor- 
tally vulnerable  to  injuries  inflicted  by  pre- 
school children  who  resent  the  presence  of  a 
younger  child,  who  may  threaten  their  sense 
of  security  or  priority  in  the  household. 
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Virginia  Regional  Medical  Program 


Operation  Heartbeat 

Ventribular  fibrillation— cardiac  arrest— a 
sudden  convulsion  of  the  heart— a heart  attack. 
Call  it  what  you  like,  it  means  sudden  death 
unless  the  victim  receives  immediate  emer- 
gency treatment. 

Heart  attacks  will  claim  600,000  Americans 
this  year.  200,000  of  these  victims  will  be 
under  65.  The  chances  are  that  most  of  us 
will  know  several  by  name.  The  majority  of 
these  victims  will  die  before  ever  reaching  the 
hospital. 

Why?  Because  time  is  crucial  for  the  heart 
attack  victim.  From  the  onset  of  cardiac  ar- 
rest he  has  only  four  to  six  minutes  to  live. 
Six  minutes  to  retain  a full,  productive  life. 
Six  minutes  before  the  brain  begins  to  starve 
for  oxygen.  Artificial  ventilation  and  cardiac 
massage  begun  within  those  crucial  six  minutes 
can  sustain  adequate  circulation  to  the  brain, 
prevent  permanent  damage,  and  allow  time  for 
electrical  shock  to  the  chest  wall  in  order  to 
regain  a normal  heart  beat.  This  means  on- 
the-scene  emergency  coronary  care,  supervised 
by  a skilled  physician,  and  administered  by  a 
cardiac  technician.  This  is  what  Operation 
Heartbeat  is  all  about. 

Virginia  Beach  boasts  ten  fine  volunteer  res- 
cue squads.  More  than  350  men  are  available 
24  hours  a day.  These  men  are  the  key.  They 
are  the  foundation  of  an  Emergency  Coronary 
Care  Program  in  Virginia  Beach  recently 
funded  by  the  Virginia  Regional  Medical 
Program. 

Virginia  Beach  physicians,  Drs.  W.  A. 
Dickinson  and  J.  P.  Charlton,  are  now  train- 
ing a select  group  of  rescue  volunteers  (27 
men)  who  will  be  called  Cardiac-T echs.  They 
will  be  trained  for  100  hours  in  the  classroom, 
the  emergency  room,  and  the  coronary  care 
unit  of  the  General  Hospital  of  Virginia  Beach. 
On  graduation  they  will  be  fully  equipped  to 
man  the  program.  They  will  be  able  to  ad- 
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minister  artificial  ventilation,  perform  cardiac 
massage  and  electrical  shock,  with  the  use  of 
new  equipment  designed  for  emergency  coro- 
nary care.  They  will  always  be  under  the 
supervision  and  on  the  specific  instructions  of 
the  physician  coordinating  the  rescue  effort 
from  the  hospital. 

Basically,  the  program  will  work  like  this. 
Ambulances  operated  by  the  rescue  squads  will 
be  equipped  with  sophisticated  portable  radio 
transmitters.  This  radio  communication  sys- 
tem will  put  the  volunteer  squadsmen  and 
Cardiac-Tech  in  direct  voice  contact  with  the 
physician  at  the  hospital.  When  the  rescue 
volunteers  arrive  at  the  scene  of  a heart  attack 
victim,  they  will  immediately  attach  wire  elec- 
trodes to  the  victim’s  chest.  This  will  relay  the 
patient’s  electrocardiogram  directly  to  the 
physician  at  the  hospital.  The  two-way  radio 
will  enable  him  to  talk  with  the  Cardiac-Tech 
to  instruct  him  in  administering  immediate 
emergency  care  to  the  victim  during  the  cru- 
cial six  minutes  from  onset  of  arrest.  The  phy- 
sician can  monitor  all  heart  victims  from  the 
time  they  are  reached  at  the  scene  of  the  at- 
tack, during  transportation  to  the  hospital  by 
ambulance,  and  can  make  the  necessary  ar- 
rangements required  at  the  hospital  before  they 
arrive.  For  many,  this  will  mean  escape  from 
sudden  death.  On-the-scene  emergency  coro- 
nary care  will  enable  victims  to  reach  the  hos- 
pital alive,  without  permanent  brain  damage 
and  with  every  chance  for  full  recovery. 

Sources  of  financial  assistance  other  than 
VRMP  have  also  been  utilized.  Grants  have 
come  from  City,  State,  and  Federal  funds. 
These  have  enabled  the  physicians  and  volun- 
teer rescue  squadsmen  to  establish  the  program 
and  begin  training  courses.  The  first  class  of 
Cardiac-Techs  will  graduate  this  fall. 

The  physicians  and  Cardiac-Techs  in  this 
program  are  not  paid.  They  are  volunteers 
trained  to  save  lives. 
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Medicare— Part  B . . 


CURTIS  J.  KELLY,  JD 


Program  Integrity 

In  September  and  October,  1972,  The  Trav- 
elers Medicare  Claims  Department  held  a series 
of  day-long  workshops  designed  to  inform  the 
physician’s  Medical  Assistant  of  what  the  Med- 
icare Law  requires  in  the  way  of  medical  in- 
formation and  bill  itemization  to  enable  the 
carrier  to  consider  the  charge  for  payment. 
The  workshops  covered  a broad  spectrum  of 
subjects  and  generally  we  are  informed  by 
those  in  attendance  that  they  have  a much 
better  understanding  of  what  the  law  requires 
and  will  be  better  prepared  to  deal  with  the 
Medicare  Claim.  As  this  article  is  being  writ- 
ten, we  already  note  an  improvement  in  claims 
documentation  and  the  resulting  reduction  of 
telephone  calls  or  letters  to  physicians  to  ob- 
tain information  required  by  the  Medicare 
Law. 

Mr.  Don  Nicholson,  a representative  of  the 
Philadelphia  Regional  Office  of  the  Bureau  of 
Health  Insurance,  spoke  at  the  workshops  and 
related  his  remarks  to  those  activities  required 
by  the  Medicare  Law  or  the  Regulations  which 
have  direct  effect  on  physicians  services  under 
Medicare.  He  indicated  that  fairly  early  in 
the  Medicare  program  it  was  discovered  that 
there  was  a small  percentage  of  physicians  who 
tended  to  take  advantage  of  the  Medicare 
Benefit;  patients  would  often  demand  more 
services  than  were  really  needed  since  Medi- 
care would  foot  the  bill;  and  that  practice  pat- 
terns of  some  physicians  occasionally  exceeds 
what  is  considered  normal  based  on  diagnosis 
and  regimen  of  treatment  required. 

Mr.  Nicholson  states  that  a morass  of  in- 
structions material  has  been  issued  to  The 
Travelers  and  other  carriers  on  the  subject  of 
program  integrity  which  is  a term  applied  to 
assuring  that  Medicare  Monies  are  paid  appro- 


priately and  that  any  situation  which  indicates: 
a deliberate  attempt  to  abuse  the  program  are 
brought  to  light  and  corrected.  The  responsi- 
bility of  assuring  the  integrity  of  the  program 
is  a joint  responsibility  and  one  shared  by 
virtually  all  parties  who  are  involved  in  Medi- 
care including  the  Carrier,  the  Social  Security 
Administration,  the  patient  and  most  certainly 
the  Medical  Community. 

The  speaker  continued  that  the  Bureau  of 
Health  Insurance  Regional  Office  in  Philadel- 
phia has  an  established  function  with  a respon- 
sibility of  investigating  any  reported  abuse  sit- 
uation. They  depend  in  large  part  on  the 
Social  Security  District  Office  who  provides 
feedback  from  beneficiaries.  On  receipt  of  a 
situation  that  suggests  possible  program  abuse 
normally  the  carrier  is  required  to  look  into 
the  billing  pattern  of  the  physician  involved 
to  determine  if  the  potential  for  a pattern  of 
abuse  may  exist.  In  extreme  cases  the  Bureau 
of  Health  Insurance  may  contact  other  pa- 
tients of  the  doctor  involved  to  review  services 
billed  for  under  Medicare. 

Mr.  Nicholson  pointed  out  that  in  most  in- 
stances complaints  are  the  result  of  a billing 
error  or  misunderstanding.  However,  the  Bu- 
reau of  Health  Insurance  has  found  several 
situations  where  over  reporting  has  been  de- 
liberate and  in  fact  22  doctors  have  been 
indicted  in  the  Philadelphia  region.  Of  that 
number  12  have  been  convicted  and  two  were 
sentenced  to  time  in  prison.  In  Virginia  only 
one  indictment  was  obtained  and  this  case  was 
dropped  because  in  the  opinion  of  the  U.  S. 
Attorney  handling  the  case,  the  evidence  was 
too  weak  to  support  prosecution. 

Mr.  Nicholson  made  it  clear  that  the  vast 
majority  of  situations  that  come  to  the  atten- 
tion of  the  Bureau  of  Health  Insurance  turn 
out  to  be  honest  mistakes  or  misunderstandings. 
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The  New  President 

Since  this  is  my  last  time  as  writer  of  the 
Auxiliary  contribution  to  the  Virginia  Medi- 
cal Monthly,  I must  take  space  to  thank  the 
many  members  who  helped  me  with  articles 
over  this  past  year. 

To  finish  the  year,  it  seemed  appropriate 
to  introduce  our  new  president,  Kay  Reardon, 
to  you  readers.  The  following  biography  does 
just  that  and  was  lovingly  written  by  Kay’s 
friend,  Anna  McDowell  Anderson. 

Karen  Painter 
(Mrs.  William  E.) 


Mrs.  William  J.  Reardon 

Family  solidarity,  warm  hospitality  and 
deep  loyalty  to  friends  and  to  Auxiliary  have 
characterized  the  lifestyle  of  our  incoming 
President,  Mrs.  William  J.  Reardon  of  the 
Fairfax  Auxiliary. 

Grayce  Katherine  Walsh,  known  to  us  as 
Kay,  was  born  in  Minneapolis,  Minnesota,  the 
only  child  of  Grayce  and  Gerald  Walsh. 

Mr.  Walsh  was  an  attorney  associated  with 
labor  relations  and  the  family  moved  to  Wash- 
ington, D.C.,  while  Kay  was  in  grade  school 


and  later  to  New  Rochelle,  N.Y.  She  first 
met  Bill  Reardon  while  in  high  school  in  New 
Rochelle  but  it  was  later  that  their  paths 
crossed  more  seriously;  she  was  attending  Dun- 
barton College  in  Washington  from  which 
she  received  her  degree  in  music,  and  Bill  was 
in  Medical  School  at  Georgetown. 

They  were  married  in  1953  in  the  Church 
of  The  Holy  Family  in  New  Rochelle,  Kay 
wearing  a traditional  formal  wedding  gown 
but  very  different  because  it  was  pink,  always 
her  favorite  color.  She  laughingly  recalls  their 
early  married  years  in  New  Rochelle  where 
Bill  was  starting  practice:  She  was  labeled  as 
“impractical”  because  the  first  item  of  furni- 
ture she  purchased  was  an  off-white  sofa!  This 
idea  was  quickly  dispelled  as  she  became  ac- 
tive in  community  affairs  as  a Republican 
Committeewoman,  active  in  the  Press  Woman’s 
Club  and  served  as  President  of  the  Alumnae 
Association  of  Dunbarton.  Her  alma  mater 
honored  her  in  1961  with  an  “Outstanding 
Alumna  Award”  and  she  continues  to  serve 
on  their  Board. 

Four  years  after  their  marriage,  the  Rear- 
dons moved  to  Falls  Church,  where  Bill  be- 
came engaged  in  General  Practice,  joining  a 
group  there.  Since  becoming  a member  of 
her  Fairfax  Auxiliary  in  1958,  Kay  has  worked 
in  almost  every  capacity  including  serving  as 
President  in  1962-63  and  later  in  many  chair- 
manships. She  even  organized  a dance  group 
of  Auxiliary  members  to  learn  the  Hula  and 
perform  for  their  Doctor’s  Day  Luau  a couple 
of  years  ago. 

On  the  State  level  of  Auxiliary  work,  Kay 
served  first  as  Community  Service  Chairman; 
next  as  Recording  Secretary  and  then  as  First 
Vice  President  for  five  years  (three  as  Pro- 
gram Chairman  and  the  latter  two  as  AMA- 
ERF  Chairman).  Under  her  chairmanship  in 
1970-71,  Virginia  won  a National  AMA-ERF 
award  for  the  first  time.  Last  year,  as  our 
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nominated  President-elect,  she  also  served  as 
Convention  Chairman  making  us  most  wel- 
come once  again  in  Northern  Virginia. 

The  Reardons  have  four  children:  Kathy 
15,  Susie  14,  Chipper  10  and  Patricia  9.  They 
all  proudly  participated  in  the  decision  for 
their  Mother  to  accept  the  nomination  as  Pres- 
ident, but  the  young  ones  think  they  probably 
liked  it  better  when  she  was  “home  more  and 


had  all  the  stulfed  animals  to  sell  for  AMA- 
ERF”! 

The  Virginia  Auxiliary  can  certainly  look 
forward  to  smooth  sailing  as  well  as  to  some 
daring  charting  of  new  courses  with  such  an 
experienced  and  innovative  leader  at  the  helm. 
And  thus,  We  are  proud  to  pipe  you  aboard, 
Katherine  Walsh  Reardon,  as  our  45  th 
President. 


Wild  Animals  Most  Common  Source  of  Human  Rabies 


Campers,  beware.  A skunk  or  a fox  can  be 
a lethal  visitor  to  your  campsite,  according  to 
an  article  in  an  October  issue  of  the  Journal 
of  the  American  Medical  Association. 

The  article  cites  the  case  of  an  11 -year- 
old  camper  who  was  fatally  bitten  by  a rabid 
skunk  while  sleeping  beside  a popular  fishing 
stream. 

Although  rabid  skunks  are  not  new  (in  the 
1900s  cowboys  erected  canvas  “skunk  boats” 
to  ward  off  intruders),  it  is  only  in  the  last 
25  years  that  rabies  in  the  United  States  has 
changed  from  a disease  of  domestic  dogs  and 
cats  to  a disease  of  wild  skunks,  foxes  and 
bats. 

Of  the  223  cases  of  human  rabies  reported 
in  the  United  States  from  1946  to  1970,  only 
13  are  known  to  be  due  to  wild  animal  bites. 
However,  since  1960,  11  of  the  reported  16 


cases  were  due  to  a bobcat,  skunks,  foxes,  and 
bats,  with  skunks  causing  more  rabies  than  the 
other  species. 

The  article  warns  against  capturing  wild 
skunks  or  handling  captive  skunks,  as  even 
pets  bite  frequently,  and  they  may  be  rabid. 
If  bitten,  the  victim  should  be  started  as  soon 
as  possible  on  antirabies  serum  and  vaccine, 
since  neither  serum  nor  vaccine  is  effective 
after  symptoms  appear. 

The  article  suggests  that  campers  sleep  in 
a tent  or  place  their  sleeping  bags  on  a cot 
to  guard  against  possible  fatal  complications 
from  a camping  trip. 

Authors  are  Drs.  Michael  A.  W.  Hattwick, 
Fred  H.  Hochberg,  Philip  J.  Landrigan  and 
Michael  B.  Gregg  from  the  Center  for  Disease 
Control,  Public  Health  Service,  Atlanta, 
Georgia. 
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Book  Announcements.... 

MEDICAL  MICROBIOLOGY.  By  Ernest 

Jawetz,  Joseph  L.  Melnick  and  Edward  A. 

Adelberg.  10th  Edition  1972.  Lange  Medi- 
cal Publications,  Los  Altos,  California.  $8.00. 

It  sometimes  amazes  me  how  much  informa- 
tion can  be  packed  into  the  small  space  of  five 
hundred  pages.  Here  are  concentrated  facts 
about  the  microbiological  world  that  sur- 
rounds us  in  this  updated  paperback  by  three 
outstanding  authorities  on  the  subject. 

The  major  aim  of  review  of  medical  micro- 
biology, as  its  authors  state  in  the  preface,  is 
“an  attempt  to  make  available  a reasonably 
comprehensive,  accurate,  up-to-date  presenta- 
tion of  those  aspects  of  medical  microbiology 
which  are  of  particular  significance  in  the  field 
of  clinical  infections  and  chemotherapy.  The 
book  is  directed  primarily  at  the  medical  stu- 
dent, house  officer  and  practicing  physician. 
However,  because  the  necessity  for  a clear 
understanding  of  microbiological  principles  has 
increased  in  recent  years  as  a result  of  im- 
portant developments  in  biochemistry,  virol- 
ogy, chemotherapy  and  other  fields  of  direct 
medical  significance,  a considerable  portion 
of  this  review  has  been  devoted  to  a discussion 
of  basic  science.”  How  the  authors  have  suc- 
ceeded in  their  goal  can  only  be  judged  by 
reviewing  and  reading  the  text. 

The  first  nine  chapters  are  devoted  to  basic 
considerations  of  bacterial  morphology,  taxon- 
omy, genetics,  metabolism,  cultural  charac- 
teristics, growth  and  death,  the  bacteriology  of 
water,  milk,  soil  and  bacteriophage.  The  10th 
chapter  deals  with  antimicrobial  therapy. 
Mechanisms  of  action,  drug  resistance  and  de- 
pendence are  discussed.  The  antibiotics  are 
noted  as  regards  chemical  structure,  mechan- 
isms of  action,  dose  and  adverse  reactions.  The 
next  three  chapters  deal  with  theoretical  con- 
siderations of  host  parasite  relationships,  anti- 
gens and  antibodies  and  hypersensitivity  states. 
Chapters  fourteen  through  twenty-two  de- 
scribe the  individual  bacteria  or  more  properly 
groups  of  bacteria  of  medical  interest.  To  de- 
scribe all  these  microorganisms  in  sixty-seven 

Volume  99,  December,  1972 


pages  is  a monumental  task  of  condensation. 
(The  Salmonelleae  for  example  get  three 
pages.)  One  short  chapter  is  devoted  to  a dis- 
cussion of  fungus  infections  of  medical  im- 
portance. The  rickettsial  diseases  and  the 
psittacosis,  lymphogranuloma  venereum  and 
trachoma  groups  are  treated  superficially  but 
adequately  for  the  purposes  of  this  book,  as 
are  the  parasites  of  medical  importance. 

By  far  the  largest  section,  fourteen  chapters 
or  nearly  two  hundred  pages,  are  devoted  to 
a very  comprehensive  discussion  of  the  viruses. 
One  can  attribute  this  to  a growing  world- 
wide medical  interest  in  an  emphasis  upon 
virology  and  virus  diseases,  now  that  means 
for  their  elucidation  are  becoming  more  com- 
mon,  and  secondly  to  the  abiding  interest  in 
virus  biology  of  the  second  author.  The  in- 
troductory chapter  on  properties  of  viruses  is 
followed  by  an  extremely  informative  section 
on  their  isolation  from  clinical  materials.  This, 
together  with  the  one  on  serologic  diagnosis 
of  viral  infections,  plus  the  section  on  the  prin- 
ciples of  diagnostic  medical  microbiology,  is 
worth  the  price  of  the  entire  book.  Here,  in 
three  short  chapters,  are  clear  instructions  for 
the  proper  submission  of  specimens  to  the  mi- 
crobiologist by  the  clinician,  which,  if  fol- 
lowed, would  greatly  facilitate  the  microbi- 
ologist’s work.  Viruses  of  clinical  importance 
are  dealt  with  systematically— the  arboviruses, 
the  enteroviruses,  central  nervous  system,  hep- 
atitis, etc.,  ending  with  a review  with  what  is 
presently  known  about  oncogenic  viruses. 

This  is  not  a book  that  one  can  read  as  a 
novel.  It  is  meaty,  concentrated,  and  should 
serve  as  an  excellent  reference.  As  such  it 
belongs  on  the  shelf  of  every  practicing  phy- 
sician, who  purports  to  treat  infectious  diseases. 
For  the  price  of  eight  dollars,  no  physician 
can  afford  to  be  without  it.  Certainly  the 
medical  student,  the  house  officer,  particularly 
those  preparing  for  specialty  board  examina- 
tions in  internal  medicine  and  clinical  pathol- 
ogy, should  not  be  without  this  book.  While 
the  bibliography  at  the  end  of  each  chapter  is 
not  extensive,  it  is  sufficiently  comprehensive 
to  guide  the  serious  readers  further  study. 
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Mediphone:  312/782-7888 

THE  WRITER  is  frequently  uncertain  as  to  whether  all  members  of  The 
Medical  Society  of  Virginia  have  received  the  same  postal  material  as  has 
your  editor  or  whether  it  was  forwarded  solely  to  the  offices  of  the  various 
state  medical  journals  for  distribution  to  the  members  of  their  respective  so- 
cieties. The  present  article,  prepared  by  John  G.  Bellows,  M.D.,  a Chicago 
ophthalmologist,  who  is  also  director  of  “Mediphone”,  is  another  instance 
of  this  kind.  But  the  potential  value  of  this  service  outweighs  the  possibility 
of  this  being  old  hat  to  Virginia  physicians  who  already  may  be  aware  of 
this  new  adjunct  to  medical  practice. 

Mediphone  is  a nationwide  physician’s  telephone  consultation  service  which 
was  made  available  in  July  of  this  year.  By  dialing  312/782-7888,  any  physi- 
cian within  the  continental  United  States  may  have  a telephone  consultation 
with  an  appropriate  specialist  regarding  the  diagnosis  and  treatment  of  a baf- 
fling patient.  This  should  be  of  especial  aid  to  practitioners  in  isolated  areas 
but  doubtless  it  would  be  helpful  for  any  physician  to  receive  the  most  mod- 
ern therapy  in  the  more  obscure  conditions.  Non-emergency  “educational 
and  consultation”  services  also  are  available. 

Dr.  Bellows  illustrated  the  life-saving  potential  of  Mediphone  by  relating 
case  reports  concerning  ventricular  tachycardia  associated  with  coronary 
thrombosis,  mycoplasma  pneumonia  and  a farmer  who  received  a traumatic 
amputation  at  the  wrist.  An  interesting  aside  is  a similar,  but  smaller  southern 
operation,  entitled  MIST  (Medical  Information  Service  by  Telephone).  This 
has  been  underway  for  sometime  in  Birmingham.  The  director  of  MIST, 
Margaret  Klapper,  M.D.,  of  the  University  of  Alabama,  stated  their  calls  have 
increased  from  20  to  3000  calls  a month  in  a relatively  short  time. 

Hundreds  of  specialists  representing  every  medical  discipline  participate 
in  Mediphone  and  Dr.  Bellows  anticipates  that  7000  calls  could  be  handled 
daily.  He  also  states  the  Council  on  Continuing  Education  of  the  American 
Medical  Association  will  permit  inquiring  physicians  to  “accumulate  credits 
in  Category  5 and  the  consultant  may  receive  credits  in  Category  3.”  The 
writer  is  not  familiar  with  these  Brownie  points  but  it  all  sounds  very  good 
and  best  of  all  the  patients  doubtless  will  benefit  from  this  new  aid  in  medical 
practice. 

There  is  no  mention  of  any  fee  involved  in  this  service.  Dr.  Bellows  out- 
lined this  as  an  “extension  of  the  work  and  objectives  of  the  American  Society 
of  Contemporary  Medicine  and  Surgery”,  of  which  he  also  is  the  director. 
Perhaps  this  organization  picks  up  the  tab.  No  mention  is  made  of  another 
fringe  benefit  which  may  accrue  from  the  use  of  this  service.  In  recent  years 
the  public  has  become  conditioned  to  expect  every  medical  treatment  to 
terminate  in  a perfect  result.  In  the  occasional  case  that  falls  short  of  perfec- 
tion the  position  of  a physician  who  is  threatened  with  a malpractice  suit 
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would  find  his  status  greatly  buttressed  if  he  had  discussed  the  problems  with 
Mediphone  and  had  acted  upon  its  suggestions. 

H.J.W. 


From  Waterloo  to  Waynesboro 

(Conclusion  of  a remarkable  Odyssey) 

Part  II  Acceptance  from  Fortune  her  spade 

BEFORE  THE  END  OF  MARCH,  1849,  this  exceedingly  versatile  man, 
Claudius  Crozet,  as  the  redesignated  State  Engineer  of  Virginia,  was  again 
called  to  serve  the  State,  and  this  time  he  was  to  be  in  actual  charge  of  con- 
struction on  a project  of  a pioneering  nature  dear  to  his  soul.  In  1839  Crozet 
had  reported  on  a tunnel  piercing  the  Blue  Ridge  Mountains  at  Rockfish 
Gap.  It  was  not  until  10  years  later,  however,  that  in  March  of  1849  the 
Board  of  Public  Works  for  the  State  of  Virginia  conferred  upon  him  the  title 
of  Chief  Engineer,  specifically  charged  with  the  consummation  of  a project 
requiring  the  construction  of  not  one,  but  four  tunnels  between  Blair  Park 
in  Albemarle  County,  and  a point  near  Waynesboro  in  the  County  of  Au- 
gusta—a distance  of  about  16.8  miles.  These  tunnels  were  called  the  Green- 
wood, Brooksville,  Little  Rock,  and  Blue  Ridge.  A copy  of  the  1 5 page  draft 
of  specifications  for  construction  of  these  tunnels,  and  signed  C.  Crozet,  is  in 
the  Congressional  Library,  Washington,  D.  C. 

Officially,  construction  work  on  the  tunnels  began  on  or  about  9 / June/ 1851, 
and  the  first  train  drawn  by  an  engine  named  “The  Rockfish”  transited  the 
Rockfish  Gap  tunnel  during  the  latter  part  of  March,  1854. 

Criticism  appeared  in  local  newspapers,  notably  the  “Lexington,  (Virginia) 
Gazette”,  of  Crozet’s  having  received  an  annual  salary  of  $3,000  when  a 
young  energetic  Virginian  could  have  been  had  for  $1,500.  The  “Valley 
Star”  and  the  “Charlottesville  Advocate”  published  virtriolic  editorials  and 
commentaries.  The  “Staunton  Spectator”  also  joined  the  carping  critics.  The 
kind  of  persiflage  to  which  Crozet  was  subjected  was  simply  an  attestation 
that  human  nature  does  not  change  with  the  advance  of  the  ages.  Years  later, 
Mr.  Justice  Brandeis,  of  the  LT.  S.  Supreme  Court,  phrased  it  aptly  when  he 
said:  “Knowledge  is  essential  to  understanding;  and  understanding  should 
precede  judging.” 

In  the  fall  of  1857,  when  the  tunnel  engineer  was  being  subjected  to  the 
invidious  diatribes  of  editorial  snipers,  a former  associate  manifested  his 
enduring  admiration  and  high  evaluation  of  this  remarkable  man.  John  B. 
Floyd  had  been  Governor  of  Virginia  and  President  of  the  State’s  Board  of 
Public  Works  when  Crozet  had  devoted  his  greatly  esteemed  effort  to  the 
end  of  developing  an  estimable  transportation  system  for  the  State.  Follow- 
ing the  expiration  of  his  tenure  as  Chief  Executive  of  the  Old  Dominion, 
former  Governor  Floyd  had  become  Secretary  of  War.  It  was  during  Secre- 
tary of  War  Floyd’s  administration  that  the  Federal  Government  became 
involved  in  the  construction  of  an  aqueduct,  known  as  the  Washington 
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Aqueduct  and  the  intended  purpose  of  which  was  to  convey  water  frorp 
above  the  Great  Falls  of  the  Potomac  to  the  District  of  Columbia.  Captain'! 
Montgomery  Meigs,  an  officer  in  the  U.S.  Army’s  Corps  of  Engineers,  was 
in  charge  of  this  project  which  was  not  being  furthered  and  accomplished 
to  the  satisfaction  of  Secretary  of  War  Floyd.  So,  Claudius  Crozet  was  sum- 
moned and  was  appointed  as  an  assistant  to  Captain  Meigs.  Because  of  finan- 
cial stringency,  Congress  cut  off  appropriations  for  the  Washington  Aque- 
duct. Therefore,  work  on  it  was  suspended  in  1860. 

During  that  same  year  (1860),  however,  despite  his  advancing  years,  Crozet 
was  designated  as  a member  of  a Board  that  convened  at  the  U.  S.  Military 
Academy  at  West  Point  “To  Revise  the  Programme  of  Instruction  at  the 
Military  Academy”.  Among  other  distinguished  members  of  that  Board 
were  Lieutenant  General  Winfield  Scott  of  Virginia,  Jefferson  Davis  and 
G.  B.  McClellan.  Report  of  this  Commission  dated  13 /December/ 1860, 
comprised  350  pages. 

Still  another  call  to  duty  came  when  Crozet  was  engaged  as  an  engineer 
to  locate  and  construct  the  Virginia  and  Kentucky  railroad.  The  advent  of 
the  Civil  War  terminated  the  plans  for  this  railroad  and  it  was  never  built. 

And  so,  in  an  atmosphere  of  war,  similarly  as  Crozet’s  career  had  begun, 
his  active  labors  ended.  It  would  appear  that  enforced  leisure  affected  his 
life  as  something  of  a blight.  A state  of  unhappiness  and  possibly  an  actual 
mental  depression  of  a significant  degree  ensued.  This  melancholia  was  deep- 
ened by  the  loss  of  his  wife  who,  as  a bride,  had  accompanied  him  to  America 
45  years  earlier.  Old  age  was  the  ascribed  cause  of  her  death.  On  16/ March/ 
1861,  she  was  buried  by  the  side  of  her  daughter,  Adele,  and  her  son,  Alfred, 
in  Shockoe  Hill  Cemetery,  Richmond,  Virginia.  A month  and  a day  later 
Virginia  seceded  from  the  Union,  and  Crozet  went  to  live  with  his  daughter, 
Claudia,  who  was  married  to  Doctor  C.  S.  Mills  of  Midlothian  in  Chesterfield 
County,  Virginia.  There,  on  29/January/1864  Colonel  Crozet,  in  the  75th 
year  of  his  life,  died.  He  was  buried  in  Shockhoe  Hill  Cemetery,  Richmond, 
—Range  9,  section  10,  quartersection  4.  To  this  day  Crozet’s  grave  is  un- 
marked. 

In  an  authentic  sketch  apropos  Claudius  Crozet,  written  during  1886-87 
by  General  John  D.  Imboden,  based  upon  a collection  of  documents  obtained 
from  Crozet’s  granddaughter,  Miss  Adele  Crozet  Mills,  the  following  com- 
ment is  recorded:  “He  was  a thorough  republican;  neither  birth  nor  rank 
weighed  a feather  in  his  scales.  He  was  scrupulously  honest,  despising  kings, 
hating  imperialism,  detesting  Napoleon,  whom  he  regarded  as  finally  a traitor 
to  his  country  and  to  mankind,  though  he  admired  his  genius.  Abhorring  war 
and  loving  liberty  and  peace,  he  entered  more  thoroughly  and  understand- 
ingly  into  the  political  and  social  life  of  Virginia  than  foreigners  are  wont 
to  do,  and,  had  he  been  native  born,  he  would  have  been  distinguished  in 
the  true  sense  as  a man  of  the  people,  an  upholder  of  the  laws  which  restrain 
their  passions  and  protect  their  rights.” 

In  the  final  paragraph  of  a book  bearing  the  title,  “Claudius  Crozet”, 
Colonel  William  Couper,  Executive  Officer  and  Historiographer,  Virginia 
Military  Institute,  Lexington,  Virginia,  wrote  that,  “In  his  incisive  way, 
Crozet,  in  a brief  sentence,  had  reflected  much  of  General  Imboden’s  esti- 
mate of  him  when  he  averred: 
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“ ‘We  are  all  dependent  in  some  way  or  other, 

And  as  an  old  soldier, 

I understand  the  value  of  discipline , 

Without  which  no  service  can  be  efficiently  rendered.’  ” 

But  for  two  details— one  of  general,  the  other,  of  restricted  interest— this 
would  appear  to  be  a fitting  point  for  the  author  to  bring  to  a close  his  his- 
torical account  of  Claudius  Crozet.  He  would,  however,  be  left  with  a sense 
of  dereliction  if  he  did  not  add,  as  a detail  of  general  interest,  that  in  June  of 
1876—12  years  after  Colonel  Crozet’s  death— pursuant  to  the  insistence  of 
Mr.  Abraham  Wayland  of  Albemarle  County,  Virginia,  a railway  station  was 
built  upon  what  had  been  the  Blue  Ridge  Railroad.  This  station,  Mr.  Way- 
land  had  said,  would  be  called  “Crozet”  or  nothing.  Thus,  about  midway 
between  Charlottesville  and  Waynesboro,  a village  had  its  inception,  and  it 
was  named  Crozet  in  honor  of  Colonel  Claudius  Crozet— born  87  years  earlier 
in  Villefranche,  France— rocked  during  infancy  in  a cradle  of  great  turmoil, 
war  and  chaos,  and  destined  to  be  reared  in  the  midst  of  history’s  most 
tumultuous  social  upheaval— but  withal,  to  become  a scholar,  a soldier,  a 
teacher,  a creator,  a scientist  and  an  author— a man  of  many  talents  and  rare 
vision;  a man  who,  in  the  Commonwealth  of  Virginia,  at  high  noon  of  his 
heyday,  accepted  from  Fortune  her  spade  and  chose  to  “look  downward  to 
dig”  and  that  he  “brought  to  his  work  a mighty  heart”  is  abundantly  and 
indisputably  evident. 

To  conclude  with  a detail  of  limited  interest:  The  author  would  simply 
affirm  that  Crozet,  Virginia,  is  his  home  town. 

H.  Lamont  Pugh,  M.D. 
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News 


• • • • 


Calendar  of  Events 

Alton  D.  Brashear  Postgraduate  Course  in  Head  and  Neck  Anatomy— Spon- 
sored by  Department  of  Anatomy,  Medical  College  of  Virginia— Richmond— 
January  8-11,  1973. 

Stoneburner  Lecture  Series— “Clinical  Urology  1973”— Sponsored  by  Division  of 
Urology,  Medical  College  of  Virginia— Richmond— February  22-23,  1973. 
Law  Institute  on  Hospitals  and  Medicine— Sponsored  by  Departments  of  Legal 
Medicine  and  Health  and  Hospital  Administration,  Medical  College  of  Vir- 
ginia—Richmond— March  9,  1973. 

National  Medico-Legal  Symposium— Sponsored  by  American  Medical  Associa- 
tion and  American  Bar  Association— International  Hotel— Las  Vegas,  Nevada 
-March  22-25,  1973. 

National  Conference  on  Rural  Health— Statler  Hilton  Hotel— Dallas,  Texas— 
March  29-30,  1973. 

Tri- State  Medical  Association— Annual  Convention— Charleston,  South  Carolina 
—March  29- April  1,  1973. 

Pediatrics  Day— Sponsored  by  Department  of  Pediatrics,  Medical  College  of  Vir- 
ginia—Richmond— April  6,  1973. 

Spring  Refresher  Course  for  Specialists— Sponsored  by  Gill  Memorial  Eye,  Ear, 
Nose  and  Throat  Hospital— Hotel  Roanoke— Roanoke— April  15-18,  1973. 
Joint  Commission  on  Accreditation  Workshop— Sponsored  by  Virginia  Hos- 
pital Association  and  The  Medical  Society  of  Virginia— Sheraton  Inn,  Military 
Circle— Norfolk— April  17,  1973. 

Medical  Ethics— National  Conference  sponsored  by  Judicial  Council  of  American 
Medical  Association— Washington  Hilton  Hotel— Washington,  D.  C.— April 
26-28,  1973. 

Virginia  Heart  Association— Scientific  Sessions  for  Physicians— Sheraton  Motor 
Inn— Fredericksburg— May  22-24,  1973. 

American  Medical  Association— Annual  Meeting— New  York— June  23-28,  1973. 

***** 

The  Medical  Society  of  Virginia  maintains  a registry  of  medical  meetings  and 
programs  of  interest  to  Virginia  physicians.  You  can  help  by  keeping  us  advised 
of  any  meetings  scheduled  in  your  area.  This  will  not  only  help  others  avoid 
conflicts  but  also  provide  helpful  information  on  opportunities  for  continuing 
education. 


New  Members. 

The  following  new  members  were  received 
into  The  Medical  Society  of  Virginia  during 
the  month  of  September: 

Edward  G.  Abramson,  M.D.,  Alexandria 


Edward  Lawrence  Boyce,  Jr.,  M.D., 
Richmond 

Gerald  Crain  Burnett,  M.D., 
Newport  News 

Bruce  Butler,  Jr.,  M.D.,  Alexandria 
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Edward  Francis  Cantow,  M.D.,  Chesapeake 
Peter  M.  Fitzer,  M.D.,  Newport  News 
Peter  William  Houck,  M.D.,  Lynchburg 
Rufus  B.  Jennings,  Jr.,  M.D.,  Norfolk 
Ronald  Lester  King,  M.D.,  Portsmouth 
Milan  Piersol  Krickovic,  M.D.,  Richmond 
Jan  A.  Levy,  M.D.,  Radford 
Richard  Emil  Linde,  M.D., 

Washington,  D.C. 

Robert  L.  McCorkle,  M.D.,  Tappahannock 
Hans  Olav  Riddervold,  M.D.,  Charlottesville 
Hugh  H.  Scruggs,  M.D.,  Charlottesville 
Joseph  A.  Sebastian,  M.D.,  Falls  Church 
Andrew  John  Szabo,  M.D.,  Norfolk 
John  E.  Termini,  M.D.,  Fairfax 
Zdravko  Reno  Vlahcevic,  M.D.,  Richmond 
William  Bankey  Walters,  M.D.,  Norfolk 
David  Clark  Walton,  M.D.,  Roanoke 
James  Edward  Washington,  Jr., 
Charlottesville 

Lee  Weathington,  II,  M.D.,  Hopewell 
Richard  Duane  West,  M.D., 

Virginia  Beach 

Harry  Lake  Westfall,  Jr.,  M.D., 
Fredericksburg 

Lauren  Albert  Woods,  M.D.,  Richmond 
Lyman  Dwight  Wooster,  M.D., 
Charlottesville 

Roanoke  Academy  of  Medicine. 

Dr.  Walter  S.  Johnson  has  been  installed  as 
President  of  the  Academy;  Dr.  Douglas  E. 
Pierce  is  president-elect;  Dr.  Earl  R.  John- 
son, Jr.,  vice-president,  and  Dr.  Donald  R. 
Williams,  secretary-treasurer. 

Norfolk  County  Medical  Society. 

Dr.  Gervas  S.  Taylor  has  succeeded  Dr.  C. 
Newton  VanHorn  to  the  presidency,  and  Dr. 
H.  William  Fink  has  been  named  president- 
elect. Dr.  Frederick  T.  Given  is  vice-presi- 
dent; Dr.  Russell  D.  Evett,  secretary,  and  Dr. 
Adaurice  M.  Miller,  treasurer. 

Patrick  Henry  Medical  Society. 

Dr.  William  L.  Robbins  will  serve  as  presi- 
dent of  this  Society  in  1973;  Dr.  Robert  E. 
Rider  as  vice-president,  and  Dr.  E.  M.  Mc- 


Daniel, Jr.,  has  been  re-elected  secretary- 
treasurer.  All  are  of  Martinsville. 

Northern  Neck  Medical  Association. 

Dr.  James  K.  Cunningham,  White  Stone,  has 
been  installed  as  president  of  this  Association. 
Dr.  Horace  Kerr,  Colonial  Beach,  has  been 
named  president-elect;  Dr.  M.  Lamberth,  Jr., 
Kilmarnock,  has  been  re-elected  vice-presi- 
dent, and  Dr.  Norman  R.  Tingle,  Lively,  re- 
elected secretary-treasurer. 

At  the  meeting  held  at  The  Tides  Inn  in 
October,  Dr.  Teruo  Matsumoto,  Professor  of 
Surgery  and  Director  of  Surgical  Research  at 
Hahnemann  Medical  College  in  Philadelphia, 
spoke  on  The  Evaluation  and  Therapy  of 
Shock.  This  lecture  was  made  possible  by  a 
grant  from  Merck  Sharp  & Dohme  Labora- 
tories. 

Dr.  Weir  M.  Tucker, 

Richmond,  has  been  installed  as  president  of 
the  Southern  Psychiatric  Association.  The 
annual  meeting  of  this  Association  was  held 
in  New  Orleans  in  October. 

Dr.  Melvin  L.  Horne 

Has  joined  the  medical  department  of  the 
Norwich  Pharmacal  Company  in  Norwich, 
New  York.  He  has  been  named  assistant  di- 
rector of  clinical  research.  Dr.  Horne  was  until 
recently  located  in  Newport  News. 

Dr.  Bradford  S.  Bennett 

Has  been  named  director  of  the  State  Health 
Department’s  Middle  Peninsula  Health  Dis- 
trict, which  includes  Essex,  Gloucester,  King 
and  Queen,  Mathews  and  Middlesex  Counties. 
For  the  last  three  years  he  has  been  in  practice 
in  Manassas  and  for  the  twenty  years  prior  to 
that  was  located  in  Winchester. 

American  Cancer  Society,  Virginia  Di- 
vision. 

At  the  annual  meeting  held  in  Richmond  in 
October,  Dr.  J.  Shelton  Horsley,  III,  Char- 
lottesville, was  elected  president.  Dr.  Richard 
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P.  Elzay,  Richmond,  was  named  medical  vice 
president. 

Dr.  Howard  M.  McCue,  Jr., 

Richmond,  has  been  promoted  to  senior  vice 
president  and  medical  director  of  The  Life 
Insurance  Company  of  Virginia. 

Dr.  James  L.  Mathis, 

Richmond,  will  be  one  of  the  speakers  at 
the  37th  International  Medical  Assembly  to 
be  held  in  San  Antonio,  February  1973. 

New  Association  in  Practice. 

Drs.  Emerson  D.  Farley,  Jr.,  and  Alston  W. 
Blount,  Jr.,  announce  their  association  with 
Dr.  Emil  John  Kleinholz,  Jr.,  in  the  consulta- 
tive practice  of  internal  medicine,  cardiology, 
rheumatology  and  pulmonary  diseases.  They 
are  located  at  The  Retreat  Hospital,  Rich- 
mond. 

Dr.  Daniel  H.  Gregory, 

VA  Hospital,  Richmond,  has  been  awarded 
the  First  Prize  in  the  1972  William  H.  Rorer 
Inc.  Award  Contest.  This  prize  is  for  a paper 
published  in  The  American  Journal  of  Gas- 
troenterology for  the  period  July  1971  and 
June  1972.  The  article  was  on  Calcium  Ab- 
sorption Following  Gastric  Resection  by  Dr. 
Gregory  and  Dr.  Reinhold  Van  Uelft. 


Physician  Needed 

To  provide  examinations  and  treatment  in 
Spinal  Cord  Injury  Service  of  hospital.  U.  S. 
licensure  required.  875-bed  GM&S  hospital 
affiliated  with  Medical  School.  Excellent  re- 
tirement and  leave  benefits.  Nondiscrimination 
in  employment.  Contact  Chief,  Spinal  Cord 
Injury  Service,  VA  Hospital,  Richmond,  Vir- 
ginia 23249.  Telephone  703-233-9631,  Ext. 
272.  (Adv.) 

Medical  Consultant 

Needed  by  the  State  Department  of  Wel- 
fare and  Institutions.  Duties  involved:  Evalu- 
ating medical  reports  of  physical  disability  on 
persons  applying  for  State  aid,  consulting  with 
agency  officials  on  the  type  and  extent  of  as- 
sistance indicated  and  participating  in  the  de- 
velopment of  policies  and  procedures  regard- 
ing care  and  assistance  for  the  medically 
indigent.  Salary:  $16,400.00  to  $20,500.00. 
Qualification  standards:  Graduation  from  an 
approved  school  of  medicine  supplemented  by 
one  year  of  internship  in  an  approved  hospital 
plus  two  years  of  recent  general  medical  prac- 
tice and  possession  of  a license  to  practice 
medicine  in  Virginia.  Will  consider  employ- 
ing two  doctors  on  a half  time  basis. 

Contact  H.  Paul  Broughton,  Bureau  of  Per- 
sonnel, Department  of  Welfare  and  Institu- 
tions, 429  South  Belvidere  Street,  Richmond, 
Virginia  23220.  Telephone  770-2461.  (Adv.) 
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Obituary 


• • • • 


Dr.  William  Gayle  Crutchfield, 

Charlottesville,  died  October  31.  He  was 
seventy-two  years  of  age  and  received  his  med- 
ical degree  from  Johns  Hopkins  in  1927.  Dr. 
Crutchfield  began  his  practice  in  Richmond 
and  joined  the  Department  of  Neurosurgery, 
School  of  Medicine,  University  of  Virginia, 
in  1941.  At  the  time  of  his  death  he  was  pro- 
fessor emeritus  of  Neurological  Surgery.  Dr. 
Crutchfield  was  a consultant  to  the  Richmond 
Neurological  Group  of  Kell,  Eagles,  Singer 
and  Associates.  He  was  widely  known  in  his 
specialty  and  a type  of  skull  tongs  has  been 
named  in  his  honor.  Dr.  Crutchfield  has  been 
a member  of  The  Medical  Society  of  Virginia 
for  thirty-nine  years. 

His  wife,  a son  and  two  daughters  survive 
him. 

Dr.  Moon. 

John  Hoover  Moon  was  born  in  Bluff  ton.  In- 
diana, July  28,  1925,  and  died  in  Richmond,  Feb- 
ruary 26,  1972,  after  an  illness  of  about  three 
months. 

Jack  Moon  received  his  elementary  education 
in  his  native  city  of  Bluffton  and  entered  the  Uni- 
versity of  Richmond  in  1941  and  graduated  in 
1945.  He  entered  the  Medical  College  of  Virginia 
in  the  fall  of  1945  and  received  his  M.D.  degree 
in  1949.  Thereafter,  he  interned  at  the  Methodist 
Hospital  in  Indianapolis,  Indiana,  and  later  served 
as  a Lieutenant  in  the  Medical  Corps  of  the  U.S. 
Naval  Reserve  from  1950  to  1952.  While  at- 
tached to  the  First  Marine  Division  in  Korea  he 
participated  in  the  Chungking  Reservoir  defense 
and  was  in  a forward  position  battalion  aid  station 
at  the  time  of  the  enemv  attack.  Suddenly  his 
position  became  untenable  with  foreign  troops 
surrounding  him  and  he  was  forced  to  withdraw 
in  heavy  snow  and  severe  weather.  While  still 
attached  to  the  Navy,  he  had  a six-month  tour  of 
duty  on  the  Blood  and  Spleen  Service  at  the  Phila- 
delphia Naval  Hospital  and  became  interested  in 
hematology. 

Following  his  militarv  service  he  returned  to 
the  Medical  College  of  Virginia  and  received  resi- 
dency training  under  Dr.  William  B.  Porter  from 
1952-1955.  Upon  the  completion  of  his  residency 
training,  he  was  awarded  a U.  S.  Public  Health 


Research  Fellowship  to  continue  work  in  investi- 
gative hematology  and  published  reports  on  the 
sickling  reaction  of  deer  hemoglobin  and  the  life 
span  of  the  red  cells  in  sickle  cell  crises  utilizing 
the  then  recently  discovered  chromium  labelling 
of  hemoglobin.  He  continued  in  investigative 
hematology  from  1957  to  1960  as  an  A.  D.  Wil- 
liams Research  Fellow  in  the  Division  of  Hema- 
tology, Medical  College  of  Virginia. 

He  developed  a deep  and  continuing  interest 
in  the  chemotherapy  of  malignant  disease  and  in 
1965  was  appointed  the  principal  investigator  of 
the  Acute  Leukemia  Group  B grant  at  the  Medi- 
cal College  of  Virginia.  He  remained  active  in 
this  position  until  his  death  and  was  at  that  time 
the  chairman  of  one  of  the  most  extensive  studies 
ever  to  be  done  on  the  treatment  of  lymphosar- 
coma with  new  chemotherapeutic  agents. 

He  was  a member  of  the  Richmond  Academy 
of  Medicine,  The  Medical  Society  of  Virginia, 
the  American  Medical  Association,  the  American 
Federation  for  Clinical  Research,  the  American 
Societv  of  Hematology,  and  the  American  So- 
cietv  of  Clinical  Oncology.  He  was  a Fellow  of 
the  American  College  of  Physicians  and  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine. 

Jack  Moon  spent  many  hours  with  his  patients 
and  he  was  beloved  by  them.  He  did  extensive 
work  in  the  chemotherapy  of  malignant  disease, 
especially  lymphosarcoma  and  malignant  mela- 
noma. 

The  latter  disease  was  of  special  interest  to 
him.  In  Julv  of  1961  a small,  very  superficial  mole 
was  removed  from  the  right  upper  chest,  and 
subsequent  pathologic  study  showed  it  to  be 
malignant.  He  had  resection  of  the  tumor  and 
axillary  node  dissection  at  that  time  and  remained 
in  completely  good  health  until  December  of 
1971,  when  symptoms  of  recurrence  began.  These 
eventually  led  to  his  death.  Even  at  the  time 
when  he  was  becoming  critically  ill,  he  continued 
to  treat  his  patients  with  the  same  disease  with 
his  chemotherapeutic  approaches. 

Jack  Moon’s  outside  interests  were  many,  but 
he  was  never  happier  than  when  he  was  in  his 
garden  on  Hanover  Avenue  in  the  early  morning. 
He  was  an  authority  on  flowers  and  a member 
of  the  American  Horticultural  Association.  He 
trulv  had  a green  thumb  and  delighted  in  show- 
ing his  friends  the  new  plants  and  floral  varieties. 
He  was  known  bv  manv  of  his  friends  as  a great 
entertainer  and  by  an  equal  number  as  an  out- 
doorsman.  He  was  a member  -of  several  distin- 
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guished  hunt  clubs  and  was  always  an  eager  com- 
panion for  an  afternoon  on  the  mill  pond  for  bass 
and  bream,  or  for  an  early  morning  trip  to  the 
duck  marsh. 

Although  a native  of  Indiana,  he  had  taken 
Richmond  and  Virginia  to  be  his  new  home  and 
was  active  in  the  Virginia  Historical  Association 
and  was  on  the  Board  of  Directors  of  the  Valen- 
tine Museum.  In  his  library  was  one  of  the  most 
complete  memorabilia  of  Richmond,  including 
city  directories  that  date  back  a large  number 
of  years.  He  had  all  of  the  important  books  of 
the  life  and  times  of  Richmond  and  knew  the 
history  of  the  city  better  than  many  of  us  who 
have  lived  here  all  our  lives. 

John  Moon  is  survived  by  his  wife,  a son, 
and  a daughter.  Because  of  his  many  contribu- 
tions to  the  medical  affairs  of  this  city  and  with 
the  high  esteem  that  he  was  held  by  his  asso- 
ciates, colleagues,  students,  residents,  and  fel- 
lows, it  is  the  desire  of  the  undersigned  that  these 
resolutions  be  made  a part  of  the  permanent  rec- 
ords of  the  Richmond  Academy  of  Medicine  and 
that  copies  be  sent  to  The  Medical  Society  of 
Virginia  and  to  his  family. 

William  T.  Dabney,  III,  M.D. 

William  B.  Moncure,  M.D. 

G.  Watson  James,  III,  M.D. 

Chairman 

Dr.  Hamlin. 

Fred  E.  Hamlin  passed  away  June  16,  1972, 
at  the  age  of  82,  after  an  extended  illness.  The  en- 
tire community  misses  this  Christian  gentleman 
and  his  wise  counsel  as  a senior  citizen  of  the 
medical  faculty. 

Fred  Hamlin  was  a native  of  Durham,  N.  C., 
and,  antedating  the  era  of  the  Duke  colossus,  was 
graduated  from  the  Medical  College  of  Virginia 
in  1915.  After  postgraduate  work  at  the  Uni- 
versity of  Pennsylvania  he  practiced  medicine  in 
Staunton  until  1923  and  following  a postgraduate 
course  in  Otolaryngology  he  relocated  in  Roa- 
noke where  he  found  fertile  fields  for  his  talents. 

He  soon  became  preeminent  in  his  specialty 
and  a member  of  the  Triological  Society,  Ameri- 
can Broncho-esophagal  Society,  A.M.A.,  and 
The  Medical  Society  of  Virginia.  He  also  served 
as  President  of  the  Virginia  Society  of  Ophthal- 
mology and  Otolaryngology  on  the  State  level, 
while  never  neglecting  his  local  obligations.  He 
became  President  of  the  Roanoke  Kiwanis  Club, 
lieutenant  governor  of  the  Capitol  (Kiwanis)  Dis- 
trict; president  of  the  Chamber  of  Commerce  and 
head  of  such  groups  as  the  Ear,  Nose  and  Throat 
Association  of  the  University  of  Pennsylvania. 
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He  also  headed  the  Alumni  groups  of  the  Medical 
College  of  Virginia  and  of  Duke  University. 

Dr.  Fred  Hamlin  maintained  close  ties  with  his 
church,  serving  as  an  elder  and  deacon  of  the 
Second  Presbyterian  Church  during  his  active 
years. 

Even  closer  were  the  ties  to  his  family.  His 
first  wife  passed  away  prematurely  in  1941,  leav- 
ing two  teen-age  children.  Fortunately  the  lovely, 
talented  musician,  Helen  Betelle,  was  wed  to  Dr. 
Hamlin  a few  years  later,  and  she  survives  with 
his  son. 

Mr.  President,  I move  that  a copy  of  the  above 
remarks  be  constituted  into  a resolution  honoring 
our  deceased  member,  and  that  one  copy  be  ap- 
pended to  the  minutes  of  this  organization,  a sec- 
ond copy  forwarded  to  the  family  of  Dr.  Ham- 
lin, and  a third  copy  submitted  to  The  Medical 
Society  of  Virginia. 

C.  T.  Burton,  M.D. 

M.  H.  Williams,  M.D. 

H.  B.  Stone,  Jr.,  M.D.,  Chairman 

Dr.  Row. 

Inasmuch  as  God,  in  His  infinite  wisdom,  has 
seen  fit  to  remove  from  us  one  of  our  esteemed 
members,  be  it  resolved  that  the  following  be 
made  a permanent  record  in  the  archives  of  The 
Rockingham  Medical  Society  and  that  copies  be 
sent  to  his  widow  and  to  The  Medical  Society  of 
Virginia. 

George  Sterling  Row,  Sr.,  was  born  December 
27,  1906,  in  West  Virginia.  He  spent  his  earlier 
years  in  Junior,  West  Virginia,  and  worked  in 
the  coal  mines  there. 

George  attended  Bridgewater  College  where  he 
graduated  in  1933.  He  taught  school  for  several 
years  and  then  went  to  the  Medical  College  of 
Virginia,  from  which  he  received  his  M.D.  degree 
in  1941.  He  practiced  medicine  in  Pine  Cane 
Tuberculosis  Sanatorium  from  1942-1945  before 
coming  to  Bridgewater,  Virginia,  in  1945,  where 
he  remained  until  his  death  on  September  7,  1972. 

His  wife  and  a daughter  survive  him.  He  is 
also  survived  by  his  father,  five  sisters  and  three 
brothers,  and  two  grandsons. 

Besides  being  a revered  member  of  the  medical 
profession,  George  also  was  active  in  community 
affairs.  He  was  a member  of  the  Bridgewater 
Church  of  the  Brethren,  the  Rotary  Club,  the 
Rockingham  Male  Chorus,  the  Rockingham 
County  Medical  Society,  and  the  American  Med- 
ical Association.  He  was  quite  interested  in  ecol- 
ogy and  horticulture,  and  all  who  knew  him  re- 
member his  beautiful  flowers,  particularly  his 
work  in  developing  irises. 

Clifford  Thurston  Riddel,  Jr.,  M.D. 
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